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EDITORIAL 

ON  THE  SUCKER  LIST 

Certain  involvements  of  the  World  Health 
Organization*  (WHO)  seem  to  call  for 
earnest  scrutiny.  This  worthy  body  was 
defined,  its  announced  objectives  were 
stated,  and  some  of  its  accomplishments  list- 
ed in  the  June,  1954,  issue  of  the  Nebraska 
State  Medical  Journal (1).  In  brief  it  was 
stated  that  WHO  is  an  agency  of  the  United 
Nations  created  with  the  objective  of  “the 
attainment  by  all  peoples  of  the  highest  level 
of  health;”  that  WHO  concerned  itself,  in 
the  main,  with  major  problems  of  health; 
and  that  it  has  many  accomplishments  to 
its  credit.  On  the  other  hand,  there  are  dub- 
ious involvements  essential  to  note.  The 
World  Health  Organization  associates  inti- 
mately with  other  subdivisions  of  the  United 
Nations,  some  of  which,  such  as  the  Interna- 
tional Labor  Organization  (ILO),  are  dedi- 
cated to  socialization  of  our  Country  and  of 
our  profession.  Finally,  the  United  States 
pays  one  third  of  the  budget  of  WHO,  even 
though  more  than  eighty  nations  are  “mem- 
ber states”  of  the  organization. 

Recently,  nine  men  met  in  the  Palais  des 
Nations  in  Geneva,  Switzerland.  These  nine 
men  constituted  a committee  for  joint  action 
by  ILO  and  WHO.  Four  of  the  committee- 
men were  union  officials,  — three  from  Lon- 
don and  one  from  Norway.  Four  were  high 
ranking  public  health  officials,  — one  each 
from  India,  Norway,  the  United  States,  and 
France.  The  ninth  member  was  a Professor 
Emeritus  of  Public  Health  from  Liverpool. 

This  joint  ILO- WHO  committee  deliber- 
ated for  three  days.  The  conclusions  they 


*See:  Soper.  F.  L.,  M.D.,  Dr.,  P.h. : The  International  Health 
Organization,  J.  A.  M.  A.,  156:1145  (Nov.  20)  1954. 
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reached  were  published  in  a news  release 
from  WHO(2)  as  follows: 

“1.  Medical  advice  by  radio  should  be 
available  to  ships  at  sea  at  any  hour  of  day 
or  night; 

“2.  Every  ship  should  carry  a medicine 
chest  containing  a recommended  assortment 
of  medicaments  based  on  the  International 
Pharmacopeia ; 

“3.  All  new  entrants  to  the  Merchant 
Navy  should  be  examined  for  tuberculosis.” 

If  a committee  of  doctors  of  medicine 
chosen  at  random  from  Nebraska,  Iowa,  or 
from  any  other  state  in  the  Union  could 
not  have  accomplished  this  simple  bit  of 
work  without  leaving  their  home-lots,  it 
would  be  shocking.  Yet  we,  the  tax  payers 
of  the  U.S.A.,  pay  one  third  of  the  cost  of 
this  and  other  similar  junkets.  We  not  only 
pay  one  third  for  WHO  but  are  stuck,  also, 
for  ILO  by  way  of  the  United  Nations. 

Contemplation  of  the  probable  cost  of  this 
single  item,  manifestly  wasteful  as  it  was, 
leads  one  to  inquire  into  the  total  cost  of 
WHO.  The  budget  of  this  organization  for 
the  current  fiscal  year  is  $10,049,000.  Of 
this  amount  the  United  States  pays  $3,350,- 
000.  In  1950,  Congress  limited  our  partici- 
pation to  $3  million;  and,  in  1952,  it  lim- 
ited the  percentage  payment  of  the  United 
States  to  one  third  of  any  international 
organization’s  budget (3). 

At  present,  a National  Citizens  Commit- 
tee for  the  World  Health  Organization,  head- 
ed by  Doctor  Thomas  Parran,  formerly  Sur- 
geon General  of  the  United  Public  Health 
Service,  has  initiated  a campaign  to  get  the 
next  Congress  to  raise  this  ceiling.  “This 
Citizens  Committee  urges  friends  of  WHO 
to  write  their  Senators  and  Representatives, 
the  Vice  President  and  the  Speaker  of  the 
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House,  the  Secretary  of  State  and  the  Sec- 
retary of  Health,  Education  and  Welfare 
urging  them  to  help  in  lifting  the  ceiling. 
The  appeal  states  that  ‘letters  from  persons 
and  groups  who  are  not  health  people  are  of 
particular  value’.”  (3> 

It  has  been  stated  that  “Congress  agreed 
to  comparatively  heavy  contributions  by  the 
U.  S.  at  the  start  of  WHO  to  encourage 
countries  then  in  financial  difficulties.  The 
ceilings  were  imposed  by  Congress  to  insure 
that  the  U.  S.  would  not  continue  indefinite- 
ly to  pay  such  a heavy  share  of  the  costs.” (3) 

For  a long  time  many  countries  and  or- 
ganizations have  marched  bravely  forward 
with  their  hands  in  the  money-pockets  of 
American  tax  payers.  Perhaps  to  some  of 
our  countrymen  the  thought  of  our  Govern- 
ment doling  out  our  money  creates  a sense 
of  bigness,  richness,  and  generosity ; but  the 
recipients  of  our  gratuities  may  look  upon 
us  as  “suckers.”  In  this  lavish  outgoing 
stream  of  gold,  $3  or  4 million  may  seem 
like  “small  change”;  but  to  the  individual 
who  constantly  puts  in  the  ante  for  the 
Dealer — “new,”  “fair,”  or  raw  — this  ex- 
penditure is  not  small  change.  The  activi- 
ties of  WHO  are,  in  the  main,  commend- 
able; but  even  the  Devil  could  offer  the 
Master  many  things  that  seemed  good  when 
tempting  him. 

Someone  must  begin  damming  up  the  gold- 
en flood.  Why  not  start  by  trying  to  con- 
vince Congress  that  the  ceilings  on  payments 
to  WHO  should  not  be  raised?  Such  action 
might  set  a pattern  that  would  discourage 
other  “Citizens  Committees”  for  this  or  that 
sentimental,  prideful,  rosy-hued  project,  and 
help  the  American  tax  payer  get  off  the 
“sucker  list.” 
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REINSURANCE 

Sharply  contrasting  views  of  “Reinsur- 
ance” were  presented  to  the  House  of  Dele- 
gates of  the  American  Medical  Association 
meeting  at  Miami.  This  controversial  pro- 
posal for  reinsurance  of  health  insurance 
plans,  left  on  the  shelf  by  Congress  in  July, 
is  expected  to  be  an  Administration  “must” 


during  the  coming  session.  The  viewpoint 
of  the  Administration  was  presented  by  Mrs. 
Oveta  Culp  Hobby,  Secretary  of  HEW,  after 
which  the  opposing  views  were  well  ex- 
pressed by  Mr.  Edwin  J.  Faulkner  of  Lin- 
coln. 

Mrs.  Hobby  admitted  that  the  recent  rapid 
increase  in  the  number  of  people  covered  by 
some  form  of  health  insurance  from  about 
60  million  to  99  million  is  encouraging  and 
perhaps  phenomenal.  She  pointed  out  that 
30  million  citizens  of  the  United  States  can 
be  considered  uninsurable  for  one  or  another 
reason,  but  that  there  remains  a group  num- 
bering approximately  30  million  who  are 
insurable  but  not  yet  covered.  She  also 
stressed  the  point  that  with  the  great  in- 
crease in  number  of  insured,  the  expendi- 
ture of  private  funds  for  medical  care  has 
risen  unexpectedly  high.  The  secretary  did 
not  attempt  to  explain  this  rise  in  costs  in 
private  funds,  but  let  it  be  assumed  that  it 
was  preventable  by  increased  insurance-cov- 
erage. 

In  the  course  of  Mrs.  Hobby’s  exposition 
and  argument  she  made  the  following  state- 
ments : 

“We  (the  Department  of  HEW  and  the 
AM  A)  have  agreed  . . . that  the  system  of 
voluntary  health  insurance  is  an  effective 
mechanism  through  which  the  majority  of 
Americans  can  help  pay  their  medical  care 
costs.  We  are  on  common  ground  in  the 
objective  of  strengthening  and  supporting 
the  healthy  growth  of  this  system. 

“The  President  has  proposed  a system 
of  health  reinsurance  which,  in  our  opinion, 
would  further  this  mutual  objective.  In 
brief,  despite  the  remarkable  gain  in  the 
number  of  people  having  some  protection 
from  prepaid  insurance  and  the  increase 
in  insurance  benefits,  the  dollar  gap  between 
total  private  expenditures  for  medical  care 
and  that  part  paid  for  by  insurance  contin- 
tinued  to  widen. 

“The  health  reinsurance  proposal  does 
offer  the  opportunity  to  provide  more  people 
with  health  insurance  and  to  provide  better 
health  insurance.  It  offers  this  opportunity 
to  the  30  million  people  not  now  covered  but 
who  can  afford  to  purchase  voluntary  health 
insurance.  And  it  offers  the  opportunity 
for  improved  coverage  for  a sizeable  seg- 

( Continued  on  Page  23) 
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Endocardial  Fibroelastosis * 

Report  of  Three  Cases 


The  author  defines  and  describes  one  of  the  most 
common  causes  of  cardiac  death  in  infants  — endo- 
cardial fibroelastosis.  Pathologic  findings  are  dis- 
cussed, the  mode  of  action  of  the  disease  is  inter- 
preted, and  the  clinical  manifestations  are  related.  Case 
reports  with  description  of  morbid  anatomy  found  at 
autopsy  serve  to  impress  the  important  points. 

EDITOR 

Endocardial  fibroelastosis 

has  been  variously  called  fe- 
tal endocarditis,  congenital  ido- 
pathic  cardiac  hypertrophy,  fetal  fibrosis, 
elastic  tissue  fibroplasia  and  endocardial 
sclerosis.  This  multiplicity  of  names  has  done 
much  to  prevent  a clear  understanding  of 
the  entity,  and  additional  confusion  has  been 
added  to  the  problem  because  many  authors 
in  writing  on  the  subject  have  failed  to  dis- 
tinguish between  primary  and  secondary 
endocardial  fibroelastosis.  Sclerosis  of  the 
endocardium  does  occur  in  conjunction  with 
other  cardiac  anomalies  but  seldom  to  the  de- 
gree seen  in  the  primary  type  in  which  it 
is  the  only  pathological  finding.  In  this  com- 
munication we  are  concerned  only  with  the 
primary  type  of  endocardial  fibroelastosis, 
and  the  three  cases  reported  here  are  of  that 
type. 

Endocardial  fibroelastosis  is  not  well 
known  and  is  seldom  mentioned  in  text- 
books although  it  is  one  of  the  common 
causes  of  cardiac  death  in  infants.  Its  in- 
cidence is  difficult  to  determine,  but  Collier 
and  Rosahn(1>  found  two  cases  in  reviewing 
205  autopsies  on  children  under  two  years  of 
age.  The  condition  is  unique  in  that  it  is  the 
only  major  cardiac  entity  occurring  in  in- 
fants, except  glycogen  storage  disease  and 
rhabdomyoma,  not  associated  with  abnor- 
mal development  of  the  great  vessels. 

Endocardial  fibroelastosis  is  probably  al- 
ways fatal  although  Peale  and  Luchessi(2) 
reported  a case  of  measles  encephalitis  in 
which  this  condition  was  found  as  an  inci- 
dental finding. 

The  altered  physiology  i n endocardial 
fibroelastosis  is  usually  left  heart  failure 
which  results  from  the  thickening  of  the 
endocardium  of  the  left  ventricle,  resultant 

*Read  before  the  Annual  Meeting  of  the  Nebraska  Heart 
Association,  Lincoln,  Nebraska,  February  17,  1954  under  the 
t:t!e  "Endocardial  Sclerosis,”  and  before  the  Nebraska  State 
Pediatric  Association  on  October  21,  1954. 
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reduction  in  the  capacity  of  that  chamber, 
and  splinting.  Diastolic  filling  is  restricted 
and  eventual  decompensation  results. 
Nestor  (3)  lists  the  eight  common  causes  of 
left  heart  failure  in  children  as: 

Acute  glomerulonephritis 
Paroxysmal  tachycardia 
Endocardial  fibroelastosis 
Patent  ductus  arteriosus 
Coarctation  of  the  aorta 
Aortic  or  subaortic  stenosis 
Anomalous  left  coronary  artery 
Coronary  insufficiency  due  to  arterioscle- 
rosis 

These  conditions  must  all  be  kept  in  mind 
if  a correct  diagnosis  is  to  be  made  before 
death  occurs. 

In  general,  the  clinical  picture  of  endo- 
cardial fibroelastosis  is  one  of  sudden 
dyspnea,  cyanosis,  and  shock  appearing  in  a 
previously  well  infant  or  young  child.  Death 
may  occur  with  the  initial  attack  or  the  in- 
fant may  seem  to  recover  but  show  irriti- 
bility,  slow  weight  g’ain,  anorexia  with  or 
without  vomiting,  and  perhaps  cough.  Re- 
current attacks  of  left  heart  failure  follow 
and  death  soon  results.  The  disease  is  a dra- 
matic one,  and  the  greater  number  of  cases 
are  found  during  the  first  half-year  of  life. 
Blumberg  and  Lyon(4),  in  reporting  25  cases 
from  their  files  and  69  from  the  literature, 
found  that  36  per  cent  of  the  cases  occurred 
before  the  age  of  two  weeks,  65  per  cent  be- 
fore six  months,  and  91  per  cent  before  the 
age  of  two  years.  Death  occurred  in  51  per 
cent  of  the  cases  within  two  weeks  after  the 
beginning  of  symptoms. 

Dennis,  Hansen  and  Corpening(5)  re- 
viewed the  literature  in  1953,  and  from  their 
findings  proposed  that  the  condition  be  di- 
vided into  three  types:  fulminating;  acute; 
and  chronic.  The  fulminating  type  occurred 
in  25  per  cent  of  the  total,  and  the  age 
was  usually  under  two  weeks.  This  type  was 
characterized  by  a sudden  attack  of  dyspnea 
and  cyanosis  occurring  in  an  infant  pre- 
viously thought  to  be  well,  and  resulted  in 
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death  within  a few  minutes  or  hours.  This 
type  occasionally  was  seen  in  a newborn  in- 
fant. 

The  acute  type  of  endocardial  fibro- 
elastosis was  found  in  51  per  cent  of  the 
cases  and  was  usually  seen  when  the  infant 
was  from  six  weeks  to  six  months  of  age. 
There  was  the  sudden  attack  of  dyspnea, 
cyanosis,  and  shock,  but  in  this  type  the  in- 
fant seemed  to  recover  from  the  acute  at- 
tack for  a time,  then  the  picture  was  soon 
repeated,  survival  was  less  than  four  weeks, 
and  averaged  fifteen  days.  These  children 
showed  anorexia,  irritibility,  slowed  rate  of 
growth,  and  spasmodic  cough.  The  symptoms 
were  usually  thought  to  be  due  to  respiratory 
infection  until  a roentgenogram  of  the  chest 
was  taken,  showing  the  remarkable  globular- 
shaped heart  characteristic  of  this  condition. 

The  chronic  type  of  endocardial  fibro- 
elastosis occurred  in  the  remaining  24  per 
cent,  and  was  seen  in  older  infants  and  chil- 
dren. The  onset  was  usually  slower,  with 
anorexia,  cough,  and  slow  weight  gain;  and 
again  cardiac  pathology  was  usually  not  sus- 
pected until  roentgenography  of  the  chest 
was  done.  Digitalis  seemed  to  produce  re- 
missions in  these  patients,  but  death  oc- 
curred in  a few  months  or  years  from  left 
heart  failure.  Lambert,  Shumway  and  Ter- 
plan(6)  have  recently  reviewed  their  autopsy 
files  and  the  literature,  and  have  added  four 
new  cases  of  this  condition.  In  two  of  the 
four  new  cases  they  were  able  to  make  the 
diagnosis  of  endocardial  fibroelastosis  be- 
fore death  occurred.  They  found  that  92  per 
cent  of  the  deaths  occurred  before  the  age 
of  two  years.  Cough  was  present  in  91  per 
cent  of  the  cases  while  cyanosis  was  absent 
except  terminally  in  72  per  cent.  Murmurs 
were  not  reported  in  79  per  cent,  and  the 
presence  of  murmurs  depended  upon  involve- 
ment of  the  valves. 

The  electrocardiogram  was  found  to  be 
abnormal  in  72  per  cent  and  usually  showed 
evidence  of  left  ventricular  hypertrophy.  In 
those  examined  by  x-ray  there  was  cardio- 
megaly  in  94  per  cent.  Adams  and  Katz(7) 
have  also  called  attention  to  the  importance 
of  the  electrocardiogram  in  the  diagnosis  of 
this  condition,  and  they  feel  that  left  ventri- 
cular predominance  is  always  shown  in  the 
precordial  leads. 

The  diagnosis  of  endocardial  fibroelastosis 
is  seldom  made  before  autopsy,  and  depends 
upon  careful  examination  of  the  heart  be- 


cause lesions  are  found  in  no  other  part  of 
the  body.  Grossly,  the  heart  is  much  en- 
larged, weighing  two  to  four  times  the  ex- 
pected weight,  and  is  globular  in  shape.  Up- 
on opening  the  left  ventricle  the  wall  is 
found  to  be  thickened,  and  the  normal  endo- 
cardium replaced  by  thick,  fibrous  material 
which  is  milky  in  color  and  waxy  in  appear- 
ance. The  capacity  of  the  ventricle  is  usually 
greatly  reduced,  and,  although  the  change  in 
the  endocardium  is  usually  confined  to  the 
anterior  septal  surface  of  the  left  ventricle, 
the  left  atrium  may  also  be  involved.  The 
aortic  valve  is  usually  affected  by  the  scle- 
rotic process,  and  the  mitral  valve  may  be 
affected  alone  or  in  combination  with  the 
aortic  valve.  Changes  seen  in  the  right  ven- 
tricle are  usually  secondary  to  the  inef- 
ficiency of  the  left  ventricle. 

Microscopically,  the  endocardium  in  the 
affected  area  is  seen  to  be  composed  of  ex- 
cess fibrous  and  elastic  tissue.  Areas  of 
calcification  are  frequently  seen,  and  there 
are  many  connective  tissue  septa  which  ex- 
tend from  the  subendocardium  into  the  car- 
diac muscle. 

CASE  NO.  1 — D.  W.,  male,  age  at  death,  7 
weeks.  (Case  of  Dr.  A.  H.  Webb).  History  of  ex- 
cessive crying  and  much  feeding  difficulty.  “Choked” 
at  home  and  was  brought  to  hospital  where  death 
occurred  in  one  hour.  Cyanosis  and  enlarged  heart 
were  noted  clinically  before  death.  Autopsy  find- 
ings: Heart  wt.,  80  gm.  (Normal  25  gm.).  Sclerosis 
of  the  endocardium  of  the  left  ventricle  with  typical 
pale  color  and  reduction  of  the  capacity  of  the  ven- 
tricle. There  was  no  involvement  of  the  valves. 
Microscopically  there  was  a marked  degree  of  thick- 
ening of  the  endocardium  and  fragmentation  of  the 
myocardial  fibrous  structures  with  no  active  inflam- 
matory reaction  seen. 

CASE  NO.  2 — S.  C.,  female  age  at  death,  9 
months.  This  infant  was  considered  entirely  normal 
until  the  age  of  five  months  when  the  anpetite  be- 
came poor,  weight  gain  was  slow,  and  she  became 
very  fussy.  There  was  a history  of  “clearing  the 
throat  and  sighing”  for  two  weeks  before  the  in- 
fant was  found  dead  in  bed.  Autopsy  findings:  Heart 
wt..  75  gm.  (normal  40  gm  ).  There  was  thickening 
of  the  endocardium  of  the  left  ventricle  with  involve- 
ment of  the  mitral  and  aortic  valves.  The  endo- 
cardium was  pale,  milky,  and  the  capacity  of  the 
left  ventricle  was  small.  Microscopically,  the  sec- 
tions showed  interstitial  edema  of  the  muscle  with 
much  increase  in  the  fibroelastic  tissue  of  the  endo- 
cardium. There  was  no  evidence  of  inflammatory 
change. 

CASE  NO.  3 — R.  K.,  male,  age  at  death,  11  mos. 
There  was  normal  weight  gain  and  developement 
until  the  infant  was  five  months  of  age.  At  this 
time  he  was  thought  to  have  had  a respiratory  in- 
fection which  was  followed  by  vomiting,  poor  weight 
gain,  pallor,  and  fussiness.  At  the  age  of  seven 
months  he  was  hospitalized  and  transfused  without 
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improvement,  and  was  referred  to  the  University  of 
Kansas  Hospitals,  Kansas  City,  Kansas,  for  diag- 
nosis. Angiocardiography  was  performed,  and  a 
diagnosis  of  congential  heart,  type  undetermined, 
was  made.  He  was  readmitted  to  the  University  of 
Kansas  Hospitals  when  he  was  ten  months  of  age 
for  catheterization  but  this  was  not  successful  and 
no  definite  diagnosis  was  established.  He  was  placed 
on  digitalis  but  continued  to  cough,  and  to  be  very 
pale  and  fussy.  Death  occurred  as  the  infant  was 
being  brought  to  the  hospital  because  of  an  attack 
of  cyanosis.  Autopsy  findings:  Heart  wt.,  125  gm. 
(normal  70  gm.).  There  was  marked  thickening  of 
the  wall  of  the  right  ventricle,  but  the  endocardium 
of  this  chamber  was  normal  in  appearance.  The  wall 
of  the  left  ventricle  was  thick,  and  the  endocardium 
of  the  left  ventricle  and  auricle  was  greatly  thick- 
ened, milky  in  appearance  and  the  capacity  of  the 
chamber  greatly  reduced.  The  mitral  valve  was 
greatly  narrowed  and  the  valve  leaflets  roughened, 
but  the  aortic  valve  was  not  involved  in  the  process. 
Microscopically,  sections  of  the  heart  were  typical 
of  endocardial  fibroelastosis  with  tremendous 
thickening  of  the  endocardial  tissues.  There  was 
fibroelastic  proliferation  without  evidence  of  in- 
flammatory reaction. 

The  pathogenesis  of  endocardial  fibro- 
elastosis still  is  unknown,  and  there  have 
been  almost  as  many  theories  proposed  as 
there  have  been  authors  writing  about  the 
condition.  So-called  fetal  endocarditis  was 
first  described  in  1816,  by  Kreysig,  accord- 
ing to  Rauchfuss(8),  and  as  late  as  1933, 
Farber(9)  reported  cases  of  this  condition 
and  described  them  as  being  due  to  an  in- 
flammatory reaction  resulting  from  maternal 
infection.  In  1941,  Gross (10>  clearly  defined 
the  condition  and  proposed  the  idea  that 
it  was  not  inflammatory  in  nature,  but  was 
probably  due  to  some  genetic  fault.  Also 
Campbell ( 11  > has  pointed  out  that  the  only  in- 
stance of  infection  in  the  mother  causing  de- 
fect in  the  baby  is  rubella.  Weinberg  and 
Himelfarb(12)  have  reported  endocardial 
fibroelastosis  occurring  in  siblings  which 
would  further  support  the  genetic  theory  of 
its  causation.  Potter(13>  states  that  “it  is  un- 
likely that  any  infectious  process  could  pro- 
duce such  a localized  lesion”. 

It  seems  most  likely  that  endocardial 
fibroelastosis  is  due  to  some  developemental 
abnormality,  either  a true  aberration  in  the 
germ  plasm,  or  the  result  of  some  external 
influence.  At  the  present  time  it  seems  im- 
possible to  explain  the  pathogenesis  of  this 
cardiac  entity. 
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TWENTY  MILLION  SYPHILITICS 
IN  THE  WORLD 

The  World  Health  Organization  has  taken  the 
opportunity  offered  by  the  tenth  anniversary  of 
the  advent  of  penicillin  therapy  and  the  centenary 
of  Paul  Ehrlich,  discoverer  of  chemotherapy  to  re- 
view the  development  of  syphilis  treatment  meth- 
ods. The  last  issue  of  the  “Bulletin  of  the  World 
Health  Organization”  is  devoted  exclusively  to  the 
study  of  this  question. 

Although  syphilis  has  become  much  less  serious 
in  some  countries  in  the  last  decade,  it  continues 
to  be  an  important  public  health  problem  in  many 
others  and  from  the  international  point  of  view. 
WHO,  in  fact,  estimates  that  there  are  about  twenty 
million  syphilitics  in  the  world  today  and  that  in 
some  special  areas  in  certain  countries  up  to  80% 
of  the  population  may  be  affected. 

The  existence  of  these  reservoirs  of  infection  (ac- 
cording to  WHO  more  prevalent  in  ports  than  in 
inland  cities,  both  in  developed  and  under-developed 
areas)  constitutes  a public  health  danger  at  a time 
when  rapid  transport  by  land,  sea  and  air  is  now 
available,  when  desert  treks  and  migrations  have 
increased  considerably  in  volume,  and  when  com- 
mercial intercourse  between  countries  is  accelerat- 
ing under  the  vast  economic  development  and  ex- 
pansion programmes  in  many  underdeveloped  coun- 
tries. 

Sir  Alexander  Fleming  discovered  penicillin  26 
years  ago,  but  it  was  only  during  the  second  world 
war,  from  1944  on,  that  penicillin  therapy  was  found 
to  facilitate  greatly  the  control  of  venereal  syphilis 
and  of  other  treponematoses  with  a non-venereal 
mode  of  transmission  (yaws,  bejel,  pinta,  etc.). 

The  development  of  the  so-called  “repository”  pen- 
icillin preparations  permitted  the  penicillin  to  be 
retained  in  the  body  long  enough  to  enable  it  to 
kill  the  treponemes,  thus  making  it  possible  to  re- 
duce the  treatment  of  early  syphilis  to  one  or  a 
few  injections  administered  at  intervals. 

One  of  the  articles  published  in  the  “Bulletin  of 
the  World  Health  Organization”  deals  with  a group 
of  patients  followed-up  regularly  over  a long  period. 
At  the  sixth  year  following  penicillin  treatment,  sat- 
isfactory results  were  recorded  in  more  than  90% 
of  the  patients  with  primary  and  secondary  syphilis. 


January,  1955 


5 


Fungus-Infections  of  the 
External  Ear 

Diagnosis  and  Treatment 


THERE  has  been  a great  deal  of 
attention  given  to  otomycosis 
during  the  past  decade.  Prior 
to  this,  fungous  infections  of  the  external 
auditory  canal  did  not  receive  the  attention 
they  warranted,  in  medical  literature. 

Otitis  Externa  was  first  described  by  May- 
er in  1844.  He  advanced  two  ideas,  (1)  that 
these  infections  of  the  ear  are  of  little  im- 
portance, and  (2)  that  all  these  infections 
of  the  ear  are  caused  by  fungi.  These  mis- 
conceptions prevailed  for  a long  time.  World 
War  II  disproved  the  former,  as  otomycosis 
was  the  cause  of  a major  loss  of  time  in  the 
Pacific  Theater.  Furthermore,  it  was  found 
that  the  infection  was  of  both  bacterial  and 
fungous  origin.  Since  this  change  of  con- 
cept, pharmaceutical  houses  have  spent  end- 
less energy  and  time  manufacturing  and 
advertising  topical  preparations  which  are 
practically  guaranteed  to  cure  otitis  externa 
and  the  literature  has  been  flooded  with 
material  on  the  subject. 

Fungous  infections  of  the  ear  are  common. 
The  symptoms,  from  the  patient’s  point  of 
view,  are  very  distressing  and  if  the  path- 
ological process  is  not  recognized  and  treat- 
ed properly,  complications  alarming  in 
their  severity  may  arise.  Though  fungous 
infections  are  most  prevalent  in  the  tropical 
zones,  it  is  erroneous  to  assume  that  they 
occur  exclusively  in  hot,  humid  climates.  It 
is  a very  common  condition  in  rural  and 
agricultural  communities. 

A number  of  synonyms  have  been  used 
to  designate  mycotic  otitis  externa,  a few  of 
them  are : swimming  ear ; fungous  ear ; mil- 
dew ear;  itching  ear;  Panama  ear;  Singa- 
pore ear;  adobe  ear;  jungle  rot;  and  stink 
ear. 

During  the  past  decade  at  least  fifty- 
three  different  species  of  fungi  are  reported 
to  have  caused  otomycosis.  Haley,  in  cultur- 
ing 216  normal  ears  and  367  infected  ears, 
has  isolated  twenty-four  different  fungi  in 

♦Read  before  the  Omaha  Mid-West  Clinical  Society,  October, 
1953. 
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the  former  and  thirty-four  in  the  latter. 
Of  the  thirty-four  species  found  in  infected 
ears,  twenty-four  also  were  found  in  normal 
ears.  Therefore,  some  species  of  fungi  iso- 
lated from  the  auditory  canal  were  observed 
to  be  present  in  both  normal  and  infected 
ears.  The  molds  responsible  for  otomycosis 
are  Aspergilli,  the  Penicillia,  the  Mucors  and 
the  yeasts,  both  true  and  false,  such  as  the 
Saccharomyces  and  Monilia. 

An  admixture  of  pyogenic  organisms,  the 
staphylococci,  streptococci,  and  Pseudomonia 
pyogonium  give  rise  to  more  intense  inflam- 
mation of  the  skin  of  the  external  canal  and 
are  responsible  for  the  complications  of 
furunculosis  and  cellulitis  which  often  occur 
in  association  with  myotic  infections. 

It  seems  unnecessary  at  this  time  to  enter 
into  a lengthy  discussion  of  all  the  various 
types  of  fungi  that  may  infect  the  skin  of 
the  ear.  Works  on  the  bacteriology,  mycol- 
ogy, and  pathology  of  these  diseases  list  long 
and  confusing  nomenclatures  and  classifica- 
tions remembered  by  but  few.  The  micro- 
scopic appearance,  cultural  characteristics 
and  staining  reactions  of  these  fungi  are 
equally  diverse.  A great  variety  of  molds 
and  bacteria  have  been  isolated  and  studied, 
as  stated  before,  but  it  seems  that  the  ques- 
tion of  determining  the  species  of  any  par- 
ticular fungus  is  a procedure  of  dubious 
value  to  the  practicing  clinician.  It  is  only 
necessary  to  know  that  a fungus  is  present 
since  even  the  most  resistant  forms  ulti- 
mately are  vulnerable  to  certain  fungicides. 

The  recognition  of  the  presence  of  a fun- 
gus is  a relatively  simple  procedure.  A small 
amount  of  debris  from  the  ear  is  placed  on 
a glass  slide  in  a drop  of  normal  saline,  a 
cover  glass  applied  and  identification  made 
microscopically  with  the  low  power  objec- 
tive. Staining  the  slide  is  unnecessary.  If 
the  material  is  examined  immediately  one 
should  be  able  to  recognize  the  mycelial 
threads  and  conidiospores.  When  a culture 
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is  desired,  an  ordinary  Loeffler’s  blood 
serum  agar  tube  used  for  making  diphtheria 
cultures  is  quite  satisfactory.  A mold  usual- 
ly will  develop  in  four  to  seven  days. 

The  sequence  of  pathological  events  due 
to  otomycosis  which  give  rise  to  signs  and 
symptoms  usually  appear  in  the  following 
order:  The  warmth  and  darkness  have  a 

harmful  effect  on  the  resistance  of  the  skin 
to  the  invading  organisms.  Because  of  this 
the  canal  of  the  ear  is  an  ideal  culture  tube. 
It  is  probable  that  some  of  the  organisms 
found  in  the  normal  ear  may  have  the  po- 
tentiality to  induce  an  infection  provided  the 
proper  conditions  exist.  Since  some  fifty 
per  cent  of  the  patients  admit  that  they  have 
probed  their  ears  with  match  sticks,  tooth 
picks,  hair  pins,  or  index  finger,  trauma  may 
be  a predisposing  factor.  About  twenty  per 
cent  of  the  patients  give  a history  of  swim- 
ming a short  time  before  the  onset  of  symp- 
toms, therefore  moisture  must  be  considered. 

In  attempting  to  correlate  the  fungous 
flora  and  the  bacterial  flora,  practically  all 
occurred  together  in  the  ear.  As  long  as 
the  organisms  which  are  implanted  in  the 
ear  remain  dormant,  there  are  no  objective 
pathological  findings.  During  the  stage  of 
proliferation,  the  fungus  begins  to  grow  into 
and  through  the  superficial  epidermis,  even- 
tually giving  rise  to  an  acute  inflammation. 
At  this  time  the  exfoliated  epithelium  mixes 
with  the  mycotic  growth  producing  a mass 
of  debris.  During  this  stage  of  exfoliation 
secondary  invasion  with  pyogenic  organisms 
may  occur  and  then  frank  suppuration  takes 
place,  manifesting  itself  as  a multiple  fur- 
unculosis, or  a diffuse  cellulitis,  either  of 
which  may  lead  to  a perichondritis,  with 
gross  deformity  of  the  cartilagenous  struc- 
ture of  the  ear.  At  this  stage  the  compli- 
cations arising  are  no  longer  from  the  fun- 
gus but  from  the  pyogenic  organism.  These 
pyogenic  invaders  may  cause  involvement 
of  the  middle  ear  and  mastoid.  When  sec- 
ondary infection  is  present,  the  ear  will  be 
more  inflamed  and  the  canal  will  practically 
be  closed  by  swelling.  Pain  is  continuous 
and  it  is  agravated  by  movement  of  the 
jaw,  so  that  eating  food  that  requires  masti- 
cation may  be  out  of  the  question.  Cellulitis 
may  supervene  and  extend  into  the  tissue 
about  the  ear,  accompanied  by  greater  dis- 
comfort as  well  as  generalized  symptoms  of 
infection.  Even  though  pyogenic  compli- 
cations do  not  occur,  the  fungous  growth 
may  extend  outward  over  the  face  and  neck. 


Mycotic  otitis  externa  may  be  diagnosed, 
presumably,  by  the  objective  findings  alone, 
particularly  the  history  of  itching  ears  given 
by  the  patient.  Tentative  confirmation  may 
be  obtained  by  making  a simple  slide  prep- 
aration. In  order  to  exactly  classify  the 
mold  it  would  be  necessary  to  culture  it  on 
various  media. 

Symptoms  appear  only  when  the  fungus 
begins  to  proliferate.  The  patient  complains 
of  itching  in  the  ears.  While  itching  is  mild 
the  patient  generally  contents  himself  by 
scratching  with  tooth  picks  or  hair  pins. 
This  furthers  the  invasion  of  infection.  After 
a time  the  itching  becomes  so  severe,  and  the 
serous  discharge  so  alarming,  that  the  pa- 
tient seeks  medical  advice.  It  should  be 
borne  in  mind  that  individuals  vary  in  their 
reactions  to  pain,  and  that  in  the  more 
stoical  type  well  advanced  inflammatory 
symptoms  may  be  tolerated  in  comparative 
silence.  There  is  a certain  type  of  individual 
who  will  seek  medical  care  only  when  the 
infection  is  fully  developed  and  has  become 
intolerable.  The  infection  exists  in  all  pos- 
sible degrees  from  the  mildest  to  the  most 
severe.  In  the  mildest  instances  there  are 
few  objective  findings.  The  canal,  in  such 
cases,  is  almost  without  exception  devoid  of 
cerumen.  Cerumen  has  an  inhibitory  action 
on  the  growth  of  molds  but  occasionally 
molds  will  be  seen  growing  on  a plug  of 
cerumen  in  an  infected  ear.  The  skin  of  the 
ear  may  exhibit  only  a slightly  wrinkled  or 
scaly  appearance.  Nothing  is  seen  that  may 
be  identified  as  mold  growth  or  inflamma- 
tory symptoms.  The  subjective  symptom  of 
itching  may  be  the  only  finding  in  early 
stage  of  infection.  The  farther  advanced 
infections  are  accompanied  by  the  growth 
of  the  responsible  mold.  This  may  be  en- 
countered as  a cotton-like  mass  in  the  canal 
or  on  the  drum;  or,  if  the  mold  growth  is 
far  advanced  enough  for  sporulation  to  take 
place,  the  black,  carbon-like  particles  indi- 
cating spores  may  be  seen.  At  times  the 
entire  external  canal  may  be  filled  with 
pultaceous  material  composed  of  epithelial 
debris  mixed  with  the  causative  mold.  The 
exudate  is  best  described  as  resembling  moist 
blotting  paper  or  moist  bread. 

The  early  stages  of  infection  may  be  con- 
fused with  eczema,  seborrheic  dermatitis,  or 
contact  allergies. 

The  later  stages  should  offer  no  difficulty 
in  diagnosis  if  a smear  is  made.  The  only 
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condition  that  may  cause  confusion  is  a 
chronic  otitis  media  with  cholesteomata  in 
the  middle  ear  and  attic.  Irritation  and 
swelling  of  the  canal  which  is  sometimes 
puzzling  may  be  caused  by  a foreign  body. 
Cotton  plugs,  which  have  been  inserted  and 
forgotten,  cause  inflammatory  reactions  and 
at  times  produce  a certain  amount  of  dis- 
charge because  of  mechanical  irritation. 

There  are  four  aspects  to  the  treatment  of 
otomycosis : 

1.  Relief  of  itching  and  pain,  either  or  both  of 
which  may  be  severe 

2.  Removal  of  debris  lodged  in  the  ear  canal 

3.  Destruction  of  the  fungus  by  chemical  means 

4.  Control  of  the  secondary  pyogenic  infection 
of  the  canal  with  drags. 

The  ideal  therapy  for  this  disease  is  sim- 
ple, and  if  the  routine  is  followed  conscien- 
tously,  the  condition  usually  responds  in  a 
way  most  pleasing  to  both  patient  and  physi- 
cian. 

The  list  of  fungicides  that  are  used  in  this 
condition  is  long.  Mention  will  be  made  here 
of  only  two  drugs  which  have  stood  the  test 
of  time.  One  is  metacresyl  acetate,  a cresol 
derivative  which  is  retailed  under  the  trade 
name  of  Cresatin.  It  is  a water-clear  solu- 
tion, is  slightly  oily,  and  has  a pungent  odor. 
Cresatin  is  not  only  a powerful  fungicide  but 
it  is  also  an  analgesic,  thereby  serving  a two- 
fold purpose. 

The  second  drug  is  thymol.  This  medica- 
tion is  often  objected  to  by  patients,  especial- 
ly if  alcohol  is  used  as  the  vehicle,  because 
of  the  burning  sensation  following  applica- 
tion. This  can  be  reduced  to  a minimum  by 
combining  thymol  with  Cresatin,  making  a 
2 per  cent  solution  of  thymol  in  Cresatin. 

Many  times  the  external  auditory  canal 
cannot  be  cleaned  during  the  first  visit  due 
to  the  pain  caused  by  the  necessary  treat- 
ment and  the  edema  of  the  soft  tissues.  If 
such  be  the  case  a cotton  wick  saturated 
with  Cresatin-thymol  is  inserted  into  the 
canal.  The  patient  is  instructed  to  keep  the 
wick  moist  with  three  drops  of  Cresatin  at 
three-hour  intervals,  and  asked  to  return  the 
next  day.  During  the  interval  codeine  is 
prescribed  for  pain. 

On  the  second  visit  the  wick  is  removed 
and  the  canal  can  be  cleaned  of  debris  and 
discharge  with  a minimum  of  discomfort 
to  the  patient.  The  canal  must  be  thoroughly 


cleaned  with  Cresatin,  and  every  visible  par- 
ticle of  exfoliated  epithelium  and  debris  re- 
moved. It  is  not  necessary  to  reinsert  the 
wick  of  cotton.  The  patient  is  instructed  to 
instill  three  drops  of  thymol-Cresatin  solu- 
tion into  the  affected  ear  once  at  night  and 
again  in  the  morning.  The  patient  should  be 
treated  at  least  every  three  or  four  days  for 
two  weeks  so  that  the  canal  can  be  kept 
scrupulously  clean,  and  the  condition  should 
be  kept  under  observation  for  another  week. 

The  topical  application  of  Cresatin-thymol, 
together  with  the  removal  of  all  exfoliated 
epithelium  and  debris,  reduces  the  incidence 
of  complications  to  a negligible  quantity. 
In  case  there  is  a secondary  invasion  by 
pyogenic  organisms,  antibiotic  and  sulfona- 
mide therapy  should  be  instituted  in  conjunc- 
tion with  local  application  of  the  fungicide. 
If  the  condition  is  severe,  a sensitivity  test 
should  be  made  to  find  the  antibiotic  and 
sulfonamide  of  choice  to  be  used  as  a gen- 
eral measure  to  combat  infection. 

The  average  case  without  complication  is 
completely  cured  within  three  weeks. 
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LONG-TERM  DECLINE  IN  INFLUENZA 
DEATH  DATE 

Notwithstanding  the  decline  in  mortality  from  in- 
fluenza to  a very  low  level,  this  disease  continues 
to  be  an  important  medical  and  public  health  prob- 
lem. It  still  causes  widespread  illness  and  a heavy 
loss  of  working  time  during  periods  of  high  sea- 
sonal incidence,  particularly  in  years  when  outbreaks 
occur.  Moreover,  fear  persists  that  one  of  these 
outbreaks  may  turn  out  to  be  as  virulent  and  as 
costly  in  life  as  the  pandemic  of  1918-1919.  While 
much  has  since  been  learned  about  the  etiology  of 
influenza,  many  questions  regarding  the  organism 
responsible  for  the  pandemic  remain  unanswered, 
and  specific  measures  to  combat  a similar  outbreak 
are  still  lacking.  Unlike  the  pneumonias,  most  cases 
of  which  are  of  bacterial  origin  and  amenable  to 
treatment  with  the  sulfonamides  and  antibiotics,  in- 
fluenza is  a virus  disease  against  which  these  new 
drags  are  essentially  ineffective. 
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Rupture  of 

Splenic  Artery  Aneurysm 

During  Pregnancy 
A Case  Report* 


The  clinical  and  pathologic  findings  in  a case  of 
rupture  of  an  aneurysm  of  the  splenic  artery  occuring 
late  in  pregnancy  are  presented.  The  authors  comment 
on  the  probable  etiology  of  the  aneurysm,  the  condi- 
tions favoring  its  rupture,  and  on  the  possibility  of 
making  an  ante  mortem  diagnosis  in  similar  cases. 

EDITOR 

A CASE  of  sudden  death  due  to 
rupture  of  a splenic  artery 
aneurysm  served  to  introduce 
us  to  a condition  that,  while  admittedly  un- 
usual, is  found  too  frequently  in  association 
with  pregnancy  to  be  entirely  coincidental. 
Cosgrove,  Watts,  and  Kaump(1)  reviewed  107 
cases  of  splenic  artery  aneurysm  reported 
in  medical  literature  and  added  three  cases 
of  their  own.  Sixty  of  the  cases  occured  in 
females  and  one  fourth  of  these  (15)  were 
pregnant.  Nearly  all  of  the  cases  reported 
as  occuring  in  pregnancy  were  at  or  near 
term.  While  some  of  the  patients  had  vague 
abdominal  complaints  of  a chronic  nature, 
most  were  symptomless  until  rupture  of  the 
aneurysm  occured.  In  only  one  of  the  re- 
ported cases  was  a fatal  outcome  averted, 
and  this  by  splenectomy  and  excision  of  the 
aneurysm.  Congenital  origin  was  assumed 
for  the  formation  of  the  aneurysm  in  all 
but  one  of  the  cases  occurring  during  preg- 
nancy. The  youngest  patient  was  23  years 
old,  and  the  oldest,  38  years.  Other  individ- 
ual case  reports  have  occured  from  time  to 
time(2>  3>  4). 

A CASE  REPORTf 

Mrs.  V.  G.,  a 33-year-old  white  female,  was 
found  dead  in  bed,  by  her  husband,  when  he  re- 
turned home  from  work  about  4:00  P.M.,  August 
15,  1952.  She  was  known  to  be  38  weeks  pregnant. 
She  was  found  lying  on  her  left  side  with  her  head 
resting  on  her  extended  left  arm.  The  body  was  in 
an  attitude  of  repose.  Rigor  mortis  was  present. 
The  patient  had  apparently  been  using  her  sew- 
ing machine  in  the  bedroom,  and  had  gone  to  bed 
without  removing  her  clothing  or  shoes.  All  house- 
hold medications  were  accounted  for  and  were  in 
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place  on  the  bathroom  shelf.  No  investigative 
evidence  of  suicide  was  found.  The  findings  in  the 
home  indicated  that  death  had  occurred  about  noon. 

Past  History:  Miscarriage  at  four  and  one 

half  months,  in  1949.  No  other  pregnancies,  until 
the  present.  No  surgery,  and  no  serious  illnesses. 
Had  been  seen  from  time  to  time  by  her  physician 
because  of  vague  complaints  of  weakness,  back- 
ache, and  upper  abdominal  discomfort,  but  labora- 
tory and  physicial  examinations  revealed  only  a 
basal  metabolism  rate  of  — 25  per  cent  and  some 
obesity.  She  had  been  taking  3 grains  (0.2  gm.) 
of  thyroid  extract  daily  for  about  five  months  prior 
to  conception. 

History  of  Present  Illness:  Last  menstrual 

period,  November  26,  1951.  Expected  date 

of  confinement,  September  3,  1952.  Weight  when 
first  seen  was  135  lbs.  (61.4  kg)  and  blood  pres- 
sure 120/70.  Pregnancy  progressed  normally,  and 
patient  continued  working  as  a secretary.  Weight 
control  was  a constant  problem.  During  the  last 
trimester  she  developed  some  edema  of  the  lower 
extremities  for  which  salt  free  diet  and  ammonium 
chloride  were  prescribed. 

On  8-11-52,  at  the  time  of  last  office  visit,  her 
weight  was  164  lbs.  (74.5  kg.),  a gain  of  29  lbs. 
(13  kg.),  blood  pressure  110/80,  pulse  84,  and  tem- 
perature normal.  Urine  was  negative  for  albumin  and 
sugar  at  each  office  visit.  At  the  time  of  her  last 
visit,  8-11-52,  the  edema  had  subsided.  The  patient 
had  no  complaints  and  was  in  good  spirits.  The 
fetal  heart  tones  were  136  per  minute,  and  there 
was  a cephalic  presentation  with  head  engaged. 
Thvroid  medication  had  been  decreased  to  2 grains 
(0.13  gm.)  daily  at  beginning  of  last  trimester.  On 
the  eve  of  her  death  the  patient  visited  her  parents — 
apparently  felt  well,  and  was  in  good  spirits.  On 
the  morning  of  the  day  of  her  death  she  arose  at 
6:00  A.M.  and  prepared  breakfast  for  her  husband. 
She  complained  of  a vague  abdominal  pain,  ate  only 
dry  cereal,  and  drank  coffee.  Her  husband  left  then, 
and  she  was  not  seen  alive  again. 

AUTOPSY 

(Pertinent  findings  only) 

The  autopsy  was  performed  approximately  four 
hours  after  the  body  was  discovered.  The  external 
examination  revealed  a well  developed,  well  nour- 
ished, slightly  obese,  and  obviously  pregnant  white 
female  who  appeared  to  be  about  the  stated  age  of 
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32  years.  There  was  no  external  evidence  of 
any  scars,  wounds,  or  abrasions.  There  was  a small 
amount  of  frothy  saliva  on  the  lips  but  no  bleeding 
from  the  lips,  mouth,  or  tongue,  and  these  tissues 
were  negative  to  inspection  and  palpation.  There 
was  no  discoloration  of  the  skin  surfaces  of  the 
body.  There  was  no  external  evidence  of  any  ob- 
stetrical complications  such  as  rupture  of  mem- 
branes, external  vaginal  bleeding,  or  vaginal  dis- 
charge. The  body  weight  was  estimated  at  about  165 
lbs.  (75  kg.).  The  abdomen,  of  course,  was  distended 
due  to  the  pregnant  uterus  within.  The  breasts 
showed  prelactation  hypertrophy. 


Figure  I 

Photograph  of  splenic  artery  and  ruptured  aneurysm  in  situ, 
with  wire  probes  in  relatively  normal  artery  at  either  side 
of  aneurysm,  and  with  white  markers  outlining  the  borders 
of  aneurysm  sac.  Pancreas  is  at  lower  border  of  picture. 

The  body  was  opened  by  the  usual  Y-incision  and 
as  soon  as  the  peritoneum  was  opened  a large  amount 
of  bloody  fluid  and  clots  were  found  free  in  the 
peritoneal  cavity.  There  was  an  obvious  massive 
intraperitoneal  hemorrhage.  The  uterus  was  in- 
spected first  and  appeared  to  be  intact  with  no 
evidence  of  trauma  to  uterus.  Incision  into  the  ut- 
erus, performed  later  in  course  of  autopsy,  revealed 
intact  membranes  with  normally  formed  female  in- 
fant, dead,  and  weighing  3,450  grams;  the  placenta 
was  attached  anteriorly,  and  there  was  no  evidence 
of  bleeding  into  the  uterine  cavity  itself.  The  cer- 
vix was  closed.  There  was  nothing  to  suggest  that 
labor  had  started. 

Careful  inspection  of  the  peritoneal  cavity  at 
first  failed  to  reveal  any  source  of  the  bleeding  as 
there  was  no  evidence  of  ruptured  viscus  or  of  any 
parenchymal  organ.  More  detailed  inspection  re- 
vealed that  the  bulk  of  the  clot  was  in  the  lesser 
peritoneal  sac,  and  this,  of  course,  gave  us  a clue 
as  to  the  source  of  the  hemorrhage.  Further  in- 
spection in  this  area  revealed  a definite  break  in 
continuity  of  the  splenic  artery  with  a partially  de- 
stroyed wall  of  a thin  aneurysmal  sac  located  in 
the  mid-portion  of  the  splenic  artery.  The  vein  was 
easily  identified,  was  intact  and  separated  from 
the  mass.  The  major  mass  was  located  about  6 cm. 
from  the  hilus  of  the  spleen.  The  spleen  itself  was 
quite  normal.  There  was  an  essentially  normal 
splenic  artery,  palpable  and  dissectable,  at  either 
end  of  the  ruptured  aneurysm.  The  aneurysmal 
sac  itself  was  about  2.5  cm.  in  diameter.  (Figures 
1 and  2)  The  greater  curvature  of  the  stomach 


was  somewhat  adherent  to  the  mass,  and  there  was 
some  congestion  and  edema  of  the  wall  of  the 
stomach  immediately  adjacent  to  the  aneurysmal  sac. 
There  was  no  evidence  of  ulceration  of  the  gastric 
mucosa.  There  was  an  estimated  1,500  to  2,000  cc. 
of  blood  and  blood  clots  in  the  peritoneal  cavity  and 
lesser  sac  at  time  of  autopsy.  The  heart  was  gross- 
ly normal  with  no  evidence  of  endocarditis.  A 
complete  autopsy  was  carried  out,  but  no  additional 
findings  of  any  gross  significance  were  encountered, 
except  those  relating  to  pregnancy. 

The  microscopic  findings  in  this  case  essentially 
confirmed  the  gross  impression,  and  the  only  sig- 
nificant findings  were  in  the  splenic  artery  and 
aneurysm  itself.  Sections  of  the  aneurysmal  sac 
and  splenic  artery  at  site  of  rupture  revealed  a mild 
increase  in  adventitial  fibrous  connective  tissues  with 
some  evidence  of  inflammatory  reaction  and  hem- 
orrhage. The  wall  of  the  blood  vessel  showed 
minimal  arteriosclerotic  changes.  The  aneurysmal 
sac  itself  showed  a laminated  clot,  partially  filling 
the  lumen  and  adherent  to  the  wall.  The  wall  of 
the  sac  showed  a definite  lack  of  normal  elastic 
media.  The  absence  of  any  general  arteriosclerotic 
change,  and  the  absence  of  any  specific  inflam- 
matory reaction,  plus  an  apparent  defect  in  the 
normal  elastic  medial  coat  of  the  artery  led  us  to 
believe  that  this  should  be  considered  as  a congenital 
aneurysm. 

The  other  microscopic  findings  were  negative  ex- 
cept for  the  changes  in  uterus,  breast,  and  other 
viscera  associated  with  an  essentially  normal  term 
pregnancy. 


Figure  2 

Photograph  of  splenic  artery  and  aneurysm  after  removal 
from  body.  Wire  probes,  still  in  place  to  show  normal  artery 
on  either  side  of  ruptured  aneurysm. 

COMMENT 

This  case  illustrates  the  all-too-frequent 
clinical  course  associated  with  such  an  ana- 
tomic lesion.  It  impressed  us  with  the  need 
for  more  detailed  routine  anatomic  dissecton 
of  the  splenic  artery  at  autospy  in  an  effort 
to  find  the  occasional  unruptured  precursors 
of  these  fatal  accidents,  thus,  perhaps,  lead- 
ing to  a better  understanding  of  the  etiologic 
mechanisms  involved.  It  is  suggested  that 
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the  normal  rather  long,  tortuous  course  of 
this  vessel,  and  its  normal  moderate  mobility, 
make  it  unusually  susceptible  to  the  trauma 
of  traction  and  displacement  associated  with 
changes  in  intra-abdominal  pressure.  This 
may  account  for  the  relative  frequency  of 
rupture  near  the  time  of  delivery  in  the  preg- 
nant woman.  From  the  clinical  standpoint, 
diagnosis  is  almost  impossible  before  rup- 
ture occurs  unless  there  be  calcification  seen 
by  abdominal  x-ray  examination.  This  might 
suggest  the  possibility  of  an  abdominal  aneu- 
rysm. The  occurrence  of  severe  shock  with 
signs  of  an  intra-abdominal  hemorrhage,  and 
with  no  evidence  pointing  to  the  usual  com- 
plications of  late  pregnancy,  should  suggest 
the  consideration  of  ruptured  splenic  arterial 
aneurysm,  in  the  differential  diagnosis. 


SUMMARY 

A case  of  rupture  of  a splenic  artery  aneu- 
rysm occurring  near  term  has  been  reported. 
A study  of  cases  reported  in  the  literature 
indicates  an  unusually  high  incidence  of  such 
accidents  occurring  in  the  last  trimester  of 
pregnancy.  Some  comments  are  made  rela- 
tive to  the  possible  etiology  of  these  aneu- 
rysms, and  the  mechanism  of  their  rupture. 
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Aspiration 

Biopsy  Bone  Marrow 
As  a Diagnostic  Aid* 


Aspiration  biopsy  of  the  bone 

marrow  has  become  a relatively 
u simple  and  safe  procedure. 
Study  of  the  morphologic  changes  in  this 
organ  may  offer  valuable  information  to  the 
clinician.  The  aspiration  and  preparation  of 
the  material  should  be  done  according  to  an 
acceptable  technic  (see  appendix)  and  the 
interpretation  of  findings  should  be  made  by 
physicians  trained  in  hematology. 

Laboratory  tests  done  on  the  peripheral 
blood  in  diseases  affecting  the  hemopoietic 
system  either  primarily  or  secondarily  may 
reveal  one  or  more  of  the  following:  anemia, 
leukopenia,  lymphocytosis,  monocytosis, 
thrombocytopenia,  immature  cells,  normo- 
blasts, rouleaux,  and  elevation  of  the  ery- 
throcytic sedimentation  rate. 

When  such  clinical  findings  as  indetermi- 
nate fever,  lymphadenopathy,  hepatomegaly, 
splenomegaly,  purpura,  indeterminate  tho- 
racic lesions  or  lesions  of  bone  exist  with  one 
or  more  of  the  previously  mentioned  find- 

*Read  at  the  Spring  Medical  Assembly  of  the  Creighton 
University  School  of  Medicine,  Omaha,  Nebraska,  April  23, 
1954. 
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the  University  of  Minnesota. 
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ings,  and  when  a diagnosis  cannot  be  estab- 
lished, morphologic  alterations  of  the  bone 
marrow  may  offer  valuable  information. 
With  this  knowledge  the  clinician  may  be 
able  to  establish  a definite  diagnosis,  rule 
out  certain  diseases,  or  obtain  confirmation 
of  a diagnosis  that  is  fairly  well  established. 
Examination  of  the  marrow  may  reveal 
changes  or  lesions  not  diagnostic  in  them- 
selves but  of  such  a nature  that  other  lines 
of  investigation  are  indicated.  The  appen- 
dix lists  monographs  and  textbooks  to 
which  the  reader  may  refer  for  more  de- 
tailed information. 

Aplastic  anemia,  a disorder  characterized 
by  anemia,  leukopenia  and  thrombocytopenia, 
may  be  primary  or  secondary.  In  the  sec- 
ondary type,  exposure  to  certain  physical 
or  chemical  agents  usually  can  be  deter- 
mined. With  an  ever-growing  list  of  new 
therapeutic  agents,  one  must  be  aware  of  the 
possibilities  of  adverse  effects  on  the 
hemopoietic  system. 
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In  a classic  picture  of  aplastic  anemia, 
volumetric  studies  reveal  an  increased  vol- 
ume of  fat  and  great  reduction  in  the  my- 
eloid-erythroid  layer.  Smears  of  the  marrow 
show  pronounced  reduction  in  normoblasts, 
developing  granulocytes  and  megakaryo- 
cytes. A relative  increase  is  seen  in  lympho- 
cytes, histiocytes,  and  plasma  cells.  Paraffin 
sections  of  particles  of  marrow  show  a pre- 
dominantly fatty  marrow  with  only  small 
islands  of  hemopoietic  tissue. 

In  children  one  may  encounter  consider- 
able difficulty  in  distinguishing  aplastic 
anemia  from  aleukemic  leukemia.  Results 
of  studies  of  peripheral  blood  may  be  iden- 
tical in  these  2 diseases  but  with  the  use  of 
volumetric  studies,  histologic  sections  and 
smears  of  bone  marrow  it  is  possible  to  es- 
tablish an  early  diagnosis. 

In  hypochromic  microcytic  anemia  due  to 

loss  of  blood  or  deficiency  in  iron,  aspira- 
tion of  bone  marrow  is  not  essential.  How- 
ever, instances  may  occur  when  the  source 
of  the  loss  of  blood  has  not  been  determined 
and  studies  of  bone  marrow  reveal  meta- 
static cells. 

Idiopathic  hypochromic  anemia  occurs  in 
women  between  20  and  50  years  of  age. 
Loss  of  blood  (menorrhagia),  increased  re- 
quirements for  iron  (repeated  pregnancies), 
inadequate  consumption  of  iron  (poor  diet) 
and  faulty  absorption  of  iron  (achlorhydria) 
are  the  important  factors  entering  into  the 
pathogenesis  of  this  type  of  anemia.  Studies 
of  bone  marrow  would  not  be  necessary  for 
a diagnosis  but  might  be  of  some  value  in 
ruling  out  an  apparent  cause  for  the  anemia. 
Bone  marrow  shows  active  erythropoiesis, 
and  maturation  is  along  normal  lines.  The 
granulocytic  line  of  cells  may  show  slight 
depression.  Megakaryocytes  are  adequate. 

The  hemolytic  anemias  include  a large 
group  of  conditions  that  vary  as  to  their 
cause  and  severity  but  have,  in  common,  ex- 
cessive destruction  of  blood.  The  disorder 
may  be  primary  or  secondary.  Congenital 
or  familial  hemolytic  anemia  is  an  example 
of  the  primary  type  and  is  a disease  in  which 
splenectomy  offers  a cure.  Before  splenecto- 
my is  considered,  examination  of  bone  mar- 
row should  be  done  in  order  to  rule  out  sec- 
ondary causes  of  hemolysis.  Secondary, 
symptomatic  or  acquired  hemolytic  anemia 
may  be  associated  with  such  conditions  as 
leukemia,  Hodgkin’s  disease,  lymphosar- 


coma, Gaucher’s  disease,  sarcoidosis,  dis- 
seminated lupus  erythematosus,  metastatic 
carcinoma  to  bone  marrow,  and  tuberculosis. 

The  bone  marrow  in  primary  hemolytic 
anemia  generally  is  moderately  or  markedly 
hyperplastic,  with  a great  increase  in  the  per- 
centage of  normoblasts.  Mitotic  figures  are 
conspicuous  and  phagocytosis  of  erythro- 
cytes and  pigment  is  evident.  The  granulo- 
cytic cells  and  megakaryocytes  appear  to 
to  be  reduced  because  of  increased  eryth- 
ropoiesis but  actually  these  lines  of  cells 
may  show  increased  proliferative  activity. 
Marrow  taken  during  a hemolytic  crisis  has 
been  described  as  being  acellular.  The  only 
evidence  of  erythropoiesis  consists  of  a few 
pyknotic  normoblasts  and  a scattering  of 
large  characteristic  immature  cells  that  ap- 
parently become  the  source  of  normoblasts 
during  the  recovery  phase(1>2). 

In  acquired  hemolytic  anemia  the  pattern 
of  marrow  is  similar  to  that  seen  in  con- 
genital hemolytic  anemia.  When  leukemia 
is  associated  with  a hemolytic  process,  the 
marrow  may  show  the  active  erythropoiesis 
of  hemolytic  anemia  as  well  as  changes  com- 
patible with  leukemia.  The  lesions  charact- 
eristic of  one  of  the  malignant  lymphomas 
may  be  seen  in  the  bone  marrow,  along  with 
extremely  hyperplastic  erythropoiesis.  The 
same  may  be  said  for  metastatic  malignant 
cells,  L,  E.  cells,  Gaucher’s  cells,  and  the 
granulomatous  lesions  of  tuberculosis  and 
sarcoidosis. 

Pernicious  anemia  has  been  one  of  the  dis- 
eases most  frequently  investigated  by 
sternal  puncture.  The  presence  of  megalo- 
blasts  and  giant  metamyelocytes  makes  the 
diagnosis  easy  in  most  cases. 

Macrocytic  anemia  with  a peripheral  blood 
picture  closely  resembling  that  seen  in  per- 
nicious anemia  may  accompany  sprue,  cir- 
rhosis of  the  liver,  hemochromatosis,  short- 
circuiting  operations  and  strictures  of  the 
intestinal  tract,  gastrectomy,  some  acquired 
hemolytic  anemias,  some  refractory  anemias, 
and  some  nutritional  anemias.  Megaloblastic 
erythropoiesis  similar  to  that  seen  in  the 
bone  marrow  in  pernicious  anemia  has  been 
described  in  sprue,  after  gastrectomy,  in 
some  nutritional  anemias  and  in  hemochro- 
matosis^). In  the  latter  condition,  consider- 
able amounts  of  pigment  are  present  in  the 
reticulum  of  the  bone  marrow.  Normoblastic 
erythropoiesis  has  been  described  in  cir- 
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rhosis  of  the  liver (4>  and  in  stricture  of  the 
intestinal  tract.  Macronormoblasts  have  been 
described  in  the  bone  marrow  in  some  types 
of  refractory  anemia. 

Two  megaloblastic  anemias  of  interest  are 
those  associated  with  infancy  and  preg- 
nancy. The  former  occurs  in  children  less 
than  one  year  of  age  and  has  been  found  to 
be  due  to  a deficiency  of  vitamin  C (5>  6). 
In  the  megaloblastic  anemia  of  pregnancy, 
examination  of  bone  marrow  is  essential  for 
diagnosis,  as  studies  of  peripheral  blood  may 
not  reveal  macrocytosis(7). 

Congenital  hypoplastic  anemia  of  child- 
hood is  a progressive  anemia  without  signif- 
icant diminution  in  the  leukocytes  or  plate- 
lets ; it  begins  within  the  first  three  months 
of  life.  No  evidence  of  erythroblastosis  or 
abnormal  hemolysins  is  present.  The  bone 
marrow  shows  great  reduction  in  erythro- 
poietic tissue.  The  granulocytic  and  mega- 
karyocytic  lines  display  no  qualitative 
changes  (8>. 

Agranulocytosis  is  an  acute  febrile  illness 
often  associated  with  necrotic  lesions  in  the 
throat  and  oral  cavity.  Hemorrhagic  mani- 
festations are  infrequent  and  hepatomegaly 
or  splenomegaly  is  absent.  The  etiologic  re- 
lationship to  certain  drugs  has  been  clearly 
demonstrated^’ 10).  Study  of  the  peripheral 
blood  reveals  pronounced  granulocytopenia, 
but  the  erythrocytes  and  platelets  are  usual- 
ly within  normal  limits. 

Aspiration  of  bone  marrow  is  desirable 
for  diagnosis  and  prognosis;  at  times,  it  is 
needed  to  differentiate  between  agranulo- 
cytosis and  aleukemic  leukemia.  In  agran- 
ulocytosis, pronounced  shift  to  the  left  or 
arrest  of  maturation  occurs  in  the  granulo- 
cytic cells ; polymorphonuclear  cells  and 
metamyelocytes  are  absent.  Other  lines  of 
cells  are  not  involved.  Gradual  development 
of  mature  cells  occurs  in  the  recovery  phase. 
The  newly  formed  polymorphonuclear  cells, 
metamyelocytes  and  myelocytes  often  show 
extensive  granulation  of  the  cytoplasm. 

Aspiration  of  bone  marrow  is  not  always 
necessary  for  the  diagnosis  of  leukemia  ex- 
cept in  the  aleukemic  forms.  The  differ- 
entiation between  leukemia  and  pronounced 
leukocytosis,  severe  leukemoid  reaction,  or 
leukopenia  with  or  without  thrombocyto- 
penia and  anemia  may  depend  on  the  results 
of  study  of  bone  marrow.  This  is  especially 
true  in  infants  and  young  children,  as  imma- 


ture and  atypical  lymphocytes  can  occur  in 
their  blood  in  a number  of  conditions.  In 
the  absence  of  leukocytosis,  it  may  be  neces- 
sary to  differentiate  leukemia  from  agran- 
ulocytosis, purpura  hemorrhagica,  or  aplastic 
anemia.  Studies  of  bone  marrow  are  desir- 
able in  following  the  effects  of  therapeutic 
agents. 

In  stem  cell  leukemia,  the  bone  marrow 
contains  highly  undifferentiated  cells.  The 
condition  may  be  primary  or  the  terminal 
phase  of  a chronic  form.  Histologic  sections 
of  bone  marrow  show  a diffuse  mass  of  an- 
aplastic cells  resembling  those  of  undiffer- 
entiated mesenchyme. 

In  acute,  subacute  or  chronic  granulocytic 
leukemia,  the  bone  marrow  is  generally  hy- 
perplastic, with  an  extremely  large  myeloid- 
erythroid  layer.  Myeloblasts  and  progran- 
ulocytes predominate  in  the  acute  form;  in 
the  subacute  form,  there  is  partial  differ- 
entiation toward  mature  granulocytes.  In 
chronic  granulocytic  leukemia,  the  myeloid- 
erythroid  ratio  may  be  10:1  or  more.  Great 
increase  may  be  noted  in  the  cells  at  each 
end  of  the  developmental  series,  namely  my- 
eloblasts and  progranulocytes,  and  band  and 
segmented  forms  Eosinophils  and  basophils 
are  usually  significantly  increased  and  meg- 
akaryocytes are  occasionally  found  in  great 
numbers. 

In  lymphatic  leukemia  there  is  an  increase 
in  lymphocytes,  which  are  monotonously 
similar  in  size  and  morphologic  character. 
In  the  more  acute  forms  are  found  numer- 
ous lymphoblasts  and  a large  percentage  of 
cells  that  are  partially  differentiated  toward 
recognizable  lymphocytes. 

Monocytic  leukemia  has  not  been  univer- 
sally recognized  as  a proliferation  of  the 
third  cellular  system  owing  to  a diversity 
of  opinion  on  cellular  development.  The  so- 
called  mixed  type,  or  Naegeli’s  monocytic 
leukemia,  affects  both  granulocytic  and  mon- 
ocytic elements  and  should  be  regarded  as 
a variant  of  granulocytic  leukemia.  The 
bone  marrow  reveals  transitory  increase  in 
the  number  of  monocytic  cells.  The  true  mon- 
ocytic leukemia,  or  Schilling’s  type,  is  re- 
garded by  some  authors  to  be  a form  of 
leukemic  reticuloendotheliosis.  Smears  of 
marrow  may  show  that  70  to  90  per  cent  of 
the  cells  are  monocytes,  promonocytes  and 
monoblasts. 
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Leukemic  reticuloendotheliosis  implies  a 
disease  of  the  reticulum  of  a leukemic  na- 
ture. Various  forms  have  been  identified 
on  the  basis  of  the  morphologic  findings  in 
studies  of  bone  marrow:  (1)  reticuloendo- 
theliosis with  primitive  reticuloendothelial 
cells;  (2)  reticuloendotheliosis  with  lympha- 
tic cells;  (3)  reticuloendotheliosis  with 
monocytoid  cells  (Schilling’s  monocytic  type) 
and  (4)  reticulomyelosis  with  transitions  be- 
tween reticuloendothelial  cells  and  myelo- 
blasts and  early  myelocytes. 

Erythremic  myelosis  (Di  Guglielmo’s  dis- 
ease) and  erythroleukemia,  rare  diseases  of 
unknown  cause,  are  regarded  as  variants  of 
leukemic  reticuloendotheliosis.  Nucleated  red 
blood  cells  are  seen  in  the  peripheral  blood 
in  both  disorders;  myeloblasts  appear  in  the 
peripheral  blood  in  erythroleukemia.  Primi- 
tive red  blood  cells  predominate  in  the  bone 
marrow  in  erythremic  myelosis  and  myelo- 
blasts and  primitive  red  blood  cells  show 
evidence  of  proliferation  in  erythroleuke- 
mia(11). 

Plasma  cell  leukemia  has  been  described ( 12  > 
but  the  bone  marrow  in  this  disease  is  in- 
distinguishable from  that  in  multiple  my- 
eloma. Eosinophilic  (13>  14>,  basophilic (15)  and 
thrombocytic(16)  leukemia  also  have  been  re- 
ported. The  bone  marrow  in  thrombocytic 
leukemia  contains  a preponderance  of  bizarre 
and  immature  megakaryocytes.  In  eosino- 
philic or  basophilic  leukemia,  the  eosinophils 
or  basophils  are  the  predominating  cells. 

When  a diagnosis  of  multiple  myeloma  is 
being  considered,  study  of  the  sternal  mar- 
row may  yield  the  most  reliable  confirma- 
tion. Variable  degrees  of  differentiation  oc- 
cur in  myeloma  cells  from  extremely  undif- 
ferentiated or  anaplastic  cells  to  those  re- 
sembling mature  plasma  cells  except  for  a 
finer  chromatin  structure (17>.  In  individual 
patients  the  cells  maintain  a fairly  uniform 
quality.  The  number  of  myeloma  cells  ob- 
tained at  sternal  aspiration  may  be  variable, 
as  the  tumors  tend  to  be  patchy.  Myeloma 
cells  in  quantities  varying  from  4 to  90  per 
cent  have  been  reported < 18  ).  Nonmyelomatous 
plasmacytosis  may  occur  in  the  marrow  of 
patients  who  have  metastatic  carcinoma, 
granulomatous  diseases,  rheumatoid  arth- 
ritis, chronic  glomerulonephritis,  aplastic 
anemia,  malignant  lymphomas,  collagen  dis- 
eases, and  miscellaneous  disorders (19).  The 
percentage  may  be  so  high  that  a diagnosis 
of  myeloma  is  made. 


Diseases  of  lipide  storage,  such  as  Gauch- 
er’s and  Niemann-Pick  disease,  are  dis- 
tinguished by  the  presence  of  characteristic 
cells  in  the  organs  of  the  reticuloendothe- 
lial system,  notably  the  spleen,  liver,  lymph 
nodes  and  bone  marrow.  Sternal  puncture 
has  become  an  important  aid  in  diagnosis  in 
these  disorders. 

Study  of  bone  marrow  may  be  of  value  in 
malignant  lymphomas  in  which  superficial 
lymph  nodes  are  not  available  for  biopsy. 
With  the  help  of  Richmond,  I(20)  recently 
have  reviewed  smears  and  histologic  sec- 
tions of  bone  marrow  in  93  cases  of  Hodg- 
kin’s disease.  In  2 cases  Reed-Sternberg 
cells  were  seen  in  smears(21)  of  bone  mar- 
row and  in  8 cases  there  was  histologic 
evidence  of  Hodgkin’s  disease  in  the  paraf- 
fin sections.  In  the  same  study,  smears  and 
paraffin  sections  of  marrow  were  reviewed 
in  188  cases  in  which  diagnosis  of  malig- 
nant lymphomas  exclusive  of  Hodgkin’s  dis- 
ease were  made.  Abnormal  lymphocytic 
cells  were  seen  in  the  smears  of  marrow  in 
72  of  these  cases  and  lymphocytic  infiltra- 
tion was  noted  in  the  paraffin  sections  in 
54.  Serial  paraffin  sections  were  done  in  66 
of  the  188  cases  and  in  this  group  the  high- 
est percentage  of  positive  results  was  seen. 

Aspiration  of  bone  marrow  may  be  a val- 
uable aid  in  the  diagnosis  of  metastatic  ma- 
lignant lesions  in  patients  who  have  anemia 
of  unknown  cause  or  in  patients  who  have 
multiple  lesions  of  bone  in  whom  metastatic 
malignant  disease  must  be  differentiated 
from  multiple  myeloma.  Metastatic  cells  found 
in  aspirated  bone  marrow  indicate  a wide- 
spread malignant  process;  therefore,  the 
study  of  marrow  would  be  desirable  before 
extensive  surgical  procedures  are  contem- 
plated^2). The  finding  of  carcinomatous  cells 
will  not  alter  the  prognosis  but  will  serve  to 
make  for  more  intelligent^3)  clinical  man- 
agement. 

Agnogenic  myeloid  metaplasia  is  a 

hematologic  disorder  characterized  by  the 
presence  of  immature  granulocytes,  normo- 
blasts, atypical  platelets  and  megakaryo- 
cytes in  the  peripheral  blood  and  a fibrotic 
marrow.  It  has  been  variously  called  “scle- 
rosing myelosis,”  osteosclerotic  leukemia,” 
“leukanemia,”  aluekemic  myelosis,”  “mega- 
karyoctic  hepatoseplenomegaly”  and  “pri- 
mary idiopathic  myelofibrosis.”  The  acces- 
sory blood-forming  organs,  notably  the 
spleen  and  liver,  gradually  assume  hemo- 
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poiesis  and  may  become  greatly  enlarged. 
The  histologic  picture  in  the  marrow  may 
vary  from  a hyperplastic  state  typical  of 
granulocytic  leukemia  to  a hypoplastic  mar- 
row or  one  that  is  fibrotic  or  sclerotic.  To 
obtain  the  true  picture  of  the  marrow  in 
agnogenic  myeloid  metaplasia,  it  is  often  nec- 
essary to  secure  a specimen  by  trephination. 

A form  of  granulocytopenia,  not  to  be  con- 
fused with  agranulocytosis,  has  been  de- 
scribed as  primary  splenic  neutropenia ( 24  \ 
Leukopenia,  with  reduction  of  the  polymor- 
phonuclear neutrophils,  fever  and  splenic 
enlargement  accompany  the  disorder.  As 
splenectomy  has  been  reported  to  relieve  all 
symptoms,  it  would  be  desirable  to  conduct 
preoperative  studies  of  bone  marrow  to  rule 
out  primary  blood  dyscrasias  or  other  con- 
ditions producing  leukopenia,  such  as  lupus 
erythematosus,  before  any  surgical  pro- 
cedure is  undertaken.  The  bone  marrow 
in  splenic  neutropenia  may  be  essentially 
normal  or  moderately  hyperplastic. 

Primary  splenic  panhematopenia  is  char- 
acterized by  anemia,  leukopenia  and  throm- 
bocytopenia < 25  >.  Splenomegaly  accompanies 
this  disorder.  Splenectomy  is  the  treatment 
of  choice,  thus  making  it  desirable  to  study 
bone  marrow  before  undertaking  any  sur- 
gical procedure,  in  order  to  rule  out  aplastic 
anemia,  hypoplastic  anemia,  aleukemic  leu- 
kemia and  myelophthisic  anemia.  The  bone 
marrow  shows  diffuse  hyperplasia  of  non- 
specific character. 

Granulomatous  lesions  have  been  found 
in  serial  histologic  sections  made  from 
aspirated  bone  marrow  in  such  conditions 
as  miliary  tuberculosis,  brucellosis,  sarcoid- 
osis, histoplasmosis,  infectious  mononucle- 
osis, herpes  zoster,  malignant  lymphoma, 
and  granulomatous  hepatitis (26>. 

Thrombotic  thrombocytopenic  purpura  is 

a febrile  illness,  often  fulminating,  mani- 
fested by  hemolytic  anemia  and  throm- 
bocytopenic purpura.  This  unusual  disorder 
is  characterized  pathologically  by  the  pres- 
ence of  widely  disseminated  thrombotic  oc- 
clusion of  terminal  arterioles.  The  frequent 
observation  at  necropsy  of  typical  lesions 
involving  vessels  of  the  bone  marrow  has 
suggested  that  the  diagnosis  could  be  estab- 
lished before  death  by  study  of  bone  mar- 
row, including  careful  examination  of  histo- 
logic sections  (27U  I have  seen  sections  of 
bone  marrow  in  three  such  cases  in  which 
typical  vascular  lesions  were  identified. 


Necropsy  later  confirmed  the  diagnosis  of 
thrombotic  thrombocytopenic  purpura  in 
these  cases. 

Whenever  splenectomy  is  being  considered 
for  primary  hypersplenic  thrombocytopenic 
purpura,  or  Werlhof’s  disease,  aspiration  of 
bone  marrow  should  be  done  to  rule  out  aleu- 
kemic leukemia  or  any  other  cause  of  sec- 
ondary thrombocytopenia.  In  primary 
thrombocytopenic  purpura,  one  usually  sees 
increased  megakaryocytogenesis  with  a 
shift  to  the  left  and  a paucity  of  platelets. 

APPENDIX 

OUTLINE  OF  ACCEPTABLE  TECHNIC  FOR 
ASPIRATION  AND  PREPARATION 
OF  BONE  MARROW(28) 

SITES— 

Sternum,  second  interspace  or  manubrium. 

Iliac  crest. 

Spinous  process  of  lumbar  vertebra. 
ASPIRATION— 

Use  Illinois  modification  of  the  Klima- Schleicher 
needle.  Aspirate  2 ml.  of  marrow  and  place  im- 
mediately into  a paraffin-lined  vial  to  which  a 
small  amount  of  heparin  has  been  added  to  pre- 
vent clotting.  Prepare  material  for  examina- 
tion within  half  hour  after  aspiration. 

TYPES  OF  PREPARATIONS— 

“Unconcentrated”  smear;  made  from  material  in 
vial. 

“Touch”  preparation;  empty  contents  of  vial  into 
paraffin-coated  Petri  dish,  and  pick  up,  on  end  of 
applicator,  small  solid  particles,  or  “units,”  of 
bone  marrow  and  smear  on  a slide. 

“Concentrated”  smear;  place  1 ml.  of  marrow  in- 
to a Wintrobe  hematocrit  tube  and  centrifuge  for 
5 minutes  at  2,500  rpm.  Record  the  readings  for 
the  four  layers,  namely  fat,  plasma,  myeloid- 
erythroid  (buffy  coat),  and  erythrocytes.  This 
is  the  volumetric  study.  Remove  fat  and  part  of 
plasma.  Add  equal  volume  of  plasma  to  buffy-coat 
layer,  mix  well  and  make  smears.  Stain  all  prep- 
arations by  Wright’s  method. 

Histologic  sections;  wash  particles  of  marrow,  or 
“units”,  free  of  blood,  fix  in  formalin  and  pre- 
pare for  paraffin  sections. 

STEPS  IN  EXAMINATION  OF  PREPARATIONS 
OF  MARROW— 

1.  Interpretation  of  volumetric  data. 

2.  Inspection  of  “touch”  preparation  for  cellu- 
larity  and  cytologic  characteristics. 

3.  Inspection  of  “unconcentrated”  material  for 
cytologic  characteristics. 

4.  Inspection  of  “concentrated”  smears  for 
special  features,  such  as  L.  E.  cells,  differential 
counts,  myeloid-erythroid  ratio  and  cytologic  as- 
pects. 

5.  Inspection  of  histologic  sections  for  structure, 
focal  lesions,  megakaryocytes  and  fat-cell  ratios. 
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SYPHILIS  FACTS  AND  FIGURES 

Syphilis  is  a very  ancient  disease  and  epidemic 
outbreaks  have  been  recorded  for  centuries.  In  the 
coastal  towns  of  China  an  infection  similar  to  syphil- 
is was  formerly  known  as  “Seamen’s  jealousy,”  the 
Bible  mentions  “the  plague  of  Moab”  and,  after 
discovery  of  the  new  world  by  Christopher  Columbus, 
the  disease  was  known  as  “Morbus  Gallicus”  and 
later  as  “Neapolitan  Sickness.” 

The  responsible  agent  in  syphilis  is  “Treponema 
pallidum”  and  in  the  long  history  of  the  disease  it 
has  frequently  been  transmitted  by  other  than  ven- 
ereal channels.  In  1587  in  Moravia,  an  epidemic 
of  syphilis  broke  out  as  a result  of  cupping  opera- 
tions at  the  public  baths;  in  1727  in  France,  a mid- 
wife with  an  chancre  on  her  finger  infected  50  preg- 
nant women.  Medical  literature  contains  many  other 
reports  of  extravenereal  transmission  of  syphilis, 
such  as  arm-to-arm  smallpox  vaccination,  circum- 
cision, blood  transfusion,  tattooing  needles,  etc. 

During  the  second  world  war  there  was  a severe 
redrudescence  of  the  disease  in  most  countries.  It 
is  estimated  that  at  the  present  time  there  are  20 
million  persons  in  the  world  suffering  from  venereal 
syphilis. 

The  majority  of  cases  of  syphilis  occur  during 
the  productive  period  of  life,  the  greater  number 
among  young  women,  who  are  affected  at  an  earlier 
age  than  men. 

The  prevalence  of  venereal  syphilis  varies  con- 
siderably from  one  region  to  another  and  from  one 
zone  to  another  within  the  same  country.  In  Africa 
it  ranges  from  14.1%  to  32.9%;  in  South  East 
Asia  frwi  0.6%  to  31%  and  up  to  50%  in  certain 
population  groups  in  India;  in  Egypt,  from  0.29% 
to  27%,  and  in  Ethiopia  from  4.2%  to  82%. 

The  cost  of  syphilis  to  the  community  is  extraord- 
inarily high.  In  the  United  States,  surveys  made 
in  1949  and  1950  showed  that  the  cost  of  syphilitic 
psychosis  and  syphilitic  blindness  was  as  follows: 
Maintenance  of  patients  suffering  from 

syphilitic  psychosis  (1950) $41,162,000.00 

Loss  of  income  to  persons  suffering 

from  syphilitic  psychosis  (1950) 86,489,000.00 

Losses  in  State  and  Federal  income 
tax  due  to  syphilitic  psychosis  (1950)  6,790,000.00 

Maintenance  of  blind  syphilitics  (1949)  18,750,000.00 
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Report  on  Construction  Program 

University  of  Nebraska  College  ° t Medicine 


THE  State  Legislature  approved 
a 0.25  mill  levy,  in  1953,  for  a 
College  of  Medicine  Building 
Fund.  This  levy  which  produces  approx- 
imately $750,000  per  year  continues  until 
a total  of  $6,000,000  has  been  raised.  Since 
its  enactment  there  have  been  a number 
of  highly  significant  endorsements  of  the 
proposed  medical  center  program  so  that 
at  present  rapid  construction  is  proceed- 
ing on  buildings  that  are  not  involved  in 
the  0.25  mill  levy.  Although  some  con- 
struction is  being  financed  from  the  levy, 


F.  LOWELL  DUNN,  M.D. 

Chairman  Building  Committee 
Omaha,  Nebraska 

section  provided  for  intensive  study  of 
psychiatric  problems  in  children.  This  is 
an  important  diagnostic  and  therapeutic 
unit  for  the  program  of  the  Board  of  Con- 
trol, and  a major  teaching  and  research 
affiliation  for  the  College  of  Medicine.  The 
project  has  received  national  commendations 
from  the  standpoint  of  architecture  and  of 
cooperation. 


Figure  1.  Architect  drawing  of  Clarkson  Hospital. 


at  the  present  rate  of  accumulation  larger 
construction  will  not  commence  until  1955. 

Just  before  the  middle  of  1953,  construc- 
tion started  on  the  Psychiatric  Institute 
which  will  be  in  operation  shortly  after  the 
first  of  the  year.  This  is  a $1,500,000  insti- 
tute provided  by  equal  participation  of  the 
Board  of  Control,  Hospital  Advisory  Coun- 
cil, and  the  Board  of  Regents.  It  will  have 
a bed  capacity  of  92  patients  and,  in  addi- 
tion, there  will  be  day  clinics  for  adults  and 
children,  day  therapy  areas,  and  space  for 
teaching  and  research.  A special  research 
area  is  provided  for  metabolic  study  of 
chronic  diseases.  An  unique  feature  is  the 


Shortly  after  the  Building  Fund  was  ap- 
proved, the  Board  of  Trustees  of  the  Bishop 
Clarkson  Memorial  Hospital  expressed  their 
confidence  and  enthusiasm  in  the  medical 
center  by  deciding  to  build  a new  hospital  on 
the  campus.  Construction  began  early  in  1954 
and  is  now  nine  floors  above  ground  with 
much  of  the  exterior  brickwork  and  masonry 
completed.  It  will  be  a 250-bed  general  hos- 
pital at  a cost  of  over  $4,500,000  and  with 
a completion  date  in  the  latter  part  of  1955. 
The  plans  and  perspective  sketches  show 
clearly  the  objectives  of  the  Board  of  Trus- 
tees to  build  the  finest  practical  hospital 
possible,  and  reflects  much  careful  study. 
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The  Building  Committee  has  completed 
preliminary  plans  of  the  main  campus  ex- 
pansions. This  includes  the  anticipation  of 
pedestrian  tunnels  connecting  present  and 
future  buildings,  utilities  such  as  electric, 
water,  steam,  streets,  and  landscaping.  The 
new  electrical  system  is  now  being  installed 
and  will  provide  the  highly  dependable 
power  supply  necessary  for  modern  hospital 
operation.  The  new  forty-foot-wide  street 
to  the  Psychiatric  Institute  has  been  com- 
pleted, and  a 52-car  parking  area  will  be 
completed  in  time  for  the  opening.  A 12- 
inch  water  main  was  installed  to  provide 
ample  service  for  new  buildings.  Prelimi- 


tory  at  an  early  date.  Preliminary  plans 
are  completed  and  this  will  be  a two  story 
building  on  Emile  Street  just  west  of  the 
power  plant. 

The  main  unit  No.  3 will  comprise  a 150- 
bed  hospital,  a university  clinic,  a new  sur- 
gical area,  library,  auditorium,  clinical-de- 
partment offices  and  research  facilities. 
Much  of  this  preliminary  planning  has  been 
completed.  To  some,  this  is  the  building 
which  should  be  constructed  first,  because 
the  expanded  program  cannot  operate  fully 
until  this  building  is  completed.  However, 
School  of  Nursing,  laundry,  storeroom,  util- 


Figure  2.  Air  view  of  Psychiatric  Institute.  (Courtesy  Omaha  World  Herald). 


nary  plans  have  been  completed  for  laundry 
and  storeroom.  An  important  study  was  an 
analysis  of  the  present  steam  plant,  and  it 
is  gratifying  to  report  that,  due  to  some 
favorable  buying  about  a decade  ago,  the 
basic  plant  is  ample  for  some  years. 

Final  plans  and  specifications  are  to  be 
completed  in  early  January  for  a 150- 
student-nurses  home  and  construction  is  to 
start  in  early  spring.  This  building  should 
be  completed  before  the  University  Hospital 
is  enlarged  because  of  the  necessity  of  de- 
pending upon  the  School  of  Nursing  for 
trainees. 

The  acute  shortage  of  space  and  of  pa- 
tient-beds at  the  present  time  has  prompted 
the  Building  Committee  to  recommend  the 
construction  of  a memorial  research  labora- 


ities,  and  other  things  must  be  available 
before  this  unit  can  function.  When  com- 
pleted, the  total  adult-beds  in  the  University 
Hospital  will  be  400  which  many  studies 
show  is  a conservative  but  adequate  size. 
However,  this  size  presumes  well  coordinated 
affiliations  with  a number  of  private,  coun- 
ty, and  federal  hospitals  in  order  to  provide 
the  teaching  and  research  facilities  needed 
for  an  effective  medical  center. 

An  affiliate,  the  Methodist  Hospital  had 
recently  completed  a 7-story  wing  with  an 
additional  bed  capacity  of  150.  At  present, 
plans  are  completed  for  a new  surgical  suite, 
and  the  total  cost  for  the  two  constructions 
is  over  one  million  dollars.  Both  Immanuel 
and  Lutheran  Hospitals  have  expansion  pro- 
grams nearing  the  construction  phases. 
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Another  construction  of  great  importance 
is  the  announcement  by  the  World  Publish- 
ing Company  that  it  will  erect  a medical 
office  building.  They  now  own  approxi- 
mately 500  feet  to  a depth  of  129  feet  on 
the  south  side  of  Farnam  Street,  east  of 
44th  Street.  Details  of  this  building  are 
being  rapidly  developed  and  early  construc- 
tion is  assured.  It  will  be  airconditioned 
throughout  with  a main  floor  lobby,  store 
area,  and  large  parking  area  adjoining  the 


building.  This  will  be  a large  office  building 
fulfilling  a long  felt  need.  It  is  not  necessary 
to  expand  on  what  this  means  in  conven- 
ience to  clinical  faculty  members  who  are 
also  in  private  practice,  or  what  it  means 
to  the  College  of  Medicine  in  obtaining  more 
time  from  such  physicians. 

There  is  active  discussion  on  a rehabili- 
tation-group of  buildings  for  children.  At 
the  present  stage  of  planning  these  would 
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be  located  north  of  the  Childrens  Memorial 
Hospital  using  portions  of  the  two  blocks 
extending  to  Farnam  Street.  The  group 
would  probably  consist  of  a rehabilitation 
center  building  to  coordinate  and  provide 
housing  for  several  rehabilitation-activities, 
a convalescent  home,  and  a school  for  handi- 
capped children.  Rehabilitation  — a new 
word  — represents  fundamental  rearrange- 
ments in  administrative  structures  for  fam- 
iliar therapeutic  methods.  There  are  obvious 
advantages  in  bringing  these  methods,  aimed 
at  a common  objective,  into  close  relation- 
ship. Much  careful  planning  is  required, 
many  new  problems  have  to  be  considered, 
and  the  details  of  operation  must  be  designed 
so  that  the  enthusiasm  of  individual  groups 
is  not  impaired.  The  educational  objectives 
of  the  College  of  Medicine  require  that  this 
program  integrate  into  a sound  teaching 
and  research  plan  which  will  provide  trained 
personnel  and  professional  workers  for  the 
State  of  Nebraska.  This  project  coordinates 
into  the  facilities  of  the  Childrens  Memorial 
Hospital,  University  Clinic,  and  the  chil- 
drens section  of  the  Psychiatric  Institute. 
Space  for  adult  rehabilitation  is  included  in 
Unit  No.  3. 

The  College  of  Medicine  Building  Fund, 
which  acted  as  a stimulus  to  the  medical 
center  project,  accumulates  at  the  rate  of 
about  $750,000  per  year.  The  Clarkson 
Hospital  and  the  Psychiatric  Institute  are 
$6,000,000  additions  which  will  be  completed 
next  year.  The  office  building  and  rehabili- 
tation-group will  probably  add  another 
$3,000,000  of  construction.  At  the  Building 
Fund  rate  of  accumulation  serious  delay 
may  develop  in  the  construction  of  an  essen- 
tial part  of  the  program,  i.e.  the  educational 
and  research  portions.  This  problem  is 
acute  because  of  the  rule  that  funds  must 
be  on  hand  before  contracts  can  be  awarded. 
Sufficient  funds  will  be  available  in  1955  to 
build  the  Nurses’  Home.  Unit  No.  3 is 
estimated  to  cost  approximately  $4,000,000, 
and  a delay  of  five  more  years  may  occur 
before  construction  can  be  started.  It  ap- 
pears possible  to  break  Unit  No.  3 into  a 
few  large  units  which  would  not  be  func- 
tional operating  units  but  even  this  could 
result  in  delays  of  3-4  years.  A careful  study 
of  modern  medical  centers  shows  clearly  the 
advantages  of  large  buildings  so  that  all  of 
the  departments  can  be  as  close  together  as 
possible.  This  is  a definite  shift  from  the 
older  campus  design  with  its  boulevards, 


walks,  and  separate  buildings  which  act  as 
hindrances  to  close  cooperation.  In  fact, 
the  large  building  is  an  architectural  ex- 
pression of  the  modern  integration  of  medi- 
cal education.  The  Building  Committee  is 
hopeful  that  some  solution  can  be  found 
to  this  problem. 


THIRTY  YEAR  “SUCCESS  STORY”  OF 
YALE  MEDICAL  SCHOOL  PLAN 

A report  on  the  first  30  years  of  the  “Yale  Plan 
of  Medical  Education,”  a method  of  study  which 
differs  in  many  respects  from  that  of  most  Amer- 
ican medical  schools,  appears  in  the  September, 
1954,  issue  of  the  Journal  of  Medical  Education. 
Dr.  Vernon  W.  Lippard,  dean  of  the  Yale  Univer- 
sity School  of  Medicine  and  president-elect  of  the 
Association  of  American  Medical  Colleges,  is  the 
author  of  the  report,  which  indicates  the  plan  has 
been  extremely  successful  in  developing  initiative 
and  independent  thinking  among  Yale  medical  stu- 
dents. 

In  the  mid- twenties  the  Yale  medical  faculty  in- 
troduced a program  in  which  the  medical  student 
was  treated  as  a graduate  and  given  more  than 
customary  responsibility  for  his  own  development. 
The  goals  of  this  plan  were  “to  strengthen  the  qual- 
ities of  intergrity,  intelligence,  capacity  for  work, 
common  sense  and  a faculty  of  ascertaining  the 
truth.” 

The  program  is  based  on  four  characteristics:  a 

required  dissertation,  lack  of  fixed  course  require- 
ments for  qualified  students,  emphasis  on  elective 
courses  and  the  absence  of  required  course  exam- 
inations. Each  student  prepares  an  original  hy- 
pothesis to  the  faculty  member  under  which  he 
chooses  to  work.  From  that  point  on,  he  is  treated 
as  though  he  were  a graduate  student,  and  if  he 
can  demonstrate  competent  knowledge  in  a partic- 
ular course,  he  is  excused  from  attendance  and 
given  more  time  for  elective  work. 

There  are  fewer  than  the  usual  hours  scheduled 
in  the  curriculum,  and  the  student  may  choose  to 
attend  several  electives  or  none.  He  receives  no 
credit  for  the  elective  courses,  which  take  the  form 
of  seminars,  general  conferences,  laboratory  courses 
and  clinical  electives. 

Since  instruction  is  carried  out  in  small  groups, 
facilitating  the  evaluation  of  achievement,  the  nec- 
essity for  required  examinations  is  eliminated.  The 
Yale  faculty  has  found  that  a few  of  the  students 
yield  to  the  temptation  to  “put  one  over  on  the 
faculty,”  but  they  soon  give  it  up  when  they  dis- 
cover that  nothing  is  to  be  gained. 

Dr.  Lippard  feels  that  the  Yale  plan  has  been 
a success,  since  the  students  have  established  and 
maintained  an  excellent  record  in  the  national  board 
examinations,  successful  completion  of  which  is  the 
threshold  requirement  at  Yale  for  advancing  from 
the  preclinical  to  the  clinical  years,  and  for  grad- 
uation. Yale’s  record  compares  favorably  with  the 
other  medical  schools. 

Dr.  Lippard  states  that  the  fundamental  purpose 
of  Yale  University  is  “the  training  of  men  by  the 
cultivation  of  their  individual  powers  of  reason  and 
conscience  for  the  broadest  possible  responsibilities 
in  our  society.”  He  believes  that  the  medical  study 
plan  has  been  successful  in  reaching  that  goal. 
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Gasfrec+omy  for 

Malignancy  of  the  Stomach 


One  hundred  private  cases  of  gastric  malignancy 
form  the  basis  of  this  discussion.  The  authors  com- 
pare the  results  of  total  and  partial  gastrectomy,  and 
discuss  indications  for  each.  The  cure  rate,  while  still 
very  low,  is  improving,  and  palliation  is  worthy  of 
consideration.  Their  results  in  sarcoma  were  unexpect- 
edly good. 

EDITOR 

THE  outlook  for  the  patient  with 
gastric  malignancy  is  very  poor, 
even  with  the  best  treatment 
medical  science  has  to  offer. 

Walters(1),  in  1953,  reported  an  improve- 
ment of  180  per  cent  in  the  5-year  survival 
rate  of  patients  with  carcinoma  of  the  stom- 
ach. This  represents  an  increase  from  5 
per  cent  in  the  period  from  1907  to  1916,  to 
14  per  cent  in  the  period  from  1940  to  1949. 
He  also  showed  an  increase  in  resectability 
of  100  per  cent  for  the  same  period,  thus 
accounting  for  a large  part  of  the  improve- 
ment in  the  statistics. 

Doctor  Boyce (2),  from  Charity  Hospital  in 
New  Orleans,  reports  an  increase  in  resect- 
ability-rate  of  48  per  cent  in  three  decades, 
at  that  institution. 

Thus  we  see  that,  while  the  results  of  to- 
day still  are  not  good,  there  has  been  some 
improvement.  Also,  we  should  not  forget 
the  valuable  palliation  and  symptom-free 
course  afforded  to  many  patients  for  1,  2, 
or  3 years  even  though  they  eventually 
succumb  to  the  disease. 

The  technique  of  gastric  resection  has  not 
varied  a great  deal  through  the  years,  but 
the  addition  of  the  transthoracic  and  the 
thoracoabdominal  approaches  has  increased 
the  operability  and  added  to  the  safety  for 
lesions  involving  the  upper  media  and  the 
cardiac  end  of  the  stomach. 

A subtotal  resection  may  vary  from  a 
large  biopsy  to  a radical  resection  such  as 
should  be  carried  out  for  cancer.  This  should 
include  removing  the  attached  gastrohepatic 
and  gastrocolic  omenta  containing  the  peri- 
gastric lymph  nodes.  The  site  of  resection 
should  be  well  below  the  lesion  and  at  least 


♦Presented  at  the  Sectional  meeting,  American  College  of 
Surgeons,  Omaha,  Nebraska,  March  1,  1954.  From  Dept,  of 
Surgery,  Creighton  University. 


J.  W.  GATEWOOD,  M.D.,  F.A.C.S. 
and  R.  F.  REBAL,  M.D. 
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5 cm.  above  the  gross  lesion.  Furthermore, 
it  is  best  to  have  a frozen  section  at  the  site 
of  resection  to  prove  that  tumor  has  not  in- 
vaded this  area  because,  as  MacDonald 
points  out(3),  Eker  and  others  have  seen 
microscopic  extensions  5 cm.  beyond  the 
apparent  margin  of  the  tumor.  The  spleen, 
portions  of  the  pancreas  and  of  the  colon 
are  removed  en  bloc  when  indicated.  In 
our  series  the  spleen  was  removed  on  9 
occasions,  partial  resection  of  the  pancreas 
was  carried  out  in  2,  and  the  transverse 
colon  was  resected  en  bloc  in  1 case.  In 
one  case  of  total  resection  the  xyphoid  pro- 
cess was  removed,  and  this  seemed  to  in- 
crease the  exposure  and  to  facilitate  the 
anastomosis  of  the  oesophagus  to  the  jejun- 
um. 

Our  series  is  a small  one  and  represents 
the  private  patients  of  our  office.  The  sur- 
gery was  performed  by  the  four  men  in 
the  office,  and  the  technique  has  not  varied 
a great  deal  over  the  ten-year  period  (1943- 
’53)  covered  by  the  report  except  that  dur- 
ing the  last  five  years  the  indications  for 
resection  have  been  extended. 


TOTAL  CASES 

Number  of  cases 100 

Non-resectable  36 

Resectable  64 

SURGICAL  PROCEDURES 

Subtotal  gastric  resection 53  or  82% 

Total  gastric  resections 11  or  18% 


While  we  have  performed  total  resections 
in  11  of  our  cases  and  5 of  them  are  living 
and  well  4i/>  years,  4 years,  31/2  years, 
6i/2  months  and  6 months  after  their  sur- 
gery, we  do  not  recommend  this  procedure 
for  carcinoma  involving  the  lower  one  half 
of  the  stomach  because  of  the  difficulty  in 
maintaining  the  nutrition  of  these  patients. 
Although,  I must  say,  we  were  surprised  to 
find  that  5 of  the  18  living  patients  were 
those  who  had  been  subjected  to  total  re- 
section of  their  stomachs.  We  feel,  in  gen- 
eral, that  a lesion  so  placed  that  one  cannot 
get  well  above  or  well  below  it  should  be 
subjected  to  total  resection.  More  specif ical- 
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ly,  as  stated  before,  the  site  of  resection 
should  be  at  least  5 cm.  above  the  proven 
lesion  and  a frozen  section,  if  possible, 
through  this  area  should  show  no  microscop- 
ic evidence  of  tumor.  As  Walters  has  pointed 
out,  if  one  feels  that  a total  resection  can 
readily  be  carried  out,  the  indications  for 
radical  subtotal  resection  will  be  extended 
by  this  individual. 

MacDonald’s (3)  recent  statement  that  the 
mechanism  of  mural  extension  and  regional 
spread  is  such  that  total  gastrectomy  offers 
no  promise  of  increase  in  curability  is  en- 
lightening, as  well  as  comforting,  when  one 
thinks  of  the  difficulty  of  maintaining  and 
of  living  with  some  of  the  patients  who  have 
had  total  resections.  In  the  same  article  in 
which  he  discusses  the  biologic  predetermin- 
ism in  gastric  carcinoma  as  the  limiting  fac- 
tor of  curability  he  states  that,  “The  concept 
that  early  diagnosis  of  carcinoma  of  the 
stomach  may  improve  end  results  is  not  only 
fallacious  but  is  in  fact  the  reverse  of  the 
truth.”  To  prove  this  he  points  out  that 
patients  with  progressively  longer  periods  of 
delay  from  onset  of  symptoms  to  the  time  of 
exploration  enjoy  increasingly  better  chances 
of  resection  and  long  term  survival.  Con- 
versely those  with  short  history  of  disease 
have  poorer  chances  of  resection  and  sur- 
vival. Our  series  is  too  small  to  be  signifi- 
cant from  this  standpoint,  but  this  concept 
of  malignancy  is  interesting  and  certainly 
one  of  which  we  have  all  seen  examples,  not 
only  in  carcinoma  of  the  stomach  but  else- 
where as  well. 

TYPES  OF  MALIGNANCY  IN  SERIES 


Carcinoma  96 

Sarcoma  3 

Carcinoma  and  Sarcoma 1 


(Polypoid  adenocarcinmoa  and  myxosarcoma 
of  stroma  of  gastric  polyps) 

Our  series  includes  96  carcinomas,  3 sar- 
comas and  1 combined  carcinoma  and  sar- 
coma. Interestingly  enough,  2 of  the  sar- 
coma patients  are  living  and  well  more  than 
2 years.  One  of  the  patients  with  sarcoma 
represents  an  emergency  operation  because 
of  perforation,  with  resection,  and  this  pa- 
tient is  living  and  well  2 years  and  8 months 
after  surgery.  This  was  classified  as  a reti- 
culum cell  sarcoma.  The  other  patient  living 
2 years  had  a reticulum  cell  sarcoma.  The 
third,  who  is  not  living,  had  a fibrosarcoma. 

In  reviewing  the  symptoms  presented  by 
our  cases,  we  found  no  special  pattern  that 
can  be  relied  upon.  In  general,  it  is  our 
conclusion  that  the  best  rule  to  follow  in 


any  person  over  thirty-five  years  of  age  who 
complains  of  indigestion  or  abdominal  di- 
stress that  does  not  clear  up  promptly,  is  to 
be  certain  that  this  person  be  examined  by 
x-ray  and,  if  this  is  negative  and  he  contin- 
ues to  complain,  re-examine  him.  It  is  only 
by  these  methods  that  an  early  diagnosis 
can  be  made;  and  I still  think  we  should 
strive  for  early  diagnoses  because,  at  pre- 
sent, this  is  the  only  hope  we  have  of  in- 
creasing the  resectability  and  the  survival 
rate. 

AGE  GROUPS 


30-40  1 

40-50  11 

50-60  24 

60-70  37 

70-80  24 

80+  3 

Total  100 


Our  youngest  patient  was  37  and  the  old- 
est 84.  It  is  interesting  that  our  youngest 
patient  is  dead  and  one  of  the  3 patients  in 
their  eighties  is  living  and  well.  The  largest 
group  was  in  the  7th  decade,  and  the  6th 
and  8th  decades  showed  the  same  number. 
Certainly  patients  beyond  the  age  of  sev- 
enty should  be  given  a chance,  and  it  is 
surprising  how  well  they  tolerate  surgery, 
even  as  major  as  total  gastric  resection. 

HOSPITAL  DEATHS  (11) 

Types  of  Operations  Performed  in  Hospital  Deaths : 


1.  Transabdominal  subtotal  resection 6 

2.  Transthoracic  resection 2 

3.  Tran  ^abdominal  total  resection 2 

4.  Exploratory  and  biopsy 1 

Total  11 

FOLLOW-UP 

Living  . 18 

1.  Three  years 10-4 

2.  Five  years 7-1 

3.  Longest  survival 9%  years 

Dead  82 

Total  100 


Our  follow-up  showed  18  patients  living 
at  this  time,  and  82  dead.  Ten  patients 
have  been  living  over  3 years,  and  7,  over 
5 years.  Four  others  survived  more  than 
3 years  but  are  now  dead,  and  one  patient 
is  living  and  well  91/2  years  after  surgery. 
He  is  now  79  years  of  age  and  last  year 
had  a transurethral  resection. 

PALLIATIVE  PROCEDURES 

Gastroenterostomy  2 

Gastroenterostomy  and  jejunojejunostomy 1 

Gastrostomy  1 

Palliative  procedures  have  included  gastro- 
enterostomy on  2 occasions,  gastroenteros- 
tomy and  jejunojejunostomy  once,  and  gas- 
trostomy once.  It  is  our  feeling  that  little 
can  be  accomplished  in  the  way  of  palliation 
unless  the  growth  can  be  removed.  One  pa- 
tient who  entered  the  hospital  with  a hemo- 
globin of  4.5  grams  per  100  cc.,  who  was 
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found  to  have  an  obstructive  lesion  of  the 
stomach  with  metastasis  to  the  liver,  was 
made  quite  comfortable  for  one  year  by  a 
partial  resection.  He  even  gained  weight 
for  a time,  and  was  quite  happy.  In  gen- 
eral, unless  the  primary  growth  can  be  re- 
moved, palliative  procedures  are  of  no  value. 

A second  look  has  been  carried  out  in 
4 of  our  cases.  In  3,  a hopeless,  inoperable 
state  was  found.  In  1,  a total  resection  was 
done,  and  this  patient  is  alive  and  well  1 
year  and  8 months  following  the  second  pro- 
cedure. These  four  explorations  were  not 
performed  at  regular  intervals,  as  recom- 
mended by  Wangensteen,  but  rather  after 
secondary  symptoms  had  developed. 

CONCLUSION 

In  conclusion,  after  reviewing  our  small 
series,  we  think: 

1.  The  prognosis  in  malignancy  of  the 
stomach  is  poor,  but  one  cannot  predict  the 
outcome  in  the  individual  case.  Therefore, 
all  resectable  cases  should  be  given  the  op- 
portunity for  palliation  or  cure. 

2.  A good  subtotal  resection  is  to  be  pre- 
ferred to  a total  for  lesions  involving  the 
pylorus  and  media  of  the  stomach,  but 

3.  Our  series  indicates  the  value  of  total 
resection. 

4.  Finally,  sarcoma  of  the  stomach  is 
often  amendable  to  surgical  treatment. 
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REINSURANCE 

(Continued  from  Page  2) 

ment  of  the  99  million  who  now  have  some 
form  of  health  insurance. 

“The  health  reinsurance  proposal  repre- 
sents what  we  believe  to  be  a necessity.  It 
offers  the  opportunity  for  self-help  without 
subsidy.”  (1> 

Mr.  Faulkner,  on  the  other  hand,  char- 
acterized the  failure  to  cover  the  30  million 
insurable  risks  not  now  covered  as  a matter 
of  failure  to  sell  the  insurance.  He  also 


pointed  out  that  the  risk  in  this  type  of  in- 
surance is  rarely  sufficient  to  justify  rein- 
suring any  portion  of  it.  The  following  are 
some  of  his  remarks: 

“The  trifling  volume  of  health  reinsur- 
ance business  now  being  done  reflects  not 
inadequate  facilities  in  the  private  market, 
but  an  absence  of  need  for  reinsurance.  In 
point  of  fact,  establishment  of  Federal 
Health  Reinsurance  Fund  would  bring  gov- 
ernment into  direct  competition  with  private 
reinsuring  companies  that  are  serving  the 
market  adequately.  The  provision  that  fed- 
eral reinsurance  will  not  be  offered  when 
private  reinsurance  is  available  at  compar- 
able terms  and  rates  means  little  when  it  is 
remembered  that  the  federal  plan  would  be 
capitalized  with  public  moneys,  initially  sub- 
sidized for  operating  expenses  and  would  pay 
no  taxes. 

“Those  who  oppose  the  establishment  of 
a Federal  Health  Reinsurance  plan  believe 
it  would  raise  false  hopes  for  a more  rapid 
expansion  of  health  insurance  while  contrib- 
uting nothing  to  the  realization  of  that  hope. 
Government  reinsurance  of  health  insurance 
plans  would  introduce  no  magic  into  the 
field  of  financing  health  care  costs. 

“Reinsurance  does  not  increase  the  abil- 
ity of  the  insurer  to  sell  protection  to  the 
unwilling  buyer.  Reinsurance  does  not  re- 
duce the  cost  of  insurance.  Reinsurance  does 
not  make  insurance  available  to  any  class  or 
geographic  area  not  now  within  the  capabil- 
ities of  voluntary  insurers  to  reach.” (1) 

One  may  not  draw  any  final  conclusions 
from  the  above  comparison  of  the  major 
statements  of  these  two  speakers,  but  the 
following  statements  seem  reasonable:  the 
effectiveness  of  voluntary  health  insurance 
is  increasing  at  a much  more  rapid  rate  than 
the  population  is  growing;  this  type  of  in- 
surance is  designed  to  bear  only  part  of  the 
financial  burden  of  illness;  the  “dollar-gap” 
mentioned  by  Mrs.  Hobby  can  be  adequately 
and  logically  explained ; health  insurance 
can  not  be  forced  upon  the  30  million  peo- 
ple who  are  not  presently  covered,  but  must 
be  “sold”  to  them;  increased  benefits  must 
be  offered  as  experience  and  sound  financial 
stability  dictate ; and  federal  reinsurance  can 
not  contribute  anything  to  the  realization 
of  our  objectives. 
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Coming  Meetings 

CRIPPLED  CHILDREN’S  CLINIC— 

January  8,  Scottsbluff,  St.  Mary  Hospital 
January  22,  Norfolk,  Norfolk  State  Hospital 
February  5,  Kearney,  Good  Samaritan  Hospital 
February  19,  North  Platte,  High  School 

MID-WINTER  MEETING  OF  THE  BOARD  OF 
COUNCILORS  — INTERIM  SESSION  OF  THE 
HOUSE  OF  DELEGATES,  Sunday,  February 
27,  1955,  Hotel  Cornhusker.  Board  of  Coun- 
cilors meet  at  8:00  a.m.,  House  of  Delegates 
meet  at  2:00  p.m. 


WILLIAM  CHESELDEN 
(1688-1752) 

Noted  English  Surgeon 


Organization  Section 

News  and  Views 

FROM  AMA  WASHINGTON  LETTER, 

NO.  12,  1954— 

“Addressing  the  Texas  Association  of 
Broadcasters  at  Houston,  Secretary  of  HEW 
Oveta  Culp  Hobby:  ‘We  need  more  citizens 
who  will  demand  that  our  government  op- 
erate for  the  good  of  the  whole,  instead  of 
yielding  to  the  pressure  groups  working  for 
the  good  of  the  few’.” 

FROM  THE  OMAHA  WORLD-HERALD— 

The  Nebraska  chapter  of  the  National 
Multiple  Sclerosis  decided  recently  to  em- 
bark on  a stepped-up  program. 

A Multiple  Sclerosis  service  program  will 
be  started  in  Omaha  before  being  expanded 
to  include  the  entire  state,  said  Mr.  Gail 
Hatch,  chapter  secretary. 

Doctors  of  the  Nebraska  Multiple  Sclerosis 
medical  advisory  board  are  working  with  the 
lay  members.  These  include  Dr.  John  A. 
Aita,  chairman  of  the  medical  advisory 
board;  Dr.  Frank  A.  Majka,  Veterans  Hos- 
pital, and  Dr.  Harold  Ladwig,  assistant  di- 
rector of  the  St.  Joseph  Hospital  polio  re- 
habilitation center. 

Mr.  Hatch  said  multiple  sclerosis  is  a dis- 
ease of  young  adults,  with  an  estimated 
250  thousand  sufferers  in  the  country. 
Symptoms  include  dificulties  in  walking,  loss 
of  vision,  tremors,  impairment  of  speech  and 
lack  of  co-ordination. 

FROM  THE  OMAHA  WORLD-HERALD— 

Dr.  Friedrich  W.  Niehaus  was  installed 
as  president  of  the  Omaha-Midwest  Clinical 
Society  at  the  annual  meeting  held  in  Oma- 
ha. Dr.  Maurice  Grier  was  named  presi- 
dent-elect. Other  officers  include : Dr.  Pay- 
son  Adams,  secretary-treasurer;  Dr.  J.  J. 
O’Neill,  director  of  clinics;  Dr.  Donald  Wil- 
son, Dr.  James  P.  Tollman,  Dr.  C.  W.  Mc- 
Laughlin, Jr.,  and  Dr.  B.  C.  Russum,  mem- 
bers of  the  executive  committee;  Dr.  Her- 
man Jahr,  editor  of  the  journal;  Dr.  Harry 
H.  McCarthy,  Dr.  F.  W.  Niehaus  and  Dr. 
Grier,  editorial  board. 

Dr.  Louis  E.  Moon  and  Dr.  J.  D.  Mc- 
Carthy retired  from  active  participation  on 
the  executive  board  after  long  service. 
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FROM  THE  LINCOLN  STAR-JOURNAL— 

A new  incubator  for  premature  babies,  a 
gift  from  the  memorial  fund  for  Dr.  E.  W. 
Hancock,  is  now  in  use  at  the  Lincoln  Gen- 
eral Hospital.  The  family  of  the  late  Dr. 
Hancock  had  asked  that  the  fund  be  set  up. 

The  new  incubator  is  the  most  elaborate 
one  at  the  hospital  and  is  so  constructed  that 
all  infant  care  can  be  done  without  remov- 
nig  the  baby  from  its  special,  controlled  at- 
mosphere. 

FROM  THE  OMAHA  WORLD-HERALD— 

A new  type  of  machine  for  X-ray  treat- 
ment which  permits  greater  radiation  of 
cancer  cells  with  less  damage  to  the  skin 
has  been  installed  at  the  University  of  Ne- 
braska College  of  Medicine. 

Made  in  Germany,  the  machine  is  one  of 
three  now  in  use  in  the  United  States. 

Hung  on  a pendulum-like  attachment,  the 
machine  will  be  used  mainly  for  deep-radia- 
tion treatment  of  cancer.  Heretofore  such 
treatment  frequently  caused  severe  skin 
burns.  But  because  the  appartus  moves  in 
an  arc  over  the  patient,  much  of  the  skin 
damage  has  been  eliminated,  said  Dr.  Char- 
les C.  Gass,  instructor  in  radiology  at  the 
college.  The  new  machine  also  is  easier 
to  operate.  Some  of  the  calculations  neces- 
sary for  radiation  equipment  to  insure  cor- 
rect penetration  and  dosage  is  done  auto- 
matically by  the  machine.  With  the  addition 
of  an  up-to-date  transformer,  patients  will 
get  the  same  benefits  from  shorter  periods 
of  treatment,  said  Dr.  Gass. 

FROM  THE  COLUMBUS  TELEGRAM— 

Nebraska  can  allocate  $300,000  in  federal 
money  in  four  new  health  fields  upon  auth- 
orization from  the  Legislature,  Dr.  E.  A. 
Rogers,  state  health  director,  said  recently. 
Dr.  Rogers  said  the  last  Congress  allocated 
money  to  the  states  for  building  or  remodel- 
ing nursing  homes,  rehabilitation  centers, 
diagnostic  and  treatment  centers,  and  chron- 
ic and  convalescing  homes. 

In  order  to  get  the  money  which  already 
is  set  aside  for  Nebraska,  Dr.  Rogers  said 
the  state  must  make  a survey  of  exisiting 
facilities  and  draw  up  a plan  for  allocation 
of  the  funds,  in  addition  to  obtaining  legal 
authority  from  the  Legislature. 


He  said  that  $50,000  would  be  allocated 
to  nursing  homes,  $50,000  to  rehabilitation 
centers  and  $100,000  each  for  the  remaining 
two  facilities.  The  money  would  presum- 
ably be  matched  on  a local  basis  of  60-40, 
with  the  federal  government  contributing 
the  40  per  cent.  Facilities  that  can  qualify 
are  determined  by  regulations  of  the  fed- 
eral Hill-Burton  Hospital  Construction  Act. 

FROM  THE  OMAHA  WORLD-HERALD— 

A series  of  mental  health  clinics,  co-spon- 
sored by  the  State  Health  Department  and 
Nebraska  Psychiatric  Institute,  will  be  or- 
ganized soon.  The  first  will  be  in  Omaha 
with  others  scheduled  for  Central  and  West- 
ern Nebraska.  Dr.  Cecil  L.  Wittson,  direc- 
tor of  the  Psychiatric  Institute  said  doctors 
and  laymen  need  more  information  on  men- 
tal illness.  “People  are  poorly  informed  about 
what  can  be  done  to  stop  the  increasing 
rate,”  he  said. 

Dr.  Wittson  said  several  county  medical 
societies  in  Western  Nebraska  requested  the 
clinics.  Teams  of  psychiatric  specialists 
will  travel  to  the  communities.  The  clinics 
will  be  similar  to  cancer  clinics  which  have 
been  held  for  years.  There  will  be  seminars 
for  nurses,  general  practitioners,  school 
teachers,  and  ministers. 

AMERICAN  MEDICAL  DIRECTORY— 

The  new  edition  of  the  American  Medical 
Directory  is  now  well  under  way  and  should 
be  ready  for  distribution  about  the  middle  of 
1955.  All  members  are  urged  to  return, 
as  promptly  as  possible,  the  Directory  In- 
formation card  that  you  have  received.  This 
will  not  only  insure  a correct  listing  of  your 
name  and  address  but  will  also  speed  up 
completion  of  the  book.  For  the  first  time, 
special  symbols  will  be  used  to  distinguish 
the  various  types  of  membership  in  the 
A.M.A.  — Active,  Associate,  Affiliate,  Hon- 
orary, and  Service.  In  this  edition  only 
A.M.A.  members  will  have  their  names  listed 
in  capital  letters. 

AMEF  GETS  SIZABLE  DONATION 
FROM  UTAH— 

A gift  of  $10,355  was  presented  to  the 
House  of  Delegates  of  the  A.M.A.,  meeting 
in  Miami,  on  behalf  of  the  Utah  State  Med- 
ical Society.  It  was  explained  by  Doctor 
George  M.  Fister  who  presented  the  check 
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to  Doctor  Louis  Bauer  that  the  Utah  money 
was  the  product  of  the  adoption  by  their 
Association  of  a $20  increase  in  dues  for 
this  specific  purpose. 

MARCH  OF  DIMES  IN  NEBRASKA  FOR  1955— 

The  polio  attack  rate  in  Nebraska  for  the 
year  just  ended  was  127  per  cent  higher  than 
the  national  average.  In  1952,  it  was  higher 
by  347  per  cent.  It  is  not  possible  to  predict 
the  years  to  come.  Five  thousand  six  hun- 
dred of  Nebraska’s  children  were  innoculat- 
ed  with  the  Salk  vaccine;  the  total  number 
innoculated  in  the  U.  S.  was  440,000. 

This  year  the  Foundation  must  do  a big- 
ger job  than  ever  before;  it  must  raise  $64 
million  to  accomplish  this  work.  It  is  hoped 
the  doctors  of  Nebraska  will  support  the 
March  of  Dimes  as  enthusiastically  as  they 
supported  the  vaccine  trials. 

SERIOUS  HYPOTENSIVE  REACTIONS 
FROM  CHLORPRAMAZINE— 

Doctors  Rea,  Shea  and  Fazekas  report 
(J.  A.  M.  A.  156:1249)  seven  patients  who 
developed  severe  acute  hypotensive  reactions 
after  receiving  chlorpromazine.  In  one, 
acute  renal  insufficiency  followed  prolonged 
hypotension. 

MEDICAL  EDUCATION  PROBLEMS 
TO  BE  AIRED  AT  CONGRESS  — 

What  part  television  can  play  in  future 
postgraduate  medical  education  will  be  one 
of  the  featured  attractions  of  the  51st  an- 
nual Congress  on  Medical  Education  and 
Licensure  to  be  held  February  5-8  at  the 
Palmer  House,  Chicago.  The  meeting  will 
be  sponsored  by  the  AMA’s  Council  on  Med- 
ical Education  and  Hospitals  in  cooperation 
with  the  Federation  of  State  Medical  Boards 
of  the  United  States  and  the  Advisory  Board 
for  Medical  Specialties. 

DR.  JUDD  TO  SPEAK  AT  RURAL 
HEALTH  CONFERENCE— 

A physician  statesman  will  be  the  head- 
line speaker  at  the  AMA’s  10th  National 
Rural  Health  Conference  February  24-26  at 
the  Schroeder  hotel,  Milwaukee,  Wis.  The 
Honorable  Walter  H.  Judd,  M.D.,  congres- 
sional representative  from  Minnesota,  will 
speak  on  “Rural  Health  and  World  Peace” 
at  the  Friday  evening  banquet. 


DOCTORS  WILL  GET  ISOTOPE 
KNOW-HOW  IN  NEW  COURSES— 

Use  of  radioactive  isotopes  in  biology  and 
medicine  will  have  increased  attention  in 
courses  to  be  sponsored  jointly  by  the  North- 
western university  Medical  school  and  the 
Argonne  National  laboratory. 

The  vital  place  of  such  materials  in  re- 
search, diagnosis  and  therapy  will  be  brought 
to  medical  students  and  graduate  physicians 
through  instruction  in  a field  formerly  open 
only  to  physicists  and  radiologists. 


Announcements 

CRUISE  TO  BERMUDA-NASSAU 
AFTER  AMA  MEETING— 

An  outstanding  eight-day  cruise  to  Ber- 
muda and  Nassau  has  been  aranged  for  phy- 
sicians and  their  wives  following  the  A.M.A. 
meeting  in  Atlantic  City  in  June.  The  party 
will  sail  from  New  York  at  7 p.m.,  Friday, 
June  10,  aboard  the  palatial  Furness  Line 
steamer,  Ocean  Monarch,  and  the  ship  docks 
on  the  return  trip,  at  9 a.m.,  Saturday,  June 
18.  Reservations  should  be  made  at  once. 
Write  W.  M.  Moloney,  Chicago,  Burlington 
and  Quincy  Railroad,  105  West  Adams  St., 
Chicago. 

PG-COURSE  ON  DISEASES  OF  THE  CHEST— 

The  Council  on  Postgraduate  Medical  Ed- 
ucation of  the  American  College  of  Chest 
Physicians,  together  with  local  chapters, 
staffs,  and  hospitals,  will  sponsor  the  eighth 
Annual  Postgraduate  Course  on  Diseases  of 
the  Chest ; this  will  be  held  at  Bellevue-Strat- 
ford  Hotel,  Philadelphia,  March  7-11,  1955. 
Tuition,  $75.  Write  Executive  Director,  Am. 
College  of  Chest  Physicians,  112  East  Chest- 
nut Street,  Chicago  11,  111. 

VENEREAL  DISEASE 
POSTGRADUATE  COURSE— 

No  tuition  will  be  charged  for  attendance 
at  the  Twenty- third  Annual  Venereal  Disease 
Postgraduate  Course  to  be  held  at  Tulane 
Medical  School  in  New  Orleans,  Jan.  11 
through  Febr.  4.  Co-sponsors  of  the  course 
are  to  be  Tulane  University  and  the  U.  S. 
Public  Health  Service.  Designed  to  teach 
the  practitioner  the  latest  in  diagnosis,  treat- 
ment and  management  of  venereal  diseases, 
the  course  is  accredited  by  the  American 
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Academy  of  General  Practice.  Write  Doc- 
tor Clifford  Grulee,  Jr.,  Director,  Division 
of  Graduate  Medicine,  Tulane  University, 
1430  Tulane  Ave.,  New  Orleans,  La. 

LECTURES  AND  DISCUSSIONS  ON 
CURRENT  MEDICAL  PROBLEMS— 

The  Mayo  Clinic  and  Mayo  Foundation  an- 
nounce a 4-day  program  April  19-22,  1955,  in- 
clusive, of  lectures  and  discussions  on  prob- 
lems of  current  interest  in  the  general  fields 
of  medicine  and  surgery.  The  number  of 
physicians  and  surgeons  who  can  be  accom- 
modated is  necessarily  limited.  Those  wish- 
ing to  attend  should  communicate  with  Dr. 
N.  W.  Barker,  Mayo  Clinic,  Rochester,  Min- 
nesota, before  March  1,  1955.  Applications 
will  be  honored  in  the  order  in  which  they 
are  received.  There  is  no  registration  fee. 

FORENSIC  SCIENCES  TO  BE  STUDIED 
THREE  DAYS  — 

The  Seventh  Annual  Meeting  of  the  Amer- 
ican Academy  of  Forensic  Sciences  will  be 
held  in  the  Biltmore  Hotel  in  Los  Angeles, 
Febr.  17-18-19.  The  Law  Department  of  the 
A.M.A.  has  urged  the  medical  profession  to 
take  an  increasing  interest  in  medicolegal 
problems.  This  is  an  opportunity  for  those 
interested  in  these  topics.  Write  Doctor  W. 
J.  R.  Camp,  University  of  Illinois  College  of 
Medicine,  1853  W.  Polk  St.,  Chicago,  111.  for 
further  details. 

RECENT  ADVANCES  IN  INTERNAL 
MEDICINE  TO  BE  STRESSED— 

The  University  of  Minnesota  announces 
a continuation  course  in  Recent  Advances  in 
Internal  Medicine  for  Internists  which  will 
be  presented  at  the  Center  for  Continuation 
Study  from  February  14  to  16,  1955.  This 
year’s  course  will  deal  with  various  aspects 
of  hematology,  cardiology,  endocrinology, 
and  respiratory  physiology.  The  course  will 
be  presented  under  the  direction  of  Dr.  C.  J. 
Watson,  Professor  and  Director,  Department 
of  Medicine.  Lodging  accommodations  will 
be  available  at  the  Center  for  Continuation 
Study  as  usual. 


While  antimicrobial  therapy  makes  home  care 
available  earlier  and  to  a larger  number,  it  still 
does  not  displace  sanatorium  or  hospital  treatment 
of  the  patient  (with  tuberculosis).  David  Ulmar, 
M.D.,  N.Y.S.  J.  of  Med.,  Oct.  15,  1953. 


Human  Interest  Tales 

Dr.  Craig  R.  Sigman  has  set  up  his  medical  offices 
in  Stapleton. 

Dr.  Herbert  G.  Ahrens,  Lincoln,  is  now  asso- 
ciated with  the  Lincoln  Clinic. 

Doctor  F.  Marshall  Zahller  has  become  an  asso- 
ciate of  Doctor  Herman  Jahr  in  Pediatrics. 

Doctor  Wayne  K.  Tice  has  recently  become  asso- 
ciated with  the  Lincoln  Clinic  in  Radiology. 

Doctor  Harvey  D.  Runty,  DeWitt,  past  president 
of  Nebraska  A.A.G.P.  is  a delegate  to  N.A.G.P. 

Dr.  and  Mrs.  R.  H.  Kohtz,  Bloomfield,  spent  a 
two-week  vacation  in  Hawaii  during  November. 

Dr.  and  Mrs.  Richard  E.  Klass,  Humphrey,  are 
the  proud  parents  of  a daughter  born  in  November. 

Dr.  and  Mrs.  F.  M.  Bell,  Grant,  have  left  for 
Long  Beach,  California,  to  spend  the  winter  months. 

Dr.  L.  T.  Heywood,  Omaha,  recently  attended  the 
Inter  Society  Cytology  Council  meeting  held  in 
Boston. 

Dr.  and  Mrs.  Rodney  W.  Bliss,  Omaha,  have  left 
this  city  to  make  their  home  in  Oklahoma  City, 
Oklahoma. 

Dr.  Gerald  C.  O’Neil  has  been  elected  president 
of  the  medical  staff  at  Childrens  Memorial  Hospital 
in  Omaha. 

Drs.  B.  H.  Grimm  and  J.  A.  Federle,  Sidney,  re- 
cently held  open  house  for  their  new  clinic  building 
in  Sidney. 

Dr.  and  Mrs.  John  A.  Tamisiea,  Omaha,  recently 
moved  into  their  home  at  2114  South  Thirty-ninth 
Street  in  Omaha. 

Mrs.  Mabel  E.  Hyde,  Omaha,  widow  of  the  late 
Dr.  John  F.  Hyde,  passed  away  November  16,  after 
a lingering  illness. 

Dr.  Leo  T.  Heywood,  Omaha,  was  elected  presi- 
dent of  the  Omaha  Obstetrics  and  Gynecology  So- 
ciety in  November. 

Dr.  John  R.  Schenken,  Omaha,  helped  conduct  ex- 
aminations for  the  American  Board  of  Pathology 
in  Miami,  recently. 

Dr.  Loren  Imes,  Grand  Island,  attended  the  No- 
vember meeting  of  the  Western  Cardiac  Confer- 
ence held  in  Denver. 

Dr.  George  H.  Misko,  Lincoln,  was  recently  named 
president  of  the  medical  staff  at  the  St.  Elizabeth 
Hospital,  in  Lincoln. 

Dr.  Douglas  Campbell  is  now  associated  with  Drs. 
Frank  T.  Herhahn  and  Jacob  Kreig,  Scottsbluff,  in 
the  practice  of  medicine. 

Dr.  L.  S.  McGoogan,  Omaha,  has  been  elected 
to  the  council  of  the  Pan-Pacific  Surgical  Associa- 
tion for  a three-year  term. 

Dr.  Herbert  P.  Jacobi,  Omaha,  attended  a recent 
meeting  of  the  American  Society  for  the  Study  of 
Arteriosclerosis  in  Chicago. 

Dr.  Willard  H.  Quigley,  Omaha,  is  recovering 
from  a fall  at  his  home  recently  in  which  he  suf- 
fered a fractured  right  arm. 

Dr.  E.  O.  Burgert  and  Dr.  Byron  B.  Oberst, 
Omaha,  were  recently  elected  to  a fellowship  in  the 
American  Academy  of  Pediatrics. 

Dr.  James  F.  Kelly,  Sr.,  Omaha,  attended  the 
October  meeting  of  the  American  Society  for  the 
Control  of  Cancer  in  New  York  City. 
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Dr.  I.  L.  Thompson,  West  Point,  attended  the 
November  meeting  of  the  Interstate  Postgraduate 
convention  in  Minneapolis,  Minnesota. 

Dr.  and  Mrs.  D.  W.  Kingsley,  Hastings,  attended 
the  November  meeting  of  the  American  College  of 
Surgeons  held  in  Atlantic  City,  New  Jersey. 

Doctor  Harold  A.  Ladwig  has  announced  the  open- 
ing of  his  office  at  230  City  National  Bank  Build- 
ing, Omaha,  for  the  practice  of  Neurology. 

The  Saline-Fillmore  Medical  Society  met  at  the 
Crete  Hotel,  in  Crete,  in  November,  and  elected 
Dr.  F.  J.  Stejskal,  Crete,  as  its  new  president. 

Dr.  Louis  E.  Moon,  Omaha,  was  recently  elected 
president  of  the  American  Board  of  Proctology  at 
a meeting  held  in  Philadelphia,  Pennsylvania. 

Dr.  Nancy  Catina,  Omaha,  was  recently  elected 
president  of  Branch  No.  6 of  American  Medical 
Women’s  Association  at  their  meeting  in  Omaha. 

Drs.  Ralph  Moore  and  Charles  Marsh,  Omaha,  re- 
cently gave  talks  on  highway  accidents  before  a 
meeting  of  the  Profesional  Men’s  Club  of  Omaha. 

Dr.  A.  H.  Bonebrake,  Nebraska  City,  has  been 
recalled  to  active  duty  with  the  Air  Force  and  has 
reported  for  duty  at  the  Offutt  Air  Base  in  Omaha. 

Doctor  R.  W.  Homan,  Crete,  is  the  new  Editor- 
in-Chief  of  the  Comhusker  G.  P.,  and  Doctor  Rudy 
Sievers  of  Blair  has  been  appointed  Assistant  Edi- 
tor. 

Dr.  Ernest  B.  Mullinaux  has  moved  his  medical 
office  from  Julesburg,  Colorado,  to  Big  Springs, 
Nebraska,  where  he  expected  to  begin  practice  by 
December  1. 

Dr.  W.  J.  Reiss,  Norfolk,  spoke  on  the  subject 
of  “Mental  Health  and  Your  Child”  at  a recent 
meeting  of  the  Monroe  Parent-Teacher  Association 
in  Norfolk. 

Dr.  and  Mrs.  Ray  S.  Wycoff,  Lexington,  took  a 
brief  vacation  to  the  Ozarks  following  the  meeting 
of  the  Omaha  Mid- West  Clinical  Society  which  Dr. 
Wycoff  attended. 

Dr.  Karl  Roehrig,  Benkelman,  has  closed  his  prac- 
tice in  this  city  and  has  moved  to  Denver,  Colo- 
rado to  become  associated  with  his  brother-in-law 
in  a specialty  practice. 

The  Cheyenne,  Kimball  and  Deuel  County  Med- 
ical Society  met  in  December,  in  Kimball,  for  a reg- 
ular meeting.  Dr.  Dan  Greer,  Cheyenne,  Wyoming, 
was  the  guest  speaker. 

Dr.  Forrest  Rose,  Lincoln,  has  been  elected  sec- 
retary of  Lincoln  General  Hospital  medical  staff 
to  replace  Dr.  Kenneth  Rose,  Lincoln,  who  was  re- 
called to  military  service. 

Drs.  W.  J.  McMartin,  J.  F.  Gross  and  T.  T.  Smith, 
Omaha,  were  among  the  speakers  at  a November 
meeting  of  the  Western  Association  of  Railway  Sur- 
geons held  in  Sun  Valley,  Idaho. 

The  American  Medical  Association  recently  ap- 
proved continuation  of  the  residency  training  pro- 
gram in  pediatrics,  and  in  obstetrics  and  gynecology 
at  St.  Joseph’s  Hospital  in  Omaha. 

Dr.  W.  Riley  Kovar,  Omaha,  was  among  the  1,100 
surgeons  who  were  inducted  as  new  Fellows  of  the 
American  College  of  Surgeons  at  their  meeting  in 
Atlantic  City,  New  Jersey,  in  December. 

Dr.  and  Mrs.  Edward  Hanisch  and  family  have 
returned  to  St.  Paul  where  Dr.  Hanisch  will  rejoin 


his  father,  Dr.  E.  C.  Hanisch,  and  brother  Dr.  Rob- 
ert Hanisch,  in  the  practice  of  medicine. 

Dr.  J.  D.  McCarthy,  Omaha,  was  appointed  to  a 
13-man  commission  of  the  American  Medical  Asso- 
ciation to  undertake  a year-long  study  which  is 
aimed  at  improving  health  benefit  plans. 

Dr.  Jackson  A.  Smith,  Houston,  Texas,  has  been 
appointed  assistant  director  of  the  Nebraska  Psy- 
chiatric Institute.  The  University  of  Nebraska 
Board  of  Regents  announced  the  appointment. 

Dr.  J.  E.  M.  Thomson,  Lincoln,  was  recently  pre- 
sented a certificate  of  recognition  by  Mayor  Clark 
Jeary  of  Lincoln,  for  his  work  in  developing  new 
facilities  and  treatment  for  the  handicapped. 

Dr.  and  Mrs.  A.  J.  Callaghan,  North  Platte,  have 
received  word  that  their  son,  Dr.  A.  J.  Callaghan, 
Jr.,  of  Sioux  City,  Iowa,  has  been  appointed  a cer- 
tified member  of  the  American  Board  of  Surgery. 

Dr.  Edward  J.  Sanders,  Omaha,  has  been  elected 
president  of  the  Association  of  Fellows  at  the  Mayo 
Foundation,  Rochester,  Minnesota.  He  is  a resi- 
dent in  surgery  at  the  Mayo  Clinic  at  the  present 
time. 

Dr.  Roy  G.  Holly,  Omaha,  attended  a recent  meet- 
ing of  persons  interested  in  cobalt  research  at  San 
Mateo,  California.  He  is  professor  of  Obstetrics 
and  Gynecology  at  the  University  of  Nebraska  Col- 
lege of  Medicine  in  Omaha. 

Dr.  D.  B.  Wengert,  Fremont,  had  a medical  bag 
stolen  from  his  car  recently  while  it  was  parked 
outside  of  the  Dodge  County  Hospital.  The  bag 
was  recovered  a short  time  later  with  only  a small 
amount  of  narcotics  missing. 

Drs.  R.  L.  Grissom,  F.  Lowell  Dunn,  R.  L.  Egan 
and  Delbert  Neis,  Omaha,  participated  in  a panel 
program  at  the  second  annual  joint  scientific  ses- 
sions of  the  Nebraska  and  Iowa  Heart  Associations 
at  Iowa  City,  Iowa,  in  December. 

The  University  of  Nebraska  College  of  Medicine 
recently  presented  its  annual  variety  show,  Campus 
Capers.  Skits  were  presented  by  each  of  the  stu- 
dent nursing  classes,  the  college’s  medical  frater- 
nities, interns  and  graduate  nurses. 

Dr.  and  Mrs.  Eugene  E.  Simmons,  Omaha,  have 
returned  home  from  a two-month  European  tour. 

Dr.  S.  J.  Carnazzo,  Omaha,  was  recently  placed 
on  the  Ways  and  Means  Committee  of  the  Federa- 
tion of  Catholic  Physicians  Guilds. 

The  Department  of  Nebraska  VFW  Auxiliary  re- 
cently presented  checks  for  $5,000  to  each  the  Uni- 
versity of  Nebraska  College  of  Medicine  and  the 
Creighton  University  School  of  Medicine  for  cancer 
research.  The  funds  were  allotted  the  Nebraska 
Department  for  grants  because  the  department 
raised  the  largest  amount  per  member  for  the  VFW 
auxiliary  national  cancer  drive. 


There  is  a very  real  need  for  a strong  educational 
program  to  disabuse  the  general  public,  health  ad- 
ministrations, and  legislators  of  the  false  notion  that 
mortality  reductions  and  “wonder  drugs”  spell  the 
end  of  tuberculosis.  Hastings  H.  Walker,  M.D.,  Am. 
Rev.  Tuberc.,  Dec.,  1953. 
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Greetings  from  Past  Presidents 

The  following  is  the  eighth  and  final  in- 
stallment of  Doctor  Palmer  Findley’s  nar- 
rative setting  forth  his  personal  knowledge 
of  medical  practice  in  Nebraska  from  pio- 
neer days  to  the  present. 

THE  NEBRASKA  DOCTOR 
by 

Palmer  Findley,  M.D. 

Omaha,  Nebraska 

INTERNAL  MEDICINE 

Looking  back  upon  the  practice  of  med- 
icine no  more  than  fifty  years  we  find  that 
all  medicines  were  empirical  with  the  pos- 
sible exception  of  mercury  for  the  treatment 
of  syphilis  and  quinine  in  the  treatment  of 
malaria.  There  were  no  remedies  for  goitre 
except  surgery,  and  the  treatment  of  pernic- 
ious anemia  was  limited  to  the  administra- 
tion of  arsenic  . 

All  cases  of  malignant  endocarditis  died 
for  want  of  antibiotics.  Typhoid  fever  was 
prevalent  in  the  absence  of  hygienic  con- 
trols, and  no  typhoid  vaccines  were  avail- 
able. Scarlet  fever,  diphtheria  and  measles 
exacted  a frightful  toll  in  the  absence  of 
antibiotics  and  toxin-antitoxin. 

Among  the  medicines  that  have  stood  the 
test  of  itme  is  digitalis.  And  the  old  dictum : 
“Give  digitalis  till  the  heart  slows  and  the 
urine  begins  to  flow”  still  stands  and  is  a 
more  dependable  guide  than  the  electrocard- 
iogram. The  profession  has  found  no  sub- 
stitute for  iron  in  the  treatment  of  anemia 
and  Blauds  treatment  is  still  in  vogue.  In 
adolescent  goitre,  iodine  is  still  employed 
and  the  bromides  hold  their  place  among  sed- 
atives. For  the  treatment  of  acute  rheu- 
matic fever  the  salycilates  are  still  in  vogue 
and  iodine  may  still  be  found  in  cough  mix- 
tures. For  the  relief  of  pain  resort  is  still 
had  to  opiates  and  bromides. 

Such  are  but  a few  of  the  remedies  that 
have  stood  the  test  of  time  and  they  remain, 
to  this  day,  valuable  assets  in  the  practice 
of  medicine. 

Within  the  past  twenty-five  years  there 
have  been  added  to  the  doctors’  armamen- 
tarium many  agencies  of  a curative  nature 
that  are  conquering  ailments  that  were  once 
thought  to  be  incurable.  We  now  have  an 
antitoxin  for  diphtheria  and  tetanus,  insulin 
for  diabetes,  liver  extract  and  B12  for  pernic- 
ious anemia,  the  sulpha  drugs  for  lobar 


pneumonia,  and  the  so-called  wonder  drugs 
to  reduce  the  virulence  of  the  pneumococcus, 
the  gonococcus,  the  meningococcus,  and 
spirochete.  Penicillin  cures  syphilis  in  a 
week’s  time. 

Revolutionary  as  have  been  the  curative 
and  preventive  agencies,  no  less  revolution- 
ary are  the  aids  now  available  for  diagnosis : 
the  x-rays,  the  microscope,  the  Wasserman 
tests,  and  the  cardiogram.  But  indispen- 
sible  as  these  agencies  are  they  are  no  sub- 
stitute for  bedside  observation  and  for  the 
taking  of  a complete  history.  It  has  been 
said  that  bedside  observations  have  become 
a lost  art  now  that  the  chemical  laboratory 
and  the  x-rays  are  such  important  aids  in 
the  diagnosis  of  all  manner  of  disease. 
Whatever  the  justification  for  this  state- 
ment may  be,  the  fact  remains,  as  it  always 
has,  that  there  is  no  substitute  for  bedside 
observation  and  the  clinical  history.  The 
need  is  for  a proper  appraisement  of  the 
value  of  both  bedside  observations  and  of 
laboratory  findings. 

Doctor  Harvey  Cushing  of  Harvard  Med- 
ical College,  in  an  address  before  the  Yale 
Medical  Faculty,  was  highly  critical  of  the 
emphasis  placed  upon  laboratory  findings 
in  medical  education,  at  the  expense  of  bed- 
side teaching.  To  illustrate  his  point  he  re- 
called that  an  intern  was  conducting  his 
father  through  the  wards  when  his  father, 
a country  practitioner,  remarked:  “Son,  I 

didn’t  know  you  had  typhoid  fever  in  Bos- 
ton.” “What  do  you  mean,  father?”  asked 
the  son.  The  father  replied,  “Why  that 
woman  over  there.”  “Do  you  think  that  is 
typhoid?”  replied  the  son.  “Oh,  yes,  that’s 
typhoid,”  answered  the  father  and  typhoid 
fever  it  proved  to  be  much  to  the  chagrin 
of  the  attending  staff.  Years  of  bedside 
practice  had  enabled  the  old  doctor  to  rec- 
ognize typhoid  fever  at  a glance  where  all 
the  technical  skill  of  the  medical  and  labora- 
tory staffs  had  failed. 

Several  of  the  older  practitionrs  have  re- 
marked to  me  that  the  younger  doctors  think 
the  old  doctor  has  served  his  life’s  useful- 
ness, should  step  aside  and  let  the  younger 
doctors  take  over.  If  this  be  true,  would 
it  not  be  well  for  the  younger  members  of 
the  profession  to  recognize  the  fact  that  the 
old  doctor  has  acquired,  in  his  years  at  the 
bedside,  something  that  is  intangible  but 
none  the  less  of  priceless  value  in  the  care 
of  the  sick?  That  “something,”  which  we 
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call  clinical  experience,  is  so  essential  in  the 
practice  of  medicine. 

Let  me  repeat,  revolutionary  as  have  been 
the  introduction  of  curative  remedies,  no 
less  revolutionary  are  the  aids  to  diagnosis: 
the  microscope,  the  x-rays,  the  cardiogram; 
but  indispensible  as  these  agencies  are — they 
are  not  to  be  employed  as  a substitute  for 
clinical  observations. 

Cardiograms  are  helpful  but  are  not  a 
substitute  for  physical  examinations. 

Positive  Wasserman  tests  will  sometimes 
reveal  the  unsuspected  and  the  medical  pro- 
fession is  indebted  to  the  state  for  its  cooper- 
ation in  making  the  Wasserman  test  free  of 
charge,  as  it  has  also  done  in  the  x-raying 
of  the  chest,  the  one  dependable  means  of 
recognizing  tuberculosis  of  the  lungs  in  its 
early  stages. 

We  are  hearing  much  about  cigarettes 
causing  cancer  of  the  lungs.  Whatever  just- 
ification there  may  be  for  this  assertion  it 
must,  in  all  fairness,  be  admitted  that  can- 
cer of  the  lung  in  the  early  stages  is  now  re- 
vealed by  the  x-rays,  whereas  in  earlier  days 
it  escaped  recognition,  hence  the  impression 
that  cancer  of  the  lung  is  on  the  increase. 

Cancer  and  cardiovascular  disease  remain 
the  most  challenging  problems  confronting 
the  medical  profession.  Cancer  in  its  early 
stages  can  be  cured  by  surgery,  x-rays,  and 
radium,  but  unfortunately  the  vast  majority 
of  cancers  are  not  seen  by  the  doctor  until 
they  are  far  advanced  and  incurbale.  For 
cardiovascular  disease  there  is  as  yet  no 
remedy  either  for  prevention  or  cure. 

We  are  witnessing  in  Nebraska  what 
might  be  called  decentralization  of  the  prac- 
tice of  medicine.  In  former  years  no  small 
proportion  of  the  clientele  of  consultants  in 
Omaha  came  from  outstate  communities  and 
from  neighboring  states.  This  is  not  true 
today.  Our  doctors  throughout  the  state 
are  practicing  a higher  order  of  medicine; 
hospitals  are  near  at  hand;  groups  of  doc- 
tors are  combining  to  form  clinics  in  the 
larger  centers  of  population.  All  this  speaks 
for  the  convenience  of  our  citizens  as  well  as 
for  the  doctors  and  will  doubtless  become 
more  and  more  in  evidence  in  the  years  to 
come. 

The  hospitals  that  are  being  established 
in  the  smaller  communities  of  the  state  are 
not  an  unmixed  blessing.  Serious  financial 


difficulties  will  almost  certainly  confront 
them  in  their  endeavor  to  serve  the  commun- 
ities in  which  they  are  located. 

In  the  past  fifty  years  many  changes  have 
taken  place  in  the  practice  of  internal  med- 
cine,  — changes  that  have  been  revolution- 
ary. Within  the  memory  of  doctors  still  in 
practice,  these  changes  are  perhaps  most  in 
evidence  in  the  emphasis  now  placed  on  lab- 
oratory findings.  In  the  earlier  years,  lab- 
oratory findings  played  a minor  role  in  diag- 
nosis. Urinalysis  was  about  the  sum  total 
of  laboratory  procedures.  Blood  counts  and 
bacteriological  findings  were  largely  con- 
fined to  medical  centers  and  were  seldom 
employed  in  private  practice  In  recent  years 
so  great  is  the  emphasis  placed  on  labora- 
tory findings  one  is  forced  to  conclude  that 
history  taking  and  bedside  observations 
have,  unhappily,  been  shifted  to  a secondary 
role.  The  x-rays,  the  flouroscopic  apparatus, 
the  electrocardiographs,  the  sphygmomano- 
meter, the  hemocytometer,  and  the  ballisto- 
cardiograph,  together  with  such  new  tech- 
nics as  catheterization  of  the  heart  and 
great  blood  vessels,  the  direct  visualization 
of  the  stomach,  the  rectum,  and  the  sigmoid, 
the  peritoneal  and  plural  cavities  together 
with  blood  chemistry  — all  have  contributed 
to  the  complexity  of  modern  diagnosis. 

The  application  of  these  technics  has  led 
to  the  partitioning  of  internal  medicine  into 
many  sub-specialties  including  neurology, 
gastroenterology,  endocrinology,  allergy,  in- 
fectuous  diseases,  arthritis,  diabetes,  dis- 
eases of  metabolism,  cardiology,  and  tuber- 
culosis. May  it  not  be  that  this  diversity 
in  practice  will  lead  to  failure  to  view  the 
body  in  its  entirety  and  the  patient  as  an 
individual  ? 

Diseases  have  come  and  gone.  Typhoid 
fever  has  all  but  disappeared,  contagious 
diseases  no  longer  appear  in  epidemic  form 
and  are  speedily  controlled  by  antibiotics. 
Coronary  thrombosis  was  unknown  two  gen- 
erations ago,  and  cancer  of  the  lung  was  not 
recognized  in  its  early  stages.  The  average 
span  of  life  has  been  greatly  increased  and 
the  credit  is  in  large  part  due  to  the  intro- 
duction of  certain  specific  remedies  — in 
insulin  for  diabetes,  to  hormones,  vitamins, 
histamines,  and  antibiotics.  These  agencies 
together  with  countless  other  agents  have 
contributed  to  the  increase  in  the  average 
span  of  life  to  seventy-one  years. 
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The  introduction  of  insulin  has  made  it 
possible  to  say  that  no  one  need  die  of  dia- 
betes, and  pernicious  anemia  has  yielded  to 
liver  and  vitamin  B12.  The  x-rays  together 
with  the  use  of  the  contrast  meal  and  dye 
has  made  possible  the  early  recognition  of 
intestinal  lesions  and  has  paved  the  way  for 
effective  surgical  introvention.  So,  likewise, 
with  the  visualization  of  the  gall  bladder  and 
biliary  tract  as  well  as  the  respiratory  tract 
in  the  detection  of  bronchiectasis.  The  elec- 
trocardiograph has  become  indispensible  in 
the  early  detection  of  cardiac  lesions  and  in 
evaluating  the  secondary  effects  of  the  dis- 
ease of  the  coronary  arteries.  No  longer 
are  the  cardiovascular  defects  regarded  as 
anatomic  curiosities,  and  surgery  is  now  in- 
voked with  a large  measure  of  success. 

All  this  is  but  a limited  recital  of  the  tri- 
umphs of  modern  medicine.  And  we  may 
look  forward  with  confidence  to  even  more 
startling  achievements  in  diagnosis  and  treat- 
ment. 

I am  indebted  to  several  of  my  doctor 
friends  for  their  helpful  cooperation:  to 

Doctor  Charles  Moon  and  Doctor  David  Fin- 
dley in  Obstetrics;  to  Doctor  Herbert  Davis 
and  Doctor  Charles  McLaughlin  in  Surgery, 
and  to  Doctor  R.  W.  Bliss,  Doctor  Warren 
Thompson,  Doctor  Frederick  Niehaus,  Doc- 
tor H.  N.  Morrow,  Doctor  George  Haslam, 
and  Doctor  Thomas  Findley  of  Augusta, 
Georgia,  in  Internal  Medicine. 

Without  the  cooperation  of  these  doctors 
the  story  of  The  Nebraska  Doctor  could  not 
have  been  written. 


Nebraska  State  Health  Department 

Routine  serological  testing  for  evidence  of 
parasitic  diseases  has  been  discontinued  by 
the  N.  I.  H.  Laboratory  at  Bethesda,  Mary- 
land, effective  October  15,  1954. 

Treponema  immobilization  (T.P.I.)  tests 
on  certan  types  of  cases  will  be  available  to 
Nebraska  Physcians  for  a six  month’s  period 
beginning  January  1,  1955.  Specimens  will 
be  routed  through  the  Laboratory  of  this 
Department  to  the  C.D.C.  laboratories  in 
Georgia.  The  necessary  instructions  and 
special  outfits  may  be  secured  from  the  Div- 
ision of  Laboratories,  Room  1019,  State  Cap- 
itol Building,  at  Lincoln,  Nebraska. 


CHEST  X-RAY  SCHEDULE 

The  two  chest  x-ray  units,  owned  and  op- 
erated by  the  State  Health  Department,  are 
scheduled  to  complete  the  second  series  of 
visits  to  the  various  counties  over  the  State 
by  next  fall. 

During  the  calendar  year,  these  units  will 
have  taken  about  88,000  x-rays,  if  no  serious 
breaks  in  equipment  are  encountered. 

The  Mobile  Unit  is  working  in  Deuel  Coun- 
ty, and  will  be  offered  in  order  to:  Garden, 
Morrill,  Cheyenne,  Kimball,  Scotts  Bluff,  Box 
Butte,  Sioux  and  Dawes  counties. 

The  Transportable  Unit,  which  operates 
in  a building,  is  completing  Polk  County, 
and  will  be  offered  in  order  to:  Butler,  Sew- 
ard, and  Saunders  counties. 


High  blood  pressure  appears  to  be  much  less 
dangerous  among  women  than  among  men,  accord- 
ing to  a pilot  study  of  her  company’s  employees 
made  by  Miss  Annie  Mary  Lyle,  fellow  of  the 
Society  of  Actuaries  and  underwriting  research 
analyst  of  the  Prudential  Insurance  Company.  Re- 
sults of  the  study  were  presented  to  the  Western 
Spring  Meeting  of  the  Society  at  the  Edgewater 
Beach  Hotel  in  Chicago. 

The  mortality  experience  among  1,227  employees 
with  high  blood  pressures  ranging  from  slight  to 
very  marked  was  carried  through  a period  ranging 
from  6 months  to  20  years  with  periodic  examina- 
tions. Statistics  were  kept  for  the  group  as  a 
whole  and  for  men  and  women  separately. 

The  women,  comprising  40  percent  of  the  total 
number  examined,  showed  a death  rate  much  lower 
than  that  for  men  and  also  much  lower  than  that 
which  had  been  anticipated  for  the  women  on  the 
basis  of  normal  underwriting  procedure. 

“The  group  available  for  this  study  is  much  too 
small  for  the  mortality  ratios  to  be  relied  on  for 
rating  purposes  and  the  female  mortality  is  in- 
credibly low  for  reasons  that  are  not  apparent,” 
Miss  Lyle  said.  “The  difference  between  the  sexes 
is  so  great,  however,  as  to  indicate  that  in  future 
investigations,  males  and  females  should  be  studied 
separately.  If  a substantial  difference  is  confirmed 
by  an  experience  sufficiently  large  to  be  dependable, 
more  lenient  treatment  of  females  with  high  blood 
pressure  would  be  in  order.” 

The  study  also  indicated  that  electrocardiograms 
are  of  considerable  value  in  judging  high  blood 
pressure  cases,  but  that  the  x-ray  does  not  appear 
to  contribute  anything. 

“One  is  forced  to  the  conclusion  that  women 
withstand  the  stresses  of  high  blood  pressure  better 
than  men  do,”  Miss  Lyle  said,  commenting  on  the 
trend  over  the  20  year#.  Although  the  women  in 
the  group  studied  had  more  hypertension  of  mod- 
erate and  marked  degrees  than  did  the  men,  on 
entering  the  experience,  they  showed  a much  lower 
death  rate  than  did  the  men. 
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PAUL  READ,  Councilor 


DOUGLAS 

OMAHA— 

Abts,  A.  W. 

4440  South  26th  St. 

Adams,  Payson 

307  Medical  Arts  Bldg. 

Aita,  John  A. 

105  South  49th  St. 

Albertson,  L.  C. 

912  Medical  Arts  Bldg. 

Allen,  John  F.  (Life) 

6905  Farragut,  Woodland, 
Hyattsville,  Md. 

Alliband,  George  T. 

1020  Medical  Arts  Bldg. 
Andersen,  Alfred  C. 

4826  South  24th  St. 

Andersen,  M.  C. 

1120  Medical  Arts  Bldg. 
Anderson,  Frank  J. 

8106  Brown  St. 

Anderson,  Harley  E. 

1107  Medical  Arts  Bldg. 
Anderson,  Lawrence  L. 

1314  Medical  Arts  Bldg. 
Anderson,  T.  Robert 
Methodist  Hospital 
Angle,  Wm.  D. 

737  Medical  Arts  Bldg. 
Antony,  Arthur  C. 

5901  Military  Ave. 

Armbrust,  Walter 
5401  Leavenworth 
Baca,  D.  E. 

Papillion  (Sarpy  Co.) 

Bach,  Stanley  M. 

304  South  42nd  St. 

Bantin,  C.  F. 

626  Omaha  L.  & B.  Assn. 
Bantin,  E.  W. 

440  Aquila  Court 
Baptist,  John  (Life) 
Sacramento,  Calif. 

(Deceased  12-3-54) 

Barmore,  John  L. 

U.  of  N.  College  of  Med. 
Barry,  M.  W. 

1416  Medical  Arts  Bldg. 

Barta,  Frank  R. 

324  City  Natl.  Bank  Bldg. 
Bartek,  Julius  G. 

619  Barker  Bldg. 

Bartos,  Paul 
1622  Vinton 
Baum,  Cletus  J. 

4963  Center  St. 

Beber,  Meyer 

631  Medical  Arts  Bldg. 

Best,  R.  Russell 

527  Medical  Arts  Bldg. 
Bisgard,  J.  Dewey 

1420  Medical  Arts  Bldg. 
Black,  Albert  S.,  Jr. 

1613  Medical  Arts  Bldg. 
Bleicher,  Jerome  E. 

2320  L Street 
Bliss,  Rodney  W. 

Oklahoma  City,  Oklahoma 
Block,  Max 

432  Brandeis  Theatre  Bldg. 
Boler,  Thomas  D. 

718  Barker  Bldg. 

Bonniwell,  Chas.  M. 

8613  North  30th  St. 

Borghoff,  J.  A. 

1319  Medical  Arts  Bldg. 
Borghoff,  Joseph  J. 

730  City  National  Bank  Bldg, 
Boyne,  H.  N. 

1302  Medical  Arts  Bldg. 
Bozarth,  Elton  P. 

4617  North  24th  St. 

Brannen,  Chas.  F. 

2321  M St. 

Brauer,  Russel  C. 

4250  Saratoga 
Brazer,  J.  G. 

63rd  and  Maple  St. 
Brinkman,  H.  H. 

6014%  Military  Ave. 

Brodkey.  M.  H. 

320  Medical  Arts  Bldg. 
Brousseau,  Edward  R. 

3706  North  59th  St. 


Brown,  Loy  T. 

(Service) 

Browne,  Kenneth  M. 

924  Medical  Arts  Bldg. 

Brush,  John  H. 

1326  Medical  Arts  Bldg. 
Bucholz,  Donald  J. 

3610  Dodge  St. 

Burgert,  E.  O.,  Jr. 

915  Medical  Arts  Bldg. 

Burney,  Dwight  W.,  Jr. 

527  Medical  Arts  Bldg. 

Burns,  B.  C. 

421  Farm  Credit  Bldg. 
Bushman,  L.  B. 

627  City  Natl.  Bank  Bldg. 
Calif  as,  W.  F.  (Life) 

Pasadena  2,  California 
Cameron,  O.  J. 

1520  Medical  Arts  Bldg. 
Campbell,  Louis  S. 

527  Medical  Arts  Bldg. 
Carnazzo,  S.  J. 

712  Barker  Bldg. 

Carp,  Oscar 

516  Medical  Arts  Bldg. 
Cassidy,  W.  A. 

1020  Medical  Arts  Bldg. 
Catania,  Nancy 

418  Brandeis  Theatre 
Christensen,  Julius 

1326  Medical  Arts  Bldg. 
Christlieb,  J.  M. 

7021  Bellevue  Blvd. 

Clark,  George  L. 

2549  Famam  St. 

Clark,  W.  M. 

1113  Redick  Tower 
Clarke,  F.  S. 

314  Medical  Arts  Bldg. 
Cochran,  Robert  M. 

452  Aquila  Court 
Coe,  John  D. 

413  Medical  Arts  Bldg. 
Comine,  J.  J. 

820  Medical  Arts  Bldg. 
Connolly,  E.  A. 

502  Medical  Arts  Bldg. 
Connors,  E.  K. 

1618  Medical  Arts  Bldg. 

Cook,  Lyman  J. 

1612  Medical  Arts  Bldg. 
Cotton,  Walter  T. 

6067  Military 
Courtney,  J.  E. 

730  City  Natl.  Bank  Bldg. 
Crofoot,  Michael 
670  North  50th  St. 

Davis,  Allan 

629  Medical  Arts  Bldg. 

Davis,  Edwin 

1436  Medical  Arts  Bldg. 

Davis,  Herbert  H. 

1204  Medical  Arts  Bldg. 

Davis,  J.  Calvin 
425  Aquila  Court 
DeLanney,  L.  A.  (Life) 

Walnut  Creek,  Calif. 

DeLong,  Henry 

140  South  40th  St. 

Dendinger,  W.  M. 

402  Aquila  Court 
Dewey,  John  L. 

104  South  39th  St. 

Dickerson,  Wm.  J. 

5010  Dodge  St. 

Dickinson,  Robert  H. 

3610  Dodge  St. 

DiStefano,  Carmelo 

721  Medical  Arts  Bldg. 

Doan,  Duaine  I. 

412  South  49th  St. 

Dolezal,  Joseph  B. 

401  City  Natl.  Bank  Bldg. 
Donahue,  Francis  D. 

274  Aquila  Court 
Donelan,  James  P. 

Guarantee  Mutual 
Life  Ins.  Company 
Doolittle,  H.  H. 

1307  Medical  Arts  Bldg. 
Dorsey,  F.  P.,  Sr.  (Life) 

(Five  Co.)  (Deceased  1-19-54) 
Dow,  A.  G. 

314  Medical  Arts  Bldg. 


Drdla,  Theodore 
460  Aquila  Court 
Drozda,  Joseph  P. 

1315  Deer  Park  Blvd. 

Dunn,  F.  Lowell 

737  Medical  Arts  Bldg. 
Dworak,  Henry  L. 

612  Medical  Arts  Bldg. 

Dwyer,  J.  R.  (Life) 

Council  Bluffs,  la. 

Eagle,  Frank  L. 

1620  Medical  Arts  Bldg. 

Egan,  Richard  L. 

Creighton  University 
Egan,  Wm.  J. 

456  Aquila  Court 
Elston,  Harry  R. 

4930  South  24th  St. 

Endres,  Gregory  L. 

5811  Military  Avenue 
Engdahl,  Wallace  E. 

8613  North  30th  St. 

Everitt,  N.  J. 

4838  South  24th  St. 

Ewing,  Ben  F. 

330  Medical  Arts  Bldg. 

Ewing,  John  D. 

220  Medical  Arts  Bldg. 
Farrell,  Chester  H. 

721  Medical  Arts  Bldg. 

Farrell,  Robert  F. 

411  Medical  Arts  Bldg. 
Fellman,  A.  C. 

4321  Dodge  St. 

Filkins,  John  C. 

418  City  National  Bank  Bldg. 
Findley,  David 
446  Aquila  Court 
Findley,  Palmer  (Life) 

3602  Lincoln  Blvd. 

Finegan,  James 

415  Medical  Arts  Bldg. 
Finlayson,  Alister  T. 

924  Medical  Arts  Bldg. 
Fitzgibbons,  Robert  J. 

468  Aquila  Court 
Fleishman,  Max 
260  Aquila  Court 
Flory,  David  W. 

Ft.  Sam  Houston,  Texas 
Follman,  J.  C. 

306  South  24th  St.,  Rm.  9 
Foster,  Miles  E.,  Jr. 

1521  Rockbrook  Road 
Francis,  Marvin  B. 

106  W.  20th  St. 

Bellevue,  Nebr. 

Frank,  Muriel  N. 

Methodist  Hospital 
Freed,  Albert  E. 

5010  Dodge  St. 

Freymann,  John  J. 

1113  Medical  Arts  Bldg. 

Friel,  R.  J. 

3223  Dodge  St. 

Gardiner,  J.  F. 

628  Medical  Arts  Bldg. 
Gatewood,  John  W. 

326  Medical  Arts  Bldg. 
Gedgoud,  John  L. 

304  South  42nd  St. 

George,  John  H. 

(Service) 

Gerald,  H.  F.  (Life) 

2871  Newport  Ave. 

Giffen,  Horace  K. 

Immanuel  Hospital 
Gifford,  Harold 

1620  Medical  Arts  Bldg. 
Gillick,  F.  G. 

Dean,  Creighton  University 
Gleeson,  John  J. 

601  City  Natl.  Bank  Bldg. 
Glissman,  Jean  B. 

1407  Medical  Arts  Bldg. 
Goodrich,  Guy  W. 

620  Omaha  L.  & B.  Assn. 
Graham,  William  E. 

528  Medical  Arts  Bldg. 

Graves,  Harris  B. 

3610  Dodge  St. 

Greenberg,  A. 

320  Medical  Arts  Bldg. 
Greenberg,  M.  M. 

516  Medical  Arts  Bldg. 


Brown,  Alfred 
3431  Hawthorne 


Dowell,  D.  A. 

816  Medical  Arts  Bldg. 


Greene,  Arthur  M. 

918  Medical  Arts  Bldg. 


Grier,  John  J. 

1307  Medical  Arts  Bldg. 
Grier,  M.  E. 

1307  Medical  Arts  Bldg. 
Gross,  Joseph  F. 

1140  Medical  Arts  Bldg. 
Hahn,  W.  N. 

517  City  Natl.  Bank  Bldg. 
Hamilton,  Frank  T. 

Barberton,  Ohio 
Hamsa,  W.  R. 

527  Medical  Arts  Bldg. 
Hankins,  Chas.  R. 

1414  Medical  Arts  Bldg. 
Hansen,  Clifford  H. 

527  City  Natl.  Bank  Bldg. 
Hardy,  C.  C. 

1216  Medical  Arts  Bldg. 
Harris,  T.  T. 

1007  Medical  Arts  Bldg. 
Hartigan,  John 

915  Medical  Arts  Bldg. 
Hartman,  Clarence 
6603  North  30th  St. 
Harvey,  Alexander  T. 

4815  Dodge  St. 

Hasl,  Robert  F. 

802  Medical  Arts  Bldg. 
Hawxins,  Robert  E. 

211  Medical  Arts  Bldg. 
Hellwig,  J.  W.  (Life) 

5221  Jones  St. 

Hennegan,  G.  F. 

6110  Military  Ave. 

Henske,  J.  A.  (Life) 

1312  North  40th  St. 
Herbert,  H.  J. 

415  City  Natl.  Bank  Bldg. 
Hermann,  Harland  T. 

105  South  49th  St. 
Heumann,  J.  M.  F. 

6110  Military  Ave. 
Heywood,  L.  Thomas 
1307  Medical  Arts  Bldg. 
Hickey,  Charles  (Life) 
Bennington,  Nebr. 

Hill,  F.  C. 

430  Aquila  Court 
Hoffman,  L.  O. 

1012  Medical  Arts  Bldg. 
Holden,  W.  J. 

462  Aquila  Court 
Hood,  L.  Thomas 

831  Medical  Arts  Bldg. 
Horwich,  Joseph  M. 

717  Kilpatrick  Bldg. 

Hotz,  Harley 

1013  Redick  Tower 
Houfek,  Edward  E. 

105  South  49th  St. 

Howard,  M.  C. 

802  Medical  Arts  Bldg. 
Hruby,  Allan  J. 

2906  Leavenworth 
Hubbard,  Theodore  F. 

Creighton  University 
Hughes,  Leo  V. 

3610  Dodge  St. 

Hull,  Wayne  M. 

104  South  49th  St. 
Hungerford,  Wm.  E. 

1904  Spencer  St. 

Hunt,  H.  B. 

Methodist  Hospital 
Isacson,  Sven 

826  City  Natl.  Bank  Bldg. 
Jackson,  Donald  R. 

5010  Dodge  St. 

Jahr,  Herman  M. 

Ill  South  39th  St. 

James,  C.  S. 

(Deceased  5-29-54) 

Jenkins,  Harry  J. 

1113  Redick  Tower 
Jensen,  Werner  P. 

1420  Medical  Arts  Bldg. 
Johnson,  A.  C. 

326  Medical  Arts  Bldg. 
Johnson,  George  N. 

3569  Leavenworth 
Johnson,  Herman  F. 

831  Medical  Arts  Bldg. 
Johnson,  J.  A. 

602  Omaha  L.  & B. 
Johnson,  Richard  N. 

4803  South  24th  St. 
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Jones,  Wesley  B. 

2715  North  24th  St. 

Jones,  R.  Lester 
105  South  49th  St. 

Judd,  J.  H. 

1020  Medical  Arts  Bldg. 
Kadavy,  G.  J. 

2703  South  16th  St. 

Kalin,  John  A. 

2204  Military  Ave. 
Kammandel,  Henry 

307  Medical  Arts  Bldg. 
Keegan,  J.  Jay 

924  Medical  Arts  Bldg. 

Kelley,  J.  Whitney 

1104  City  Natl.  Bank  Bldg. 
Kelley,  Wm.  E. 

1104  City  Natl.  Bank  Bldg. 
Kelly,  James  F. 

816  Medical  Arts  Bldg. 

Kelly,  James  F.,  Jr. 

816  Medical  Arts  Bldg. 

Kemp,  Wm.  T. 

2828  North  16th  St. 

Kennedy,  H.  B. 

Insurance  Bldg. 

Kennedy,  John  C. 

1407  Medical  Arts  Bldg. 
Kenney,  B.  V. 

(Deceased  10-18-54) 

Kirk,  E.  J. 

434  Aquila  Court 
Klabenes,  Frank  J. 

1020  Medical  Arts  Bldg. 
Kleitseh,  Wm.  P. 

V.  A.  Hospital 
Kleyla,  John  R. 

712  Medical  Arts  Bldg. 

Korth,  Z.  N. 

1319  Medical  Arts  Bldg. 
Kovar,  W.  R. 

1120  Medical  Arts  Bldg. 
Kovarik,  James  R. 

3568  Dodge  St. 

Kroupa,  W.  E. 

3568  Dodge  St. 

Kulesh,  Morton  H. 

Council  Bluffs,  Iowa 
Ladwig,  Harold  A. 

St.  Josephs  Hospital 
Langdon,  Edward 

1414  Medical  Arts  Bldg. 
Latenser,  John 

1429  Medical  Arts  Bldg. 

Lee,  Leroy  W. 

1436  Medical  Arts  Bldg. 
Lehnhoff,  Henry  J. 

607  Medical  Arts  Bldg. 
Lempka,  Arnold  W. 

502  Medical  Arts  Bldg. 
Lennox,  G.  B. 

2527  Patrick  St. 

Levine,  Victor  E. 

Creighton  University 
Lewis,  Raymond  G. 

5015  Dodge  St. 

Lipp,  Frank  E. 

830  City  Natl.  Bank  Bldg. 
Lombardo,  Anthony  J. 

401  Aquila  Court 
Long,  Robert  S. 

826  Medical  Arts  Bldg. 

Longo,  Charles  A. 

2225  Jefferson, 

Bellevue,  Nebr. 

Longo,  Joseph  A. 

714-19  W.O.W.  Bldg. 

Loomis,  George  W. 

607  Medical  Arts  Bldg. 
Lovely,  Frank  T. 

1229  First  Natl.  Bank  Bldg. 
Lovgren,  Robert  E. 

536  Medical  Arts  Bldg. 

Lucas,  J.  F. 

815  W.O.W.  Bldg. 

Luikart,  Ralph  H. 

708  Medical  Arts  Bldg. 
Lyman,  E.  D. 

City  Health  Department 
1201  South  42nd  St. 
MacHaffie.  R.  A. 

V.A.  Hospital  (Lancaster  Co.) 
MacQuiddy,  E.  L. 

478  Aquila  Court 
MacQuiddy,  E.  L.,  Jr. 

478  Aquila  Court 
Mad-en,  C.  C. 

6104%  Military  Ave. 

Magiera,  Stephen  L. 

525  City  Natl.  Bank  Bldg. 
Malashock,  Edward  M. 

1436  Medical  Arts  Bldg. 
Mangimelli,  Samuel  T. 

712  Barker  Bldg. 


Margolin,  J.  Milton 

902  Medical  Arts  Bldg. 
Margolin,  Morris  (Life) 

902  Medical  Arts  Bldg. 
Marsh,  Charles  L. 

Valley,  Nebr. 

Martin,  James  W. 

1420  Medical  Arts  Bldg. 
Martin,  Paul  J. 

1614  Medical  Arts  Bldg. 
Mauer,  R.  T. 

1520  Medical  Arts  Bldg. 
Mayo,  Philip  W. 

Greenville,  Penn. 

McArdle,  G.  Prentiss 
1216  Medical  Arts  Bldg. 
McAvin,  J.  S. 

Lutheran  Hospital 
McCarthy,  Harry  H. 

326  Medical  Arts  Bldg. 
McCarthy,  J.  D. 

1036  Medical  Arts  Bldg. 
McCleneghan,  Sam  (Life) 

615  City  Natl.  Bank  Bldg. 
McCormick,  Keith  M. 

830  City  National  Bank  B1 
McDermott,  Arnold 
712  Medical  Arts  Bldg. 
McFadden,  Harry  W.,  Jr. 
University  of  Nebr., 

College  of  Medicine 
McGee,  Harry  E. 

1126  City  Natl.  Bank  Bldg. 
McGee,  J.  W. 

430  Aquila  Court 
McGee,  Millard  Blair 
305  South  38th  St. 
McGoogan,  Leon  S. 

3568  Dodge  St. 

McGuire,  L.  D. 

326  Medical  Arts  Bldg. 
McLaughlin,  C.  W.,  Jr. 

413  Medical  Arts  Bldg. 
McMartin,  Charles  (Life) 
(Deceased  9-14-54) 
McMartin,  W.  J. 

611  City  Natl.  Bank  Bldg. 
McMillan,  Aaron  M. 

2854  Wirt  St. 

McMurtrey,  George  B. 

304  City  Natl.  Bank  Bldg. 
McNamara,  J.  W. 

622  City  National  Bank  B1 
McWhorter,  Clarence 
3853  North  65th  Ave. 
Melcher,  Wm.  H. 

4826  South  25th  St. 

Mercer,  Nelson  S. 

2506  Dodge  St. 

Milam,  Denver  F. 

Charleston,  West  Virginia 
Miller,  Daniel  M. 

830  City  Natl.  Bank  Bldg. 
Millett,  Clinton  C. 

3610  Dodge  St. 

Mnuk,  Frank  J. 

3374  South  13th  St. 
Montgomery,  E.  C. 

1620  Medical  Arts  Bldg. 
Moody,  W.  B. 

530  Medical  Arts  Bldg. 
Moon,  C.  F. 

1607  Medical  Arts  Bldg. 
Moon,  Louis  E. 

1326  Medical  Arts  Bldg. 
Moore,  Clyde 

319  Medical  Arts  Bldg. 
Moore,  Ralph  C. 

Methodist  Hospital 
Moragues,  Vincent 
Creighton  University 
Morris,  Haskell 

530  Medical  Arts  Bldg. 
Morrison,  Wm.  Howard 
1500  Medical  Arts  Bldg. 
Morrow,  Paul  N. 

3610  Dodge  St. 

Moser,  R.  A. 

1407  Medical  Arts  Bldg. 
Muehlig,  G.  Kenneth 
7805  Pine  St. 

Muehlig,  W.  A. 

636  Medical  Arts  Bldg. 
Murphy,  Albert  V. 

1614  Medlical  Arts  Bldg. 
Murphy,  Charles  M. 

5701  Military  Ave. 

Murphy.  J.  Harry 

915  Medical  Arts  Bldg. 
Murphy,  Robert  E. 

(Service) 

Murray,  F.  J. 

63rd  and  Maple  St. 


Murray,  Robert  G. 

Benson  Medical  Center 
Muskin,  Nathan 

617  Medical  Arts  Bldg. 
Neis,  Delbert  D. 

1420  Medical  Arts  Bldg. 
Neligh,  Rosalie  B. 

Woodmen  Circle, 

33rd  and  Faraam 
Nelson,  Floyd  C. 

2734  North  61st  St. 

Nemee,  C.  J.  (Life) 

629  City  Natl.  Bank  Bldg. 
Nemec,  Edward  C. 

629  City  Natl.  Bank  Bldg. 
Neu,  Harold  N. 

324  City  Natl.  Bank  Bldg. 
Nickum,  Oliver  C. 

721  Medical  Arts  Bldg. 
Niehaus,  Friedrich  W. 

1622  Medical  Arts  Bldg. 
Nilsson,  Donald  C. 

115  North  40th  St. 

Nilsson,  John  Fred 
612  Omaha  L.  & B. 

:.  Nolan,  W.  J. 

203  Baldridge  Bldg. 

Novak,  W.  F. 

711  Medical  Arts  Bldg. 
Oberst,  Byron  B. 

304  South  42nd  St. 
Offerman,  A.  J. 

4805%  South  24th  St. 
O’Halloran,  J.  P. 

3610  Dodge  St. 

O ’Hearn,  J.  J. 

4811%  South  24th  St. 
Olson,  Leland  J. 

1418  Medical  Arts  Bldg. 
O’Neil,  Gerald  C. 

3610  Dodge  St. 

O’Neil,  James  J. 

211  Medical  Arts  Bldg. 
Owens,  C.  A.,  Jr.  (Life) 
Santa  Monica,  Calif. 
Pantano,  Anthony  R. 

714  W.O.W.  Bldg. 
Pederson,  Earl  S. 

3610  Dodge  St. 

Pepper,  M.  L. 

1515  Medical  Arts  Bldg. 
Pinne,  George  F. 

453  Aquila  Court 
Placek,  Louis  T. 

425  Aquila  Court 
Pleiss,  Joseph  A. 

716  Medical  Arts  Bldg. 
Potter,  Stanley  E. 

527  Medical  Arts  Bldg. 
Pratt,  Peyton  T. 

528  Medical  Arts  Bldg. 
Pruner,  A.  C. 

402  Medical  Arts  Bldg. 
Quigley,  D.  T.  (Life) 

721  Medical  Arts  Bldg. 
Quigley,  W.  H. 

636  Medical  Arts  Bldg. 
Ranee,  W.  T. 

730  City  Natl.  Bank  Bldg. 
Rasgorshek,  R.  H. 

425  Aquila  Court 
Rasmussen,  John  A. 

527  Medical  Arts  Bldg. 
Read,  Paul  S. 

2415  Fort  St. 

Redgwick,  J.  P. 

1530  Medical  Arts  Bldg. 
Reedy,  Wm.  J. 

324  City  Natl.  Bank  Bldg. 
Rees,  Barney  B. 

1120  Medical  Arts  Bldg. 
Reichstadt,  Paul  F. 

2828  North  16th  St. 

Riley,  B.  M. 

(Deceased  (4-21-54) 

Ring,  Floyd  O. 

237  Aquila  Court 
Robertson,  G.  E. 

308  South  39th  St. 

Root,  Charles  M. 

3610  Dodge  St. 

Rouse,  James  W. 

1314  Medical  Arts  Bldg. 
Rubnitz,  A.  S. 

732  Medical  Arts  Bldg. 
Ruch,  R.  O. 

912  Medical  Arts  Bldg. 
Rumbolz,  Wm.  L. 

1607  Medical  Arts  Bldg. 
Russum,  B.  C. 

816  Medical  Arts  Bldg. 
Ryder,  James  E. 

2321  M St. 


Sachs,  Adolph 

527  City  Natl.  Bank  Bldg. 
Sage,  Earl  C. 

1234  Medical  Arts  Bldg. 
Salsburg,  H.  E. 

2534  Jackson 
Bellevue,  Nebr. 

(Madison  Six  Co.) 

Schenken,  John  R. 

Methodist  Hospital 
Schmitz,  W.  H. 

611  City  Natl.  Bank  Bldg. 
Schreiner,  Gilbert  C. 

125  North  38th  St. 

Schrock,  R.  D. 

831  Medical  Arts  Bldg. 
Schwertly,  F.  J. 

614  Barker  Bldg. 

Scott,  Nathaniel  C. 

304  City  Natl.  Bank  Bldg. 
Severin,  Mathew  J. 

2311  K Street 
Shearer,  W.  L. 

1226  Medical  Arts  Bldg. 
Sher,  Philip 

424  Brandeis  Theatre 
Shramek,  C.  J. 

511  Redick  Tower 
Shramek,  J.  M.  (Life) 
Savanna,  Illinois 
Simanek,  George  F.  (Life) 
Colorado  Springs,  Colo. 
Simmons,  E.  E. 

826  Medical  Arts  Bldg. 
Simonds,  Francis  L. 

1216  Medical  Arts  Bldg. 
Simons,  Milton 

Lutheran  Hospital 
Simpson,  J.  E.  (Life) 

1229  Fir=t  Natl.  Bank  Bldg. 
Skoog-Smith,  Anton 
Clarkson  Hospital 
Slunicko,  Jules  A. 

316  Exchange  Bldg., 

South  Omaha 
Slutzky,  Ben 

Creighton  University 
Smith,  Edward  J. 

443  Aquila  Court 
Smith,  Richard  Dale 
1618  Medical  Arts  Bldg 
Smith,  Thomas  T. 

211  Medical  Arts  Bldg 
Sobota,  Jos.  E. 

3019  Ames  St. 

Solomon,  W.  W. 

3024  North  24th  St. 

Srb,  Adolph  F. 

1719  South  16th  St. 
Staubitz,  Herbert  F. 

406  Aquila  Court 
Stearns,  R.  J. 

620  Omaha  L.  & B. 
Steinberg,  A.  A. 

536  Kilpatrick  Bldg. 
Steinberg,  M.  M. 

830  City  Natl.  Bank  Bldg 
Stoner,  Maurice  E. 

628  Medical  Arts  Bldg. 
Strickland,  W.  R. 

514  Omaha  L.  & B. 

Sucha,  W.  L. 

4017  Page  St. 

Sullivan,  H.  T. 

1036  Redick  Tower 
Swab,  C.  M. 

1316  Medical  Arts  Bldg. 
Swab,  Elizabeth  M. 

1316  Medical  Arts  Bldg. 
Swenson,  Samuel  A.,  Jr. 

1234  Medical  Arts  Bldg. 
Swenson,  S.  A.,  Sr. 

1234  Medical  Arts  Bldg. 
Swoboda,  Jos.  P. 

4824%  South  24th  St. 
Tamisiea,  John  A. 

718  Barker  Bldg. 

Tanner,  John  W. 

8712  Pacific 
Taylor,  W.  H.  (Life) 

3809  Cuming  St. 

Taylor,  Willis  H.,  Jr. 

3807  Cuming  St. 

Therien,  R.  C. 

9658  North  30th  St. 

Thomas,  John  Martin 
125  North  38th  St. 
Thompson,  C.  Q. 

1530  Medical  Arts  Bldg. 
Thompson,  Dorothy  H. 
Methodist  Hospital 
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Thompson,  Lynn  W'. 

1512  South  60th  St. 
Thompson,  Warren  Y. 

1530  Medical  Arts  Bldg. 
Tollman,  J.  P. 

Dean,  Univ.  of  Nebraska 
College  of  Medicine 
Tomlinson,  C.  C.  (Life) 

1520  Medical  Arts  Bldg. 
Tompkins,  Chas.  A. 

304  South  42nd  St. 
Trimble,  C.  R. 

4505  North  40th  St. 
Truhlsen,  Stanley  M. 

1500  Medical  Arts  Bldg. 
Tyson,  John  J. 

Durham,  North  Carolina 


LANCASTER 

LINCOLN— 

Adams,  R.  B. 

2972  “O”  St. 

Ahrens,  H .G. 

1036  Stuart  Bldg. 

Albin,  W.  L.  (Life) 

4621  South  St. 

Alcorn,  F.  A. 

2201  South  11th  St. 

Andrews,  Clayton  F. 

641  Stuart  Bldg. 

Angle,  E.  E. 

903  Sharp  Bldg. 

Arnholt,  M.  F. 

3421  “O”  St. 

Arnold,  C.  H. 

915  Trust  Bldg. 

Bancroft,  Paul  M. 

1431  South  33rd  St. 

Barkey,  V.  S. 

6320  Havelock  Ave. 

Bartels,  W.  W. 

1000  South  13th  St. 

Barthell,  John  H. 

918  Sharp  Bldg. 

Becker,  W'.  C. 

826  Sharp  Bldg. 

Bitner,  Mary  S. 

State  Capitol 
(Platte  County) 

Black,  Paul 

929  Stuart  Bldg. 

Blattspieler,  Lucien  H. 

Worthington,  Minn. 

Blum,  Henry 
Room  2, 

Nebr.  Theatre  Bldg. 

Bowman,  D.  J.  (Life) 

3635  Mohawk 
Brolsma,  M.  P. 

302  Woodman  Accident  Bldg. 
Brooks,  E.  B. 

939  Stuart  Bldg. 

Brown,  John  A. 

412  Lincoln  Lib.  Life  Bldg. 
Brown,  Schuyler  P. 

V.A.  Hospital 
Bruskewitz,  Harold  W. 

Elgin,  Illinois 
Bryngelson,  Jared  L. 

5627  Sunrise  Rd. 
(Omaha-Douglas) 

Burby,  John  J. 

901  South  48th  St. 

Campbell,  W.  A. 

1321  Sharp  Bldg. 

Carveth,  W.  W. 

626  Sharp  Bldg. 

Cherry,  L.  D. 

921  Stuart  Bldg. 

Churchill,  I.  W. 

1945  “A”  St. 

Clothier,  John  G. 

Yets  Adm., 

12th  and  “O”  St. 

Cole,  Frank 
2430  Lake  St. 

Coleman,  F.  D. 

925  Stuart  Bldg. 

Covey,  George  W. 

805  Sharp  Bldg. 

Curry,  John  R. 

943  Stuart  Bldg. 

Davies,  L.  T. 

816  Sharp  Bldg. 


VaVerka,  James  W. 

219  Medical  Arts  Bldg. 
Vetter,  J.  G. 

721  W.O.W.  Bldg. 
Vickery,  Austin  L.,  Jr. 
4922  Chicago  St. 
(Service) 

Vickery,  Robert  D. 

237  Aquila  Court 
Vroman,  Donald  C. 

3568  Dodge  St. 

Walsh,  E.  M. 

1412  Medical  Arts  Bldg. 
Walvoord,  Carl  A. 

4134  Grand  Ave. 

Waters,  C.  H.  (Life) 

832  Fairacres  Road 


Waters,  Chester  H.,  Jr. 

831  Medical  Arts  Bldg. 
Watke,  F.  M.  (Life) 

4937  Woolworth 
Whitcomb,  Glenn  D. 

926  Medical  Arts  Bldg. 
Wigton,  Robert  S. 

105  South  49th  St. 
Williams,  Perry  T. 

4506  Cuming  St. 
Williams,  Russell  R.,  Jr. 

443  Aquila  Court 
Wilson,  Carlyle  E.,  Jr. 

1234  Medical  Arts  Bldg. 
Wilson,  Donald  J. 

1113  Medical  Arts  Bldg. 


SECOND  DISTRICT 

W.  C.  KENNER,  Councilor 


Dean,  G.  W. 

817  South  27th  St. 

Deppen,  E.  N. 

526  Trust  Bldg. 

Ehrlich,  Robert  W. 

816  Sharp  Bldg. 

Elliott,  C.  K. 

949  Stuart  Bldg. 

Emerson,  Clarence 
1700  South  24th  St. 
Fahnestock,  C.  L. 

1812  South  26th  St. 

Ferciot,  C.  F. 

1000  South  13th  St. 

Fijan,  Kenneth  J. 

1037  Stuart  Bldg. 

Finkle,  B.  A. 

1419  Sharp  Bldg. 

Finney,  L.  E. 

323  South  14th  St. 

Flanagan,  M.  L. 

5515  South  St. 

Flansburg,  H.  E. 

502  Bankers  Life  Bldg. 
Frazer,  M.  D. 

1037  Stuart  Bldg. 

Fuenning,  S.  I. 

317  North  18th  St. 
Furgason,  A.  P.  (Life) 

3710  Folson  St. 
Garlinghouse,  R.  E. 

723  Sharp  Bldg. 

Garlinghou  e,  R.  O. 

921  Stuart  Bldg. 

Getscher,  Phillip  E. 

306  Sharp  Bldg. 

Gibson,  L.  V. 

915  Trust  Bldg. 

Gilbert,  Louis  W. 

1016  Sharp  Bldg. 

Goetowski,  Paul 

1000  South  13th  St. 

Gogela,  Louis  J. 

1318  Sharp  Bldg. 

Googe,  James  T. 

City-Co.  Health  Dept. 
Gordon,  John  R. 

V.A.  Hospital 
Grant,  Robert  S. 

1431  South  33rd  St. 
Hancock,  E.  W. 

(Deceased  7-26-54) 

Hanigan,  J.  J. 

Hallam,  Nebraska 
Hansen,  Hodson  A. 

820  Sharp  Bldg. 

Harms,  C.  W. 

Rm.  401,  116  South  15th  St. 
Harrington,  A.  E. 

914  Stuart  Bldg. 

Harvey,  Harold  E. 

Kansas  City,  Mo. 

Harvey,  H.  E. 

723  Sharp  Bldg. 

Hasty,  Robert  C. 

V.A.  Hospital 
Hathaway,  F.  H. 

308  First  Natl.  Bank  Bldg. 
Heidrick,  Paul  J. 

857  Stuart  Bldg. 

Hervert,  J.  Wm. 

641  Stuart  Bldg. 

Hickman,  C.  C. 

1018  South  16th,  Apt.  3 
Hillyer.  R.  A. 

800  South  13th  St. 

Hilton,  Hiram  D. 

1037  Stuart  Bldg. 


Hobbs,  E.  T. 

6530  Holdrege  St. 

Hohlen,  K.  S.  J. 

914  Federal  Sec.  Bldg. 
Hompes,  J.  J. 

(Deceased  11-16-54) 

Horn,  Harold  R. 

1036  Stuart  Bldg. 

Hummel,  R.  O.  (Life) 

2435  Bradfield  Drive 
Johnson,  H.  H. 

1101  Federal  Sec.  Bldg. 
Larson,  George  E. 

1127  Sharp  Bldg. 

Lewis,  G.  E. 

315  Sharp  Bldg. 

Lewis,  L.  G.  H. 

943  Stuart  Bldg. 

Loudon,  John  R. 

1110  Sharp  Bldg. 

Loveland,  Grace 
909  Sharp  Bldg. 

Lyman,  R.  A.  (Life) 

1649  South  21st  St. 

Marx,  L.  E. 

901  Federal  Sec.  Bldg. 
Marx,  Paul  D. 

901  Federal  Sec.  Bldg. 
Matheny,  Z.  E.  (Life) 

504  Barkley 
Matson,  Guy  M. 

2730  North  48th  St. 
Maxwell,  Paul  J. 

307  South  16th  St. 
McCarthy,  T.  F. 

5 Nebr.  Theatre  Bldg. 
McGinnis,  Kenneth  T. 

1036  Stuart  Bldg. 

McGreer,  John  T.,  Jr. 

924  Sharp  Bldg. 

McLeay,  H.  L. 

State  Hospital 
Miller,  Harold  B. 

3910  South  40th  St. 

Miller,  N.  R. 

914  Federal  Sec.  Bldg. 
Miller,  S.  D. 

5515  South  St. 

Misko,  G.  H. 

308  First  Natl.  Bank  Bldg. 
Mitchell,  Howard  E. 

2300  South  13th  St. 
Morgan,  Harold  S. 

935  Stuart  Bldg. 

Morton,  H.  B. 

1037  Stuart  Bldg. 

Mueller,  R.  F. 

626  Sharp  Bldg. 

Munger,  A.  D. 

1016  Sharp  Bldg. 

Munger,  Horace  V. 

1016  Sharp  Bldg. 

Munger,  I.  C. 

3350  Grimsby  Lane 
Neely,  J.  Marshall 
924  Sharp  Bldg. 

Neely,  Orvis  A. 

924  Sharp  Bldg. 

Olney,  R.  C. 

901  South  48th  St. 

Orr,  H.  W.  (Life) 

2300  South  13th  St. 

Owen,  L.  J. 

957  Stuart  Bldg. 

Palmer,  Janet  Forbes 
1027  Sharp  Bldg. 

Parrillo,  Orest  J. 

V.A.  Hospital 


Wittson,  Cecil  L. 

Univ.  of  Nebraska, 
College  of  Medicine 
Wright,  W.  D. 

652  North  66th  St. 
Wyrens,  Raymond  J. 

5015  Dodge  St. 

Young,  G.  Alexander 
105  South  49th  St. 
Young,  George  A.,  Jr. 

1436  Medical  Arts  Bldg. 
Zukaitis,  R.  R. 

7836  Mechanic  St. 
Ralston,  Nebr. 

(Service) 


Paulson,  H.  O. 

508  Sharp  Bldg. 
Peterson,  J.  C. 

702  Sharp  Bldg. 
Peterson,  Paul  L. 

702  Sharp  Bldg. 

Pfeifer,  LaVem  F. 

903  Sharp  Bldg. 

Place,  George  E. 

4825  St.  Paul  St. 
Podlesak,  J.  I. 

612-614  Trust  Bldg. 
Purvis,  Donald  F. 

800  South  13th  St. 
Rausten,  David  S. 

4723  Prescott  St. 

Reed,  E.  B. 

1037  Stuart  Bldg. 

Reese,  S.  O. 

816  Sharp  Bldg. 

Rider,  Larry  D. 

Wichita,  Kansas 
Ritter,  J erome 

800  South  13th  St. 
Rogers,  E.  A. 

3913  Sheridan  Blvd. 
(Saunders  Co.) 

Rogers  F.  L. 

(Deceased  11-30-54) 
Rogers,  John  W. 

6125  Havelock  Ave. 
Rose.  Forrest  I. 

1203  Sharp  Bldg. 

Rose,  Kenneth  D. 

(Service) 

Rowe,  E.  W. 

1037  Stuart  Bldg. 

Royal,  P.  A. 

5515  South  St. 

Ryer-on,  Edwin  R. 

2010  South  19th  St. 
Sanderson,  D.  D. 

914  Stuart  Bldg. 
Shaffer,  Harry  D. 

724  Sharp  Bldg. 

Sharrar,  Lynn  E. 

719  Sharp  Bldg. 

Smith,  A.  L. 

1001  Federal  Sec.  Bldg. 
Smith,  A.  L.,  Jr. 

1001  Federal  Sec.  Bldg. 
Smith,  Russell  T. 

4834  Bancroft 
Spieler,  F.  B. 

1037  Stuart  Bldg. 
Spradling,  F.  L. 

State  Hospital 
Stafford,  G.  E. 

800  South  13th  St. 
Stapleton,  H.  B. 

Hickman,  Nebr. 

Stein,  Robert  J. 

430  Stuart  Bldg. 
Steinman,  John  F. 

620  Sharp  Bldg. 
Stemper,  Jack  M. 

Student  Health  Center 
University  of  Nebr. 
Stewart,  Frank  A. 

1667  South  St. 

Stika,  Edward  A. 

1036  Stuart  Bldg. 

Stone,  Frank  P. 

2300  South  13th  St. 
Stover,  Lee 

800  South  13th  St. 
Strader,  R.  M. 

430  Stuart  Bldg. 
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Taborsky,  A.  F. 

324  First  Natl.  Bank  Bldg. 
Tanner,  Frank  H. 

2929  South  29th  St. 

Taylor,  Bowen  E. 

1037  Stuart  Bldg. 

Taylor,  H.  A. 

4728  St.  Paul  St. 

Taylor,  J.  D. 

4728  St.  Paul  St. 

Teal,  F.  F.  (Life) 

910  Sharp  Bldg. 

Teal,  Fritz 

2300  South  13th  St. 
Thierstein,  Samuel  T. 

1301  Sharp  Bldg. 

Thomas,  R.  L. 

601-605  Stuart  Bldg. 
Thompson,  J.  C. 

307  South  16th  St. 

Thomson,  J.  E.  M. 

1000  South  13th  St. 
Thorough,  Paul  H. 

824  Sharp  Bldg. 

Underwood,  G.  R. 

233  South  10th  St. 


Walker,  G.  H. 

412  Lincoln  Lib.  Life  Bldg. 
Wallace,  Hobart  E. 

(Service) 

Walske,  Benedict  R. 

V.A.  Hospital 
Warner,  Ruth 
909  Stuart  Bldg. 

Webb,  A.  H. 

1614  “N”  St. 

Webster,  F.  S. 

1000  South  13th  St. 

Wegner,  E.  S. 

724  Sharp  Bldg. 

Welch,  J.  S. 

1037  Stuart  Bldg. 

Wendt,  Bernard  F. 

315  First  Natl.  Bank  Bldg. 
Whitham,  Roy  H. 

(Deceased  4-7-54) 

Whitlock,  H.  H. 

805  Sharp  Bldg. 

Wiedman,  E.  V. 

315  First  Natl.  Bank  Bldg. 


Williams,  J.  B.  (Life) 
601  Metropolitan  Apt. 
Wilson,  Nat  J. 

V.A.  Hospital 
W'olters,  S.  L. 

Ontario,  Calif. 

Wood,  Maynard  A. 

1037  Stuart  Bldg. 
Woodward,  J.  M. 

910  Sharp  Bldg. 

W right,  F.  T. 

State  Hospital 
Youngman,  R.  A. 

1037  Stuart 

CASS 

AVOCA 
Brendel,  J.  W. 

ELMWOOD 
Liston,  Howard  E. 

Memphis,  Tenn. 
Liston,  O.  E. 

LOUISVILLE 
Worthman,  H.  W. 

MURRAY 
Tyson,  R.  W. 


Wiedman,  J.  G. 

315  First  Natl.  Bank  Bldg. 


NEHAWKA 
Andersen,  R.  R. 

PLATTSMOUTH 
Brendel,  R.  F. 

Dietz,  Robert  J. 

Pucelik,  L.  S. 

WEEPING  WATER 
Kunkel,  L.  N. 

OTOE 

NEBRASKA  CITY 
Bonebrake,  A.  H. 
Burbridge,  Glen  E. 
Edmonds,  William  (Life) 
Fenstermacher,  R.  C. 
Gilligan,  J.  P. 

Kenner,  W.  C. 

MacVean,  M.  M.  (Life) 
Ramacciotti,  W.  S. 
Stonecypher,  D.  D. 
Weekes,  T.  L. 

SYRACUSE 
Formanack,  C.  J. 

Gately,  H.  S. 

Williams,  C.  R. 


THIRD  DISTRICT 

HARVEY  RUNTY,  Councilor 


GAGE 

ADAMS— 

Waggener,  J.  T. 

BEATRICE— 

Branson,  V.  L ,. 

Brott,  Clarence  R. 

Brown,  H.  R. 

Brown,  R. 

Bryant,  A.  R. 

Clyne,  John  C. 

Elias,  H.  F. 

Hepperlen,  H.  M.,  Jr. 
Jensen,  Raymond  W. 
McCleery,  D.  P. 

McGirr,  J.  I.  (Life) 

(No.  Little  Rock,  Ark.) 
Noble,  R.  C. 

Penner,  Donald  H. 
Penner,  Elmer  L. 

(Service) 

Penner,  H.  G. 


Rathbun.  Sanford  M. 
Taylor,  R.  W. 
Waddell,  J.  C. 
Waddell,  W.  W. 
Wildhaber,  J.  B. 
(Service) 

Wildhaber,  Wm.  T. 

LIBERTY— 

Bachle,  E.  P.  (Life) 
(Deceased  10-8-54) 
ODELL— 

Rice,  C.  E. 

WYMORE— 

Nelson,  J.  C. 

Sutton,  David  K. 
Thomas,  C.  W. 

PAWNEE 

PAWNEE  CITY— 

Anderson,  A.  B.,  Jr. 
Stewart,  H.  C. 


NEMAHA 

AUBURN— 

Cline,  Edgar 
Irvin,  I.  W. 

Krampert,  F.  L. 

Scott,  Paul  M. 

Thompson,  John  R. 
Tushla,  F.  M. 

PERU— 

Wiggins,  G.  E. 

RICHARDSON 

DAWSON— 

Ulmer,  Walter  P. 

FALLS  CITY— 

Brennan,  Louis  V. 
Cowan,  S.  D. 

Crook,  Guy  H. 


Gillispie,  J.  C. 

Glenn,  W.  V. 

Hustead,  C.  L. 

Ketter,  W.  D. 
Lennemann,  Ernest 
Shepherd,  Wm. 

HUMBOLDT— 

Heim,  H.  S. 
Stappenbeck,  A.  P. 

SHUBERT— 

Shook,  W.  E. 

JOHNSON 

TECUMSEH — 

Chadek,  Leonard  J. 
Lanspa,  J.  A. 


FOURTH  DISTRICT 

WALTER  BENTHACK,  Councilor 


MADISON 

(Madison  Six  County) 
BATTLE  CREEK— 
Rudloff,  F.  X. 

MADISON— 

Gamer,  F.  L. 

NEWMAN  GROVE— 
Carlson,  Emery  W. 

NORFOLK— 

Brauer,  S.  H. 

Brush,  E.  L. 

Bulawa,  Francis  A. 

Carey,  Blaine  P. 

Charlton,  George  E. 
Conwell,  G.  D. 

Farner,  B.  R. 

Hille,  C.  F. 

(Seward  Co.) 

Ingham,  Chas.  G. 

Johnson,  L.  A. 

Johnson,  R.  E. 

Salter,  George  B. 
Schwedhelm,  A.  J. 
Slaughter,  Earl  C. 
Slaughter,  Guy  P. 
Slaughter,  Pauline  K. 
Stewart,  George  J. 

Surber,  E.  G. 

Verges,  C.  J. 

Verges,  Val  C. 

TILDEN— 

Barr,  Carl  C. 

Barr,  Robert  E. 


CUMING 

(Madison  Six  County) 
WEST  POINT— 

Anderson,  A.  W. 

Bankead,  J.  H. 

Scherer,  Robert  H. 
Thompson,  I.  L. 

WISNER— 

Hansen,  Warren  D. 

PIERCE 

(Madison  Six  County) 
OSMOND— 

Maillard,  A.  E. 

PIERCE— 

Calvert,  John  H. 

Devers,  W.  I. 

PLAINVIEW— 

Johnson,  M.  A. 

Kopp,  Robert  E. 

KNOX 

(Madison  Six  County) 
CREIGHTON— 

Green,  Carl  R. 

Wright,  W.  E. 

BLOOMFIELD— 

Kohtz,  R.  H. 

NIOBRARA— 

Neil,  Stanley  Roy 

STANTON 

(Madison  Six  County) 
PILGER— 

Reid,  J.  D. 

STANTON— 

Tennant,  H.  S. 


ANTELOPE 

(Madison  Six  County) 

CLEARWATER— 

Bennie,  J.  W. 

ELGIN— 

Graham,  W.  W. 

NELIGH— 

Curtis,  E.  E. 

Harrison,  U.  S. 
McClanahan,  Frank  C.,  Jr. 
Pierson,  Kenneth 
Thomassen,  J.  P. 

ORCHARD— 

Fletcher,  D.  L. 

CEDAR 

(Five  County) 
COLERIDGE— 

Dewey,  F.  G. 

HARTINGTON— 

Dorsey,  F.  P.,  Jr. 

Kovar,  J.  D. 

Phoenix,  Arizona 
LAUREL— 

Carroll,  R.  P. 

RANDOLPH— 

Billerbeck,  Henry  J. 
Peters,  G.  E. 

DIXON 

(Five  County) 
PONCA— 

Bray,  R.  E. 

WAKEFIELD 

Coe,  C.  M. 


THURSTON 

(Five  County) 
PENDER— 

Keown,  J.  T.,  Jr. 
Muffly,  Chas.  G. 

WINNEBAGO— 

Kantor,  Lester  J. 

V.  A.  Hospital 
Kerrville,  Texas 

DAKOTA 

(Five  County) 

HOMER— 

Barber,  H.  G. 

SOUTH  SIOUX  CITY- 
Gathman,  L.  T. 

Larsen,  A.  A. 

Maher,  Louis  L. 

WAYNE 

(Five  County) 

WAYNE— 

Benthack,  Walter 
Ingham,  C.  T.  (Life) 
Alhambra,  Calif. 
(Deceased  10-27-54) 
Matson,  Roy  M. 

WINSIDE— 

Craig,  D.  O. 
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DODGE 

AMES— 

Smith,  A.  J. 

DODGE— 

Srb,  G.  J, 
FREMONT— 

Byers,  Robert  C.,  Jr. 
Deal,  E.  P. 

(Wahoo,  Nebr.) 
Fasser,  A.  O.  (Life) 
Harvey,  Andrew 
Haslam,  G.  A. 

Heine,  L.  H. 

Heine,  W.  H. 

Hill,  W.  H. 

Jakeman,  Harry  A. 
Malloy,  E.  F. 

Merrick,  A.  J. 
Morrow,  H.  H. 
Morrow,  H.  N.  (Life) 
Nelson,  Carrol  C. 
Reeder,  Grant 
Reeder,  Robert  C. 
Seiver,  Charlotte 
Van  Metre,  R.  T. 
Wengert,  D.  B. 

HOOPER— 

Simmons,  J.  R. 

SCRIBNER— 

Stehl,  C.  H.  L. 


BUTLER 

DAVID  CITY— 

Burdick,  D.  E. 

Ekeler,  Louis  J. 

RISING  CITY— 
Longacre,  O.  E.  (Life) 

SEWARD 

MILFORD— 

Frans,  James  R. 

SEWARD— 

Carr,  J.  W. 

Clarke,  H.  D. 

Hill,  W.  Ray 
Morrow,  B.  E. 

Posey,  John  W. 
Stanard,  John  T. 

STAPLEHURST— 
Herpolsheimer,  R.  W. 


SALINE 

CRETE— 

Forney,  L.  W. 

Homan,  Richard  W. 
Huber,  Paul  J. 
Stejskal,  F.  J. 

DE  WITT— 

Runty,  H.  D. 

(Gage  Co.) 
FRIEND— 
Hamilton,  F.  T. 
Zimmer,  Clarence 
WILBUR— 
Travnicek,  F.  G. 

THAYER 

ALEXANDRIA— 

Tucker,  J.  Guy 


SHERIDAN 

(Northwest  Nebraska) 
GORDON— 

Wanek,  Frank 
Wolf,  W.  K. 

RUSHVILLE— 

Crum,  H.  V. 

Hook,  R.  L. 

HAY  SPRINGS— 

Owen.  Bernard  A. 

(Box  Butte  Co.) 


FIFTH  DISTRICT 

R.  T.  VAN  METRE,  Councilor 
WASHINGTON  BOONE 


ARLINGTON— 

Block,  D.  M. 

Davies,  R.  A.  (Life) 
BLAIR— 

Goehring,  W.  E. 
Howard,  C.  D. 

Nielsen,  Morris 
Sievers,  Rudolph 

MERRICK 

CENTRAL  CITY— 
Brown,  A.  D. 

Fouts,  F.  (Life) 
Holmes,  Lee  C. 
Zikmund,  E.  T. 
(Service) 

CLARKS— 

Douglas,  R.  R. 

PALMER— 

Racines,  J.  Y. 
(Howard  County) 

COLFAX 

CLARKSON— 
Kavan,  W.  J. 
LEIGH— 

Wagner,  Lloyd  R. 

SCHUYLER— 
Kavan,  Lucian  Cyril 
Kolouch,  F.  G. 

Myers,  H.  Dey,  Jr. 


ALBION— 

Boyd,  Zane  Rex 
Fitch,  Wm.  M. 

Smith,  J.  W.  B.  (Life) 
Smith,  Roy  J. 

CEDAR  RAPIDS— 
Reeder,  W.  J. 

ST.  EDWARD— 
Harger,  John  R. 

Alliance,  Ohio 
Henderson,  Harry  C. 
(Service) 

BURT 

DECATUR— 

Williams,  Harry  G. 

LYONS— 

Hayes,  C.  B. 

OAKLAND— 
Benson,  H.  W.  (Life) 
Winter  Park,  Fla. 
Simmons,  Cecil  F. 
Tibbels,  R.  H. 

TEKAMAH— 

Allen,  J.  G. 

Lukens,  I. 

Morrow,  L. 

Sauer,  L.  E. 


SIXTH  DISTRICT 

ROBERT  HARRY,  Councilor 


SAUNDERS 

ASHLAND— 

Baer,  B.  H. 

Packer,  J.  M. 

Williams,  Martin  P. 

CERESCO— 

Noyes,  W.  W. 

MORSE  BLUFF— 
Hubenbecker,  J.  C. 

WAHOO— 

Crouse,  Murray  H. 
French,  Ivan  M. 
Hinrichs,  E.  J. 

Kent,  Donald  C. 

(Service) 

Lathrop,  M.  E. 

Los  Angeles,  Calif. 
Pestal,  Joe  (Life) 
Wallace,  Stephen  E. 
Way,  Charles 


YUTAN — 

Christensen,  Robert  H. 

YORK 

YORK— 

Anderson,  Leo 
Bell,  H.  O.  (Life) 

Bell,  James  D. 

Bell,  J.  S. 

Greenberg,  B.  N. 

Harry,  R.  E. 

Karrer,  F.  W.  (Life) 
Karrer,  Robert  E. 
Kilgore,  W'.  S. 

Root,  B A.  (Life) 
HENDERSON— 
Friesen,  H.  F. 

HAMILTON 

AURORA— 

Steenburg,  D.  B. 


SEVENTH  DISTRICT 
F.  A.  MOUNTFORD,  Councilor 

BYRON— 


Decker,  Rudolph  F. 

CARLETON— 
Douglas,  V.  D.  (Life) 

DESHLER— 

Reed,  Paul  A. 

DAVENPORT— 
Mountford,  F.  A. 

HEBRON— 

Bunting,  L.  G. 

Penry,  R.  E. 

NUCKOLLS 

NELSON— 

Ingram,  J.  E. 

SUPERIOR— 

Brown,  Byron  L. 


Mason,  C.  T. 

McMahon,  C.  G. 
Trowbridge,  J.  A.  (Life) 
Webman,  A.  I. 

FILLMORE 

GENEVA— 

Ashby,  A.  A. 

Ashby,  Chas.  F. 

Lynn,  Vincent  S. 

JEFFERSON 

FAIRBURY— 

Cassel,  R.  L. 

(Service) 

Hughes,  D.  O. 

Kantor,  D.  B. 


EIGHTH  DISTRICT 


R.  R.  BRADY,  Councilor 


BOYD 


HOLT 


(Holt  and  Northwest) 
LYNCH— 

David,  Joseph  J.,  Jr. 

Kriz,  R.  E. 


ROCK 

BASSETT— 

Panzer,  H.  J. 

Stoez,  Paul  A. 


ATKINSON— 

McKee,  N.  P. 
Ramsey,  James  E. 

O’NEILL— 

Brown,  J.  P. 
Finley,  W.  F. 
French,  O.  W. 
Langdon,  Robert 
Wilson,  Rex  W. 


PLATTE 

COLUMBUS— 
Allenburger,  C.  A.  (Life) 
Anderson,  R.  C. 

Brillhart,  E.  G. 

Campbell,  C.  H.  (Life) 
Deyke,  Vern  F. 

Heiser,  E.  N. 

Johnson,  F.  G. 

Koebbe,  E.  E. 

Kuper,  H.  D. 

Lemke,  Theo.  John,  Jr. 
McGowan,  P.  H. 

Medlar,  Clyde  A. 

Meyer,  J.  E. 

Miller,  W.  R. 

Neumarker,  W.  R.  (Life) 
HUMPHREY— 

Klaas,  R.  E. 

PLATTE  CENTER— 
Slavck,  Ed  R. 

NANCE 

FULLERTON— 

Maly,  James  C. 

GENOA— 

Dalton,  Kenneth  R. 

Davis,  Homer  (Life) 
Hartsaw,  John  E. 
Williams,  C.  D. 


Steenburg,  E.  A. 
Steenburg,  E.  K. 
Woodard,  J.  M. 

GILTNER— 
Marvel,  P.  O. 

HAMPTON— 
Troester,  O.  M. 


POLK 

OSCEOLA— 
Eklund,  H.  S. 

SHELBY— 

Delfs,  Richard  C. 
Centerville,  Calif. 
(Service) 

Daum,  Harold  F. 

STROMSBURG— 
Anderson,  C.  L. 


Kenney,  K.  J. 

Luce,  R.  P. 

Lynch,  George  M. 

( Service) 

Lynch,  J.  H. 

Yoachim,  W.  P. 

CLAY 

EDGAR— 

Berrick,  Wm.  H. 

SUTTON— 

Nuss,  H.  V. 

DENVER,  COLO.— 

Nutzman,  C.  L. 

1042  Locust 


BROWN 

AINSWORTH— 

Brady,  R.  R. 

Lear,  W.  D. 
Shiffermiller,  Floyd 

CHERRY 

VALENTINE— 

Deakin,  Thos.  W. 
Farner,  John 
Johnson,  Wilbur  Ed 
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HALL 

CAIRO— 

Harb.  Fred 

GRAND  ISLAND— 

Anderson,  H.  C. 

Anderson,  John  S. 
Arrasmith,  W.  J. 

Bosley,  Warren  G. 

Brugh,  E.  A. 

Buchanan,  Rea 
Campbell,  John  F. 

DeMay,  Richard  F. 
Easley,  John  H. 
Farnsworth,  Earle  (Life) 
Santa  Barbara,  Calif. 
Geer,  Robert  R. 

Gilloon,  A.  G. 

Graupner,  G.  W. 

Holland,  Robert  E. 
Holman,  James 
Racine,  Wisconsin 
Hombach,  W.  H. 
Hombach,  W.  H.,  Jr. 
(Service) 

House,  Robert  M. 

Imes.  Loren  E. 

Johnson,  Earle  G. 

Koefoot,  Robert  R. 
Litchenberg,  R.  P. 
Maggiore,  Carl  H. 
McDermott,  K.  F. 
McGrath,  Chas.  Dean 
McGrath,  Wilmer  D. 
McGrath,  Wm.  M. 
Mongeau,  D.  C. 

Nabity,  Stanley  F. 

Profitt,  J.  Alfred 
Ryder,  Frank  D. 

Synhorst,  A.  P. 

Watson,  Donald 
Watson,  E.  A. 

Wells,  J.  Ralston 
Woodin,  J.  G. 

Woodruff,  Bradley 
WOOD  RIVER— 

King,  F.  Ervin 


ADAMS 

HASTINGS— 

Anderson,  H.  F. 
Charlton.  George  Paul 
Davis,  Harold  L. 
DeBacker,  L.  J. 

Egen,  L.  F. 

Feese,  J.  P. 

(Life! 

Foote,  C.  M. 

Foote,  D.  B. 

Foote,  E.  C. 

Guildner,  C.  W. 
Hoffmeister.  George  F. 
Holm,  Chas.  R. 
Kingsley,  D.  W. 
Kleager.  Clyde  L. 
Kostal,  O.  A. 

Kuehn,  Gerald  A. 
Lytton,  G.  J. 

Kansas  City,  Mo. 
Mace,  John  L. 

Mclntire.  Robert 
McMillon.  John  A. 
Pinney,  George  L. 
Richard.  Warren  E. 
Shaw.  W.  L. 

Reseda,  Calif. 

Smith,  A.  A. 

Urulil,  J.  E. 

(Deceased  7-16-54) 
Weber,  C.  R. 

INGLESIDE— 

Davies,  D.  M. 

Fisher,  Albert  L. 

Minneapolis,  Minn. 
Gouldman,  Carl 
O’Donnell,  H.  J. 
Sandritter,  G.  L. 
Shelton,  S.  W. 


NINTH  DISTRICT 


B,  R.  BANCROFT,  Councilor 


BUFFALO 

ELM  CREEK— 

Laughlin,  J.  W. 
(Deceased  11-15-54) 
KEARNEY— 
Bancroft,  B.  R. 

Elliott,  Thos.  S. 

Enos,  A.  A. 

(Service) 

Hansen,  H.  C. 
Harrison.  Merle  A. 
Hayes,  O.  R. 

Jester,  R.  F. 

Johnson,  O.  D. 
Johnson,  Richard  D. 
Johnson,  Robert  O. 
Johnston,  Raymond  F. 
Johnston,  R.  S. 

Lane,  L.  D. 

Nutzman,  Wm. 

Nye,  Dan  A. 

Richards,  F.  L. 

Rose,  W.  E. 

Si  ler,  Frank  H. 

Smith,  Harold  V. 
Staley,  Sanford  O. 
Steffens,  L.  C. 

Wilcox,  M.  B. 

RAVENNA— 
Dickinson,  L.  E.,  Sr. 
Ehlers.  O.  C. 

SHELTON— 
Nordstrom,  J.  E. 
Wiltse,  C.  E. 

CUSTER 

ANSELMO— 

Spivey,  C.  D. 

ARNOLD— 

McShane.  R.  A. 

Reeves,  E.  Howard 
BROKEN  BOW— 
Blair,  R.  L. 

Bowman.  C.  L. 


Carothers,  P.  H.  J. 
Erickson,  G.  T. 
Koefoot,  Theo. 

Koefoot,  Theo.,  Jr. 
Wilcox,  C.  W. 

CALLOWAY— 
Bryson,  R.  D. 
Chaloupka,  M.  L. 
(Buffalo  Co.) 
SARGENT— 
McDaniel,  V.  S. 

DAWSON 

COZAD — 

Hranac.  Chas.  Eugene 
Sheets,  C.  H. 

Sitorius,  Rodney  A. 

EDDYVILLE— 

Kile,  J.  B. 

GOTHENBURG— 
Ayres,  M.  J. 

Harvey,  H.  M.  (Life) 
Owen,  M.  L. 

Perry,  S.  H. 

Pyle,  B.  W. 

LEXINGTON— 

Anderson,  A.  W. 
McGee,  Dean 
Norall,  V.  D. 

Olsson.  P.  Bryant 
Watson,  E.  A. 

Wycoff,  R.  S. 

OVERTON— 

Swan'on,  Robert  F. 
(Buffalo  Co.) 
Fairborn,  Ohio 

HOWARD 

ST.  PAUL— 

Arnold,  M.  O. 
Hanisch.  E.  C. 
Hanisch.  Robert 


GREELEY 

(Four  County) 
SPALDING— 

Fox,  Robert  J. 

Sullivan,  M.  M. 

WOLBACH— 

Holm  A.  H.  (Life) 
(Howard  Co.) 

VALLEY 

(Four  County) 
ARCADIA— 

Moss,  N.  H. 

NORTH  LOUP— 
Markley,  M.  E. 

ORD— 

Lynn,  Robert  J. 

Martin,  Paul  R. 

Miller,  C.  J. 

Miller,  Otis  W. 

GARFIELD 

(Four  County) 
BURWELL— 

Cram,  Roy  S. 

Zemple,  Alan  R. 

SHERMAN 

(Four  County) 
LITCHFIELD— 

Rydberg,  C.  A. 

(Custer  Co.) 

LOUP  CITY— 
Amick,  C.  G. 

(Custer  Co.) 

Bogle,  John  H. 

(Custer  Co.) 

Miller.  Burdette  L. 
(Service) 

GRANT 

HYANNIS— 

Howell,  W.  L. 

(Box  Butte  Co.) 


TENTH  DISTRICT 

F.  M.  KARRER,  Councilor 


KENESAW— 

McReynolds,  R.  K. 
Placerville,  Calif. 

FRANKLIN 

CAMPBELL— 

McNeill.  L.  S. 

FRANKLIN— 
Doering,  William 
Smith,  Hal  C.  (Life) 
(Deceased  11-2-54) 

HARLAN 

ALMA— 

Agee,  L.  G. 

Bartlett.  W.  C. 

Ekart,  Paul  I. 

Iowa  City,  Iowa 
Johnson,  F.  B.  (Life) 
(Lancaster  Co.) 

Kerr,  R.  H. 

(Deceased  5-9  54) 
ORLEANS— 

McGrew.  K.  C. 

Rider.  E.  E.  (Life) 
(Lancaster  Co.) 

WEBSTER 

GUIDE  ROCK— 

Reed,  H.  S. 

(Nuckolls  Co.) 

RED  CLOUD— 
Bennett.  Wilbur  Keith 
(Adams  Co.) 

Lull,  C.  C. 

(S.W.  Nebr.) 

Obert.  Francis 
(Adams  Co.) 


RED  WILLOW 

(Southwest  Nebr.) 
McCOOK— 

Batty,  John  L. 

DeMay,  G.  A. 

Dickinson,  L.  E..  Jr. 
Donaldson,  J.  H. 

James,  L.  D. 

Jones,  R.  T. 

Karrer,  F.  M. 

Leininger,  E.  F. 

Morgan,  D.  H. 

Morgan,  Donald  H.,  Jr. 
Shank,  F.  W. 

DUNDY 

(Southwest  Nebr.) 

BENKLEMAN— 

Morehouse,  G.  A. 

Roehrig,  Karl  F. 

CHASE 

(Southwest  Nebr.) 
IMPERIAL— 

Hoffmeister,  George  (Life) 
Smith,  Fay 
Yaw,  Elwood 
WAUNETA— 

Carlson,  C.  R. 

HITCHCOCK 

(Southwest  Nebr.) 
PALISADE— 

Hoyt,  Melvin  S. 

STRATTON— 

Haase,  D.  D. 

(Service) 

TRENTON— 

Hertz,  Harvey 
(Service) 


FRONTIER 

(Southwest  Nebr.) 
CURTIS— 

Magill,  Van  H. 

EUSTIS — 

Rosenau,  O.  P. 

(Dawson  Co.) 

KEARNEY 

MINDEN— 

Abbott.  Hodson  A. 

(Buffalo  Co.) 

Andrews,  H.  S. 

(Adams  Co.) 

Butler,  Robert  E. 

(Adams  Co.) 

Finkner,  John  R. 

(Adams  Co.) 

FURNAS 

(Southwest  Nebr.) 
CAMBRIDGE— 

Minnick,  Clarence 
Stearns,  H.  I. 

OXFORD— 

Cutshall,  Roger 
(Service) 


PHELPS 

BERTRAND— 

Streeter,  Chas.  T. 

HOLDREGE— 

Best,  Robert 
Bivens,  Wm.  S. 
Brewster,  Donald  E. 
Brewster,  F.  W. 
Jones,  Donald  W. 
McConahay,  H.  A. 
Peterson,  Theo.  A. 
Reiner,  Walter  M. 
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LINCOLN 

NORTH  PLATTE— 

Anderson,  G.  T. 
(Service) 

Anderson,  Joel  (Life) 
Callaghan,  A.  J. 
Carroll,  J.  V. 

Chick,  Nicholas 
Clarke,  H.  L. 

Dent,  T.  E. 

DeVol,  R.  A. 

Drasky,  Stanley 
Fetter,  E.  W. 

Heider,  C.  F. 

Kerkhoff,  S.  A. 

Kerr,  T.  J, 

(Deceased  9-8-54) 
Kreymborg,  O.  C. 
McDonald,  H.  A. 


SCOTTS  BLUFF 

GERING— 

Brown,  Wilbert  O. 

Gentry,  Harold  E.,  Jr. 
Gentry,  W.  J. 

Gentry,  W.  Max 
Harvey,  W.  C.,  Sr. 

Harvey,  W.  C.,  Jr. 
Schmunk,  Gerhard  T. 
Wilev,  Stuart  Paul 
MINATARE — 

Kairer,  R.  W. 

MITCHELL— 

Loeffel,  Edwin  J. 

Ohme,  Kenneth 
Watson,  C.  R. 

MORRILL— 

Prentice,  O.  D. 

SCOTTSBLUFF — 

Baker,  Ellis  E. 

Baker,  Paul  Q. 

Campbell.  Stuart  D. 

Frank,  Carl  L. 

Franklin,  W.  S. 

Gridley,  L.  J. 

Grubb?,  Loran 


ELEVENTH  DISTRICT 


C.  F.  HEIDER,  Councilor 


Niehus,  Wm.  B. 
Pinkerton,  Clifford  C. 
Raines,  Max  M. 
Redfield,  J.  B. 

Reeves,  A.  E.  (Life) 
Shaughnessy,  E.  J. 
Stevenson,  Edward 
Takenaga,  R.  T. 
Valentine,  L.  F. 
Walker,  H.  H. 
Waltemath,  G.  F. 

SUTHERLAND— 
Baker,  John  C. 
Flebbe,  Richard 
Moore,  Harlan  E. 

LOGAN 

STAPLETON— 

Carr,  E.  F.  (Life) 
(Deceased  1-29-54) 


DEUEL 

(Cheyenne,  Kimball 
and  Deuel) 

CHAPPELL— 

Baker,  Howard 
(Service) 

Rundquist,  R.  B. 

GARDEN 

(Garden-Keith-Perkins) 

LEWELLEN— 

Vesely,  Francis  V. 

OSHKOSH— 

Albee,  A.  B. 

Seng,  W.  G. 


TWELFTH  DISTRICT 


FRANK  HERHAHN,  Councilor 


Hanna,  Joe  T. 

Hayhurst,  J.  D. 

Heinke,  John  P. 
Herhahn,  Frank  T. 
Holmes,  Wm.  E. 

Hudgel,  L.  E. 

Kreig,  Jacob,  Jr. 

Lovett,  Ivan  C. 
Rasmussen,  N.  H.  (Life) 
Riddell,  Ted  E. 

Rosenau,  John  A. 
Sorenson,  C.  N. 

BOX  BUTTE 

ALLIANCE — 

Arrasmith,  W.  W. 

Broz,  J.  S. 

Burnham,  A.  G. 
Fitzgerald,  Thos.  D. 

( Omaha-Douglas ) 

Hand,  George  J. 
Johnston,  G.  F. 

Kennedy,  J.  F. 

Kuncl,  Joseph  K. 
McNulty,  Edward 
Morgan,  R.  J. 

Seng,  O.  L. 


Shannon,  Dewitt  D. 

Slagle,  C.  E.  (Life) 
Sucgang,  F.  P. 

Whitehead,  E.  I.  (Life) 
HEMINGFORD— 

Ford,  F.  Wendell 

DAWES 

(Northwest  Nebraska) 
CHADRON— 

Courshon,  A.  J. 

DeFlon,  Eric  G. 

Griot,  A.  J. 

Hoevet,  L.  H. 

Pierce,  C.  M. 

CRAWFORD— 

Bishop,  Ben 
Brown,  Roy 

CHEYENNE 

(Cheyenne,  Kimball 
and  Deuel) 
DALTON— 

Pankau,  J.  B. 

SIDNEY— 

Bitner,  C.  U. 


KEITH 

(Garden-Keith-Perkins) 

OGALLALA— 

Benner,  Robert  E. 

Eberle,  Donald 
Harvey,  E.  A. 

New  Plymouth,  Idaho 
Larson,  Sherwood  L. 

McFee,  John  L. 

Weyer,  S.  M. 

PERKINS 

(Garden-Keith-Perkins) 

GRANT— 

Bell,  F.  M. 

Colglazier,  E.  E. 

Thompson,  R.  L. 


Cook,  Hull  A. 

Dorwart,  Clinton  B. 
Federle,  Jesse  A. 

Grimm,  B.  H. 

Thayer,  James  E. 

KIMBALL 

(Cheyenne,  Kimball 
and  Deuel) 
KIMBALL— 

Burkart,  O.  G. 

Core,  Edwin  R. 

Shamberg,  Alfred  H. 

MORRILL 

BAYARD— 

Doher,  T.  L. 

Westminister,  Colo. 
Hrnicek,  Leo  A. 

(Scotts  Bluff  Co.) 
BRIDGEPORT— 
Blackstone,  H.  A. 

(Scotts  Bluff  Co.) 
Peterson,  Byron  D. 

(Scotts  Bluff  Co.) 

Post,  George  Peter 
(Scotts  Bluff  Co.) 


REPORT  SURGICAL  WOUNDS  HEAL 
SATISFACTORILY  WITHOUT  DRESSINGS 

In  certain  cases,  satisfactory  healing  of  surgical 
wounds  may  be  obtained  without  the  application  of 
postoperative  dressings,  it  was  reported  in  the 
Archives  of  Surgery,  published  by  the  American 
Medical  Association. 

“The  advantages  of  leaving  dressings  off  include 
the  opportunity  to  observe  the  wounds  more  often, 
avoidance  of  irritation  from  adhesive  tape,  econo- 
mies in  surgical  supplies  and  in  time  and  effort 
of  hospital  personnel  and  surgeons,  and  occasionally 
reduction  in  hospital  stay,”  it  was  stated  by  Drs. 
Carl  J.  Heifetz,  Frank  O.  Richards  and  Montague 
S.  Lawrence,  St.  Louis. 

The  doctors  based  their  conclusions  on  two  studies 
of  150  patients.  One  study  involved  102  patients 
in  whom  satisfactory  healing  was  obtained  without 
dressings.  In  the  second  study,  48  patients  were 
observed.  For  comparative  purposes,  they  were 
divided  into  three  groups  — those  in  whom  wounds 
were  covered  at  the  termination  of  the  operations 
by  the  customary  gauze  dressings,  those  in  whom 
wounds  were  covered  by  similar  dressings  which 
were  removed  24  hours  after  the  operations  and 
those  in  whom  wounds  were  left  without  dress- 
ings. Equal  and  satisfactory  wound  healing  occurred 
in  all  three  groups,  the  doctor  stated. 

There  was  ready  acceptance  by  patients  of  the 
principle  of  leaving  wounds  without  dressings,  ac- 
cording to  the  doctors.  In  fact,  many  patients  ex- 


pressed satisfaction  in  seeing  the  progress  of  their 
wounds  from  day  to  day. 

“The  results  of  these  observations  seem  to  cor- 
roborate our  conclusions  from  experiments  on  rab- 
bits that  the  application  of  a dressing  to  a clean, 
undrained,  well-coaptated  (well-closed)  wound  has 
no  significant  gross  effect  on  wound  healing,”  the 
doctors  said. 

“A  close  examination  of  the  data  suggests  that 
bacterial  counts  were  lower  oftener  when  the  wounds 
were  left  without  dressings,  but  the  statistical 
analyses  show  that  this  tendency  could  be  explained 
on  the  basis  of  chance  variation.  A repetition  of 
these  experiments  with  more  rigid  controls  may 
reveal  whether  uncovered  wounds  actually  show  less 
bacterial  contamination. 

“The  concept,  widely  held  since  the  beginning  of 
the  aseptic  era  of  surgery,  that  dressings  aid  in 
preventing  bacterial  infection  may  accordingly  re- 
quire alteration.” 


The  immediate  value  of  the  X-ray  survey  at  hos- 
pitals for  the  mentally  ill  is  obvious.  The  patients 
who  have  active  tuberculosis  are  receiving  special- 
ized care  both  for  their  mental  and  for  their  physical 
illnesses.  They  are  isolated  and  therefore  the  non- 
tuberculosis patients  are  spared  the  insidious  long- 
time mass  exposure  to  a highly  infectious  disease 
which  without  X-ray  might  go  undetected.  Eliz- 
abeth S.  Kletzsch,  NTA  Bulletin,  February,  1954. 
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The  Woman's  Auxiliary 

SEASON’S  GREETINGS 

The  Women’s  Auxiliary  to  the  Dawson 
County  Medical  Association  met  Friday,  No- 
vember 19th  with  Mrs.  Dean  McGee  in  Lex- 
ington. 

Welcome  guests  were  Mrs.  Edward  Long- 
don  and  Mrs.  Thomas  Hood  of  Omaha. 

Mrs.  A.  W.  Anderson  was  appointed  nurse 
recruitment  chairman  following  the  resigna- 
tion of  Mrs.  P.  B.  Olsson. 

Christmas  subscriptions  to  ‘'Todays 
Health”  were  submitted  to  the  magazine 
chairman,  Mrs.  Pyle.  Letters  of  apprecia- 
tion for  gift  subscriptions  to  “Todays 
Health”  from  school  superintendents  in 
Gothenburg  and  Eustis  were  read. 

After  adjournment  of  the  business  meet- 
ing, Mrs.  Ray  Wycoff  showed  pictures  which 
she  acquired  during  the  European  trip.  De- 
licious refreshments  were  served  by  the  host- 
ess. 

Mrs.  R.  B.  Rundquist  was  elected  Secre- 
tary-Treasurer of  the  Medical  Auxiliary  at 
the  reactivation  meeting  held  in  Sidney. 

The  group  are  an  auxiliary  to  the  Chey- 
enne-Kimball-Deuel  Counties  Medical  Society. 
On  hand  to  help  organize  the  chapter  was 
State  Auxiliary  President,  Mrs.  Isaiah  Luk- 
ens,  IV,  of  Tekamah. 

The  Lancaster  County  Medical  Auxiliary 
held  its  December  meeting  at  Bryan  Memor- 
ial Hospital  Nurses  Home.  Members  brought 
gifts  of  dolls  for  the  Family  Welfare  agency. 
Mrs.  Harold  Horn  and  Mrs.  W.  G.  Wiedman 
were  co-chairmen  of  the  coffee-sandwich 
luncheon. 

Mrs.  Isaiah  Lukens,  IV,  of  Tekamah,  State 
President,  and  Mrs.  Lynn  Sharrar,  of  Lin- 
coln, President-elect,  have  returned  from 
the  Chicago  Conference  which  was  held  at 
the  Drake  Hotel,  November  16th,  17th,  and 
18th.  Mrs.  Lukens  was  on  a “Todays  Health” 
panel,  the  first  day  of  the  conference,  along 
with  Mr.  Robert  Enlow,  circulation  manager 
of  “Today’s  Health” ; and  the  moderator  was 
Mrs.  Ann  Stover.  Following  is  Mrs.  Luk- 
ens’ part  of  the  program: 

COMMUNITY  HEALTH  LEADERSHIP  AND 
TODAY’S  HEALTH  PROJECT 

A doctor’s  wife  has  a tremendous  number 
of  opportunities  to  assume  community  health 
leadership  by  using  Today’s  Health  as  her 


mentor  and  passing  on  her  information  in 
her  everyday  contacts  with  neighbors  and 
friends,  the  butcher  and  baker,  when  she 
goes  to  her  club,  to  meetings ; even  when  she 
is  playing  bridge,  the  conversation  turns 
sooner  or  later  to  health.  How  many  times 
have  Mr.  Goren’s  most  cherished  tenets  been 
totally,  but  totally  upset  by  the  intrusion  of 
even  a minor  observation  on  health?  How 
satisfying  it  is  to  feel  one  is  able  to  com- 
ment truthfully,  intelligently  and  confident- 
ly, if  she  does  read  and  quote  the  articles 
in  Today’s  Health. 

Have  you  noticed  how  often  a guest  in  her 
home  will  nine  times  out  of  ten  select  the 
copy  of  Today’s  Health  from,  a large  assort- 
ment of  current  magazines  on  the  table? 
The  magazine  deserves  a very  conspicuous 
spot  in  the  home  of  a doctor’s  wife  for  dis- 
play and  accessibility. 

She  can  see  that  there  are  copies  of  the 
magazine  in  the  waiting  rooms  of  her  hus- 
band’s office.  The  public  is  hungry  for  every 
bit  of  information  on  health  that  it  can  get. 
Let’s  see  that  it  is  authentic. 

The  doctor’s  wife  may  reach  many,  many 
parents  of  children  whom  she  may  never 
meet  in  other  contacts,  by  going  to  P.T.A. 
meetings  and  seeing  that  programs  are  given 
on  some  phase  of  health  education  using 
Today’s  Health  as  the  source  and  textbook. 

Sad  as  it  may  seem,  the  majority  of  school 
children,  even  of  high  school  age,  have  only 
a vague  idea  of  health  rules  and  personal 
hygiene.  These  children  will  not  be  children 
long.  Soon  they  will  be  our  future  citizens. 
In  these  troubled  times  they  are  maturing 
earlier,  marrying  earlier,  and  having  fam- 
ilies earlier.  Aren’t  they  the  most  important 
ones  to  educate?  The  doctor’s  wife  can  see 
that  health  programs  are  given  to  the 
Y-Teens,  the  Hi-Y’s,  and  other  school  organ- 
izations. 

The  present  day  deluge  of  commercials 
on  television  and  radio,  and  the  extravagant 
promises  of  every  advertisement  in  every 
magazine  is  enough  to  completely  puzzle  the 
public,  to  say  the  least,  as  to  what  is  quack- 
ery and  what  is  not.  It  is  gratifying  to 
know  that  she  can  combat  this  bewilderment 
by  reading  and  repeating,  with  confidence, 
in  her  everyday  contacts  with  people,  the 
accredited  advertising  and  the  easily  read 
articles  of  America’s  authentic  health  mag- 
azine, “Today’s  Health.” 
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Mrs.  Lukens  and  Mrs.  Sharrar  both  wish 
to  thank  all  auxiliary  members  for  sending 
them  to  the  conference. 

Following  are  a few  of  the  holiday  safety 
slogans  from  the  National  Safety  Council. 

“Peace  on  Earth — Good  will  on  the  Road.” 

“It  is  more  Blessed  to  give  than  to  take — 
chances.” 

“Share  Safety  this  Holiday  Season.” 

“Christmas  is  a Time  of  Giving  — Don’t 
take  a life.” 

Hope  you  all  have  a very  Happy  and  Joy- 
ous Holiday  Season,  and  we  will  see  you  next 
year. 

MRS.  DONALD  F.  PURVIS, 

State  Publicity  Chairman 


6.  Give  details  and  charges  for  unscheduled  pro- 
cedures (care  of  burns,  lacerations,  etc);  and  report 
the  size  of  lesions  and  tumors.  Blue  Shield  must 
be  able  to  justify  every  payment,  and  proper  pay- 
ments can  be  made  for  unscheduled  procedures  only 
when  the  full  details  are  reported. 

In  reply  to  the  question,  “Should  a physician  in- 
crease his  fee  because  the  patient  has  health  in- 
surance?” the  American  Medical  Association  says, 
“Definitely  not.  Most  physicians  generally  do  not 
do  so.  The  patient  with  medical  insurance  merely 
saved  up  enough  money  to  pay  all  or  part  of  his 
bill.  For  the  physician  to  charge  him  extra  be- 
cause he  is  insured  would  defeat  the  purpose  of  in- 
surance.” Most  physicians  today  welcome  advance 
discussion  of  fees  if  the  patient  brings  up  the  sub- 
ject, and  more  and  more  physicians  are  displaying 
signs  in  their  offices  inviting  the  discussion  of 
charges.  The  frank  discussion  of  fees  in  advance  of 
service  usually  prevents  misunderstandings  later. 


Know  Your 
Blue  Shield  Plan 


During  the  12  months  ending  June  30,  1954,  pay- 
ments to  physicians  by  all  Blue  Shield  Plans  amount- 
ed to  more  than  $273,000,000,  representing  more 
than  6,400,000  services.  Over  this  period,  the  77 
Blue  Shield  Plans  paid  80.42  per  cent  of  total 
income  to  physicians  for  services  rendered  to  mem- 
bers. 

To  enable  persons  over  65  years  of  age  to  enroll 
for  Blue  Cross  coverage  for  hospital  care,  Nebraska 
Blue  Cross  will  introduce  its  new  “Over  Age  65” 
membership  during  January.  The  benefits  will  be 
the  same  as  those  provided  by  the  Standard  $7 
room  allowance  membership,  except  that  hospital 
service  will  be  provided  for  21  days  per  membership 
year,  instead  of  90  days  per  admission,  as  provided 
under  Standard  agreements.  The  coverage  will  be 
offered  on  an  Individual  (Non-Group)  basis,  with 
dues  payable  quarterly.  Enrollment  for  Blue  Shield 
medical  coverage  is  not  yet  available  to  persons 
over  age  65. 

Reminder:  Please  keep  in  mind,  and  tell  your 

secretary,  that  the  Standard  Blue  Shield  schedule 
of  payments  still  applies  to  all  services  except  those 
rendered  to  members  of  Employee  Groups  who  con- 
vert to  the  new  Preferred  Plan.  Group  members 
are  being  offered  the  higher  benefit  coverage  during 
their  group’s  semi-annual  re-opening  period. 

TO  AVOID  DELAYED  OR 
INCORRECT  PAYMENTS: 

1.  Make  sure  that  all  reports  are  personally 
signed  by  the  physician  who  rendered  the  service. 

2.  Always  show  the  age  of  the  patient. 

3.  Report  the  procedure  — not  the  diagnosis 
alone. 

4.  Indicate  the  date  of  service. 

5.  If  x-rays  are  taken  in  accident  cases,  always 
report  them  and  indicate  where  they  were  taken  — 
office  or  hospital. 


America’s  pharmaceutical  industry  is  spending  ap- 
proximately $60,000,000  a.  year  for  research,  John 
A.  MacCartney  of  Parke,  Davis  & Company  said 
in  Boston  on  August  25, ; 1954. 

“New  research  laboratories  have  been  built,  or 
are  planned,  by  practically  every  major  pharmaceut- 
ical manufacturer,”  he  told  the  American  Pharma- 
ceutical Association  at  its  101st  annual  convention 
in  Hotel  Statler. 

“The  reason  is  two-fold:  First,  the  passing  years 

amply  demonstrate  the  fundamental  soundness  of  a 
heavily-financed  and  adequately-staffed  research  in- 
stallation. Second,  research  tends  to  be  a self-per- 
petuation effort.  Each  new  discovery  opens  new 
avenues  of  problem  approach  and  new  vistas  of  jobs 
to  be  done.” 

The  Parke-Davis  trade  relations  manager,  who 
also  is  retiring  first  president  of  the  A.Ph  A., 
said,  “The  very  achievements  so  far  made  by  re- 
search in  the  control  and  elimination  of  infectious 
diseases  have  only  served  to  accentuate  the  prob- 
lems of  degenerative  diseases  and  those  pathologic 
conditions  which  primarily  affect  the  older  age 
group. 

I 

“It  is  not  too  much  to  hope  that  with  adequate 
research  investment  — and  in  spite  of  the  four-to- 
one  gamble  it  represents  — we  will,  in  the  imme- 
diate years  ahead,  see  definite  control  or  cure  of 
mankind’s  most  malicious  diseases. 

“Poliomyelitis  appears  to  be  high  on  the  list 
of  those  diseases  which  will  soon  be  controlled.  The 
problem  of  the  common  cold  and  cancer  will  be 
solved.  Heart  diseases  will  no  longer  eliminate 
the  high  percentage  of  our  mature  population  which 
it  does  today,”  he  said. 

MacCartney  pointed  out  to  the  delegates  that 
tuberculosis,  once  the  number  one  killer,  already 
had  yielded  to  research  developments. 

“Leprosy,  typhus,  malaria  and  other  world  scour- 
ges are  being  rapidly  controlled  and  may  one  day 
be  merely  textbook  curiosities,”  he  said. 

The  Parke-Davis  official  brought  out  that  the 
pharmaceutical  industry  through  research  had 
gained  “a  new  and  better  recognized  status  as  pro- 
fessional people  and  an  important  element  in  the 
progress  of  medicine.” 
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Dramamine’s”  Effect  in  Vertigo 

Dramamine  has  become  accepted  in  the  control 
of  a variety  of  clinical  conditions  characterized  by 
vertigo  and  is  recognized  as  a standard 
for  the  management  of  motion  sickness. 


Vertigo,  according  to  Swartout,  is  primarily  due* 
to  a disturbance  of  those  organs  of  the  body  that 
are  responsible  for  body  balance.  When  the  pos- 
ture of  the  head  is  changed,  the  gelatinous  sub- 
stance in  the  semi-circular  canals  begins  to  flow. 
This  flow  initiates  neural  impulses  which  are 
transmitted  to  the  vestibular  nuclei.  From  this 
point  impulses  are  sent  to  different  parts  of  the 
body  to  cause  the  symptom  complex  of  vertigo. 

Some  impulses  reach  the  eye  muscles  and  cause 
nystagmus ; some  reach  the  cerebellum  and  skele- 
tal muscles  and  righting  of  the  head  results ; others 
activate  the  emetic  center  to  result  in  nausea, 
while  still  others  reach  the  cerebrum  making  the 
person  aware  of  his  disturbed  equilibrium.  Vertigo 
may  be  caused  by  a disease  or  abnormal  stimuli  of 
any  of  these  tissues  involved  in  the  transmission  of 
the  vertigo  impulse,  including  the  cerebellum  and 
the  end  organs. 

A possible  explanation  of  Dramamine’s  action 
is  that  it  depresses  the  overstimulated  labyrin- 
thine structure  of  the  inner  ear.  Depression, 
therefore,  takes  place  at  the  point  at  which  these 
impulses,  causing  vertigo,  nausea  and  similar  dis- 
turbances, originate.  Some  investigators  have 
suggested  that  Dramamine  may  have  an  addi- 
tional sedative  effect  on  the  central  nervous  system. 

Repeated  clinical  studies  have  established 
Dramamine  as  valuable  in  the  control  of  the 
symptoms  of  Meniere’s  syndrome,  the  nausea  and 
vomiting  of  pregnancy,  radiation  sickness,  hyper- 
tension vertigo,  the  vertigo  of  fenestration  proced- 
ures, labyrinthitis  and  vestibular  dysfunction  as- 
sociated with  antibiotic  therapy,  as  well  as  in 
motion  sickness. 

Any  of  these  conditions  in  which  Dramamine 
is  effective  may  be  classed  as  “disease  or  abnor- 
mal stimuli”*  of  the  tissues  including  the  end 
organs  (gastrointestinal  tract,  eyes)  and  their 
nerve  pathways  to  the  labyrinth. 

Dramamine  (brand  of  dimenhydrinate)  is  sup- 
plied in  tablets  of  50  mg.  and  liquid  (12.5  mg.  in 
each  4 cc.).  It  is  accepted  by  the  Council  on 
Pharmacy  and  Chemistry  of  the  American  Med- 
ical Association.  G.  D.  Searle  & Co.,  Research 
in  the  Service  of  Medicine. 


The  site  of  Dramamine’’ s action  is  probably  in  the 
labyrinthine  structure. 


*Swartout,  R.,  Ill,  and  Gunther,  K. : “Dizziness:”  Ver- 
tigo and  Syncope,  GP  5:35  (Nov.)  1953. 
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Nebraska  Stale  Medical  Association  Officers  and  Committees 


OFFICERS 

Earl  F.  Leininger,  McCook President 

W.  E.  Wright,  Creighton President-Elect 

Clarence  E.  Minnick,  Cambridge Vice-President 

R.  B.  Adams,  Lincoln Secretary-Treasurer 

M.  C.  Smith,  Lincoln Executive  Secretary 


BOARD  OF  TRUSTEES 

Fay  Smith,  Chairman Imperial 

G.  E.  Peters Randolph 

J.  E.  M.  Thomson Lincoln 

A.  A.  Ashby Geneva 

R.  B.  Adams Lincoln 


Delegates — K.  S.  J.  Hohlen,  Lincoln;  J.  D.  McCarthy,  Omaha 
Alternates — H.  S.  Morgan,  Lincoln;  E.  F.  Leininger,  McCook 


COUNCIL  ON 
PROFESSIONAL  ETHICS 

K.  S.  J.  Hohlen,  Chm Lincoln 

John  R.  Kleyla Omaha 

C.  F.  Heider North  Platte 

G.  E.  Charlton Norfolk 

COMMITTEES 

Education 
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Raymond  G.  Lewis,  Chm._Omaha 

Robert  Morgan Alliance 

Lynn  E.  Sharrar Lincoln 

Allied  Professions 

C.  W.  Guildner,  Chm Hastings 

Max  Coe Wakefield 

A.  E.  Freed Omaha 

Otis  W.  Miller Ord 

W.  J.  McMartin Omaha 

BLOOD  PRODUCTS 

D.  H.  Morgan,  Sr.,  Chm._McCook 

Frank  Tanner Lincoln 

Ted  Riddell Scottsbluff 

Geo.  E.  Stafford Lincoln 

J.  R.  Schenken Omaha 

Constitution  and  By-Laws 

R.  S.  Wycoff,  Chm Lexington 

L.  D.  McGuire Omaha 

R.  B.  Adams Lincoln 

Emergency  Medical  Service 
J.  P.  Redgwick,  Chm Omaha 

F.  S.  Webster Lincoln 

J.  J.  Freymann Omaha 

G.  P.  Charlton Hastings 

J.  T.  Hanna Scottsbluff 

Hospital  and 
Professional  Relations 

Howard  B.  Hunt,  Chm Omaha 

F.  G.  Gillick Omaha 

Frank  Cole Lincoln 

K.  S.  J.  Hohlen Lincoln 

John  R.  Schenken Omaha 

Insurance 

Geo.  H.  Misko,  Chm Lincoln 

L.  T.  Heywood Omaha 

L.  D.  McGuire Omaha 

H.  D.  Runty DeWitt 

Paul  Maxwell Lincoln 

Journal  and  Publication 

F.  W.  Niehaus,  Chm Omaha 

Paul  Bancroft Lincoln 

George  Stewart Norfolk 

Library,  Necrology  and  Records 

George  Salter,  Chm Norfolk 

W.  C.  Harvey,  Jr Gering 

Forrest  Rose Lincoln 

Medical  Education 

D.  B.  Steenburg,  Chm Aurora 

F.  Lowell  Dunn Omaha 

Harold  S.  Morgan Lincoln 

Earle  G.  Johnson Grand  Island 

W.  E.  Wright Creighton 

Max  Gentry Gering 

Fay  Smith Imperial 


Medical  Service 

E.  B.  Reed,  Chm Lincoln 

LeRoy  Lee Omaha 

J.  S.  Broz Alliance 

John  Hartigan Omaha 

C.  H.  Sheets Cozad 

Medicolegal  Advice 

J.  P.  Gilligan,  Chm Nebr.  City 

R.  B.  Adams Lincoln 

Wm.  L.  Sucha Omaha 

Planning 

H.  S.  Morgan,  Chm Lincoln 

A.  B.  Anderson Pawnee  City 

Harley  Anderson Omaha 

Morris  Nielsen Blair 

W.  W.  CarvethB Lincoln 

Prepayment  Medical  Care 

H.  A.  Jakeman,  Chm Fremont 

John  Brush Omaha 

C.  R.  Brott Beatrice 

Public  Relations 

Houghton  F.  Elias,  Chm. -Beatrice 

J.  B.  Christensen Omaha 

Maurice  Frazer Lincoln 

J.  P.  Gilligan Nebraska  City 

Geo.  Hoffmeister Hastings 

R.  L.  Cassel Fairbury 

D.  B.  Wengert Fremont 

Rural  Medical  Service 
Charles  Ashby,  Chm. Geneva 

E.  G.  Brillhart Columbus 

Dan  Nye Kearney 

Walter  Reiner Holdrege 

R.  E.  Penry_^ Hebron 

Clyde  Kleager Hastings 

Scientific  Assembly 
Horace  V.  Munger,  Chm._Lincoln 

John  L.  Batty McCook 

A.  C.  Johnson Omaha 

Lee  Stover Lincoln 

T.  T.  Smith Omaha 

R.  B.  Adams Lincoln 

Speakers  Bureau 
Robert  O.  Garlinghouse, 

Chm.  Lincoln 

Fred  Ferciot Lincoln 

John  Brown Lincoln 

John  E.  Courtney Omaha 

H.  J.  Lehnhoff Omaha 

J.  J.  O’Neill Omaha 

Uniform  Fee  Schedule  and 
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J.  P.  Redgwick,  Chm Omaha 

A.  J.  Offerman Omaha 

Horace  Munger Lincoln 

R.  O.  Garlinghouse Lincoln 

D.  B.  Wengert Fremont 

United  Health  Fund 

James  F.  Kelly,  Chm Omaha 

Max  M.  Raines North  Platte 

Eric  G.  DeFlon Chadron 

W.  W.  Carveth Lincoln 

John  W.  Gatewood Omaha 


RESEARCH 

Arthritis 

F.  L.  Dunn,  Chm Omaha 

Stewart  D.  CampbelLScottsbluff 
Robert  Reeder Fremont 

Cancer 

B.  R.  Bancroft,  Chm Kearney 

John  T.  McGreer,  Jr Lincoln 

Ralph  Moore Omaha 


Cardiovascular 

O.  A.  Kostal,  Chm Hastings 

Wm.  M.  McGrath Grand  Island 

Fred  W.  Niehaus Omaha 

Cerebral  Palsy 

C.  Fred  Fericot,  Chm Lincoln 

Robert  M.  House Grand  Island 

L.  J.  Gogela Lincoln 

Diabetes 

Morris  Margolin,  Chm Omaha 

S.  M.  Rathbun Beatrice 

Fracture 

Chet  Waters,  Jr.,  Chm Omaha 

John  Heinke Scottsbluff 

Frank  Stone Lincoln 

Industrial  Health 

James  Ryder,  Chm Omaha 

Robert  Hillyer Lincoln 

G.  Prentiss  McArdle Omaha 

Maternal  and  Child  Health 

Lee  Olson,  Chm Omaha 

Hamilton  H.  Morrow Fremont 

Donald  Vroman Omaha 

Mental  Hygiene 

Robert  S.  Wigton,  Chm. Omaha 

G.  L.  Sandritter Ingleside 

Robert  J.  Stein Lincoln 

Stewart  P.  Wiley Gering 

Theo.  Koefoot,  Jr Broken  Bow 

Fay  Smith Imperial 

Polio  Coordinating  (Interim) 

Harold  N.  Neu,  Chm Omaha 
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Public  Health 
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Tuberculosis 

J.  H.  Murphy,  Chm Omaha 

Arthur  Anderson Lexington 

Wm.  E.  Nutzman Kearney 

Venereal  Diseases 

Don  Wilson,  Chm Omaha 

John  H.  Barthell Lincoln 

Leroy  W.  Lee Omaha 
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Dr.  Benjamin  F.  Bailey 
Sanatorium 
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REST  COTTAGE  FOR  NERVOUS  AND  MENTAL  PATIENTS 

MAY  L.  FLANAGAN,  M.D.,  Adm. 
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p LINCOLN  Ihopnt&br#ce 

Jack  O.  Casey,  Owner 

We  Make  and  Repair  All 
Types  of  Braces  and  Splints 


PROMPT  SERVICE 


1000  South  13th  Street 
LINCOLN,  NEBRASKA 
Tel.  No.  2-1644 


BLOOD  DIAGNOSTIC  REAGENTS 

30-102— BLOOD  GROUPING  SERUM  (Set  Anti-A 

and  Anti-B),  2 cc.  of  each  Set  $2.00 

30-105— BLOOD  GROUPING  SERUM  (Set  Anti-A 
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(Slide  or  Rapid  Tube  Test),  5 cc.  _ -Each  7.50 

SOLUTIONS  IN  VIALS 

50- 100— PHYSIOLOGICAL  SALT  SOLUTION. 

100  cc.  Case  of  100  35.00 

51- 100 — DISTILLED  WATER  (Water  for 

Injection  U.S.P.),  100  cc.  Case  of  100  35.00 

55-050— DEXTROSE  INJECTION  50%, 

50  cc.  _ _ _ Case  of  100  35.00 

SEILER  SURGICAL  CO. 

Ill  So.  17th  St.  OMAHA,  NEBR. 

NICK  PELS  DatL 

# Fine  Custom  Made  Suits  and  Smce  1 

# Coats  for  Men  and  Women 

# ALSO 


: ♦ 

• 

• PERSONAL 

• CALLS 

• 

• Phone  2-1721 


Custom  Made  Shirts  ior  Men 
Doctors'  and  Nurses'  Uniforms 
Approved 

Uniforms  for  Armed  Forces 


139  North  14th  St.  * 
Lincoln  8.  Nebr.  * 
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When  You  Need  Medication 
for  Patients  in  Northeast 
Lincoln , Call 

Mayo  Drug  Co.  j 

“The  Drug  Store  on  the  Corner” 

Phone  6-2353  2700  North  48th  ! 

— We  Deliver  — 

(Serving  Our  Community  for  31  Years)  | 
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Councilor  Districts  and  Component  County  Medical  Societies 


Councilor  Districts  and  Counties 
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Kenner,  Nebraska  City  : Coun- 
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Tenth  District:  Councilor:  F.  M. 

Karrer,  McCook  ; Counties  : Gos- 
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Lincoln,  Perkins,  Keith,  Mc- 
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Hall  (9) H.  C.  Anderson,  Gr.  Island A.  G Gilloon,  Gr.  Island 
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Howard  (9) A.  H.  Holm.  Wolbach E.  C.  Hanisch,  St.  Paul 

Jefferson  (7) W.  P.  Yoachim,  Fairbury R.  L.  Cassel,  Fairbury 

Johnson  (3) L.  J.  Chadek,  Tecumseh J.  A.  Lanspa,  Tecumseh 

Lancaster  (2) E.  E.  Angle,  Lincoln M.  P.  Brolsma,  Lincoln 

Lincoln  (11)- A.  J.  Callaghan,  North  Platte J.  C.  Baker,  Sutherland 
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Nemaha  (3) F.  M.  Tushla,  Auburn F.  L.  Krampert,  Auburn 
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Scotts  Bluff  (12) S.  P.  Wiley,  Gering Wm.  Holmes,  Scottsbluff 
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Thayer  (7) F.  A.  Mountford,  Davenport Rudolph  F.  Decker,  Byron 

Washington  (5) W.  E.  Goehring,  Blair Morris  Nielsen,  Blair 

Webster  (10) 

York  (6) , J.  S.  Bell.  York— 
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EDITORIAL 

THE  LANGUAGE  OF  THE  LOUNGE 

Doctors  easily  become  careless  in  the  use 
of  the  language  of  medicine.  This  often  be- 
gins in  the  doctor’s  lounge,  progresses  to  the 
clinic,  and  sometimes  emerges  in  their  writ- 
ten words.  If  the  careless  use  of  the  English 
language  as  related  to  medical  subjects  could 
be  confined  to  casual  conversations  it  would 
be  sufferable  and  even  might  be  laudable  as 
a lazy  way  of  expressing  our  ideas.  Habit, 
however,  is  a powerful  prompter  to  the  sub- 
conscious mind,  and  before  we  are  aware 
of  it  many  illegitimate  terms  appear  in  our 
language  under  circumstances  that  demand 
greater  formality  than  that  of  the  doctors’ 
lounge. 

It  is  true,  it  is  exciting,  and  it  is  fortunate 
that  our  language  is  constantly  in  a state 
of  flux,  and  that  usages  that  are  improper 
today  may  become  quite  legitimate  tomor- 
row. A good  example  of  acceptance  through 
usage  is  the  conversion  of  the  old  Anglo- 
Saxon  noun,  heart,  to  an  adjective.  The 
really  proper  method  is  to  switch  to  the 
Greek-derivative,  cardiac,  when  we  wish  to 
use  the  adjective.  Usage,  however,  has 
legitimized  this  unseemly  misuse  of  the  noun, 
so  that  now  it  is  quite  proper  to  speak  of 
“ heart  valves ,”  “heart  disease ,”  et  cetera. 
This  formerly  loose  misuse  of  a word  can 
scarsely  be  expanded  at  present  to  legitimize 
lung  disease,  kidney  pelvis,  liver  pathology 
and  other  similar  expressions. 

The  sins  of  lazy  language  noted  above  are 
minor  when  compared  with  some  that  one 
hears,  or  sees  in  print.  It  does  not  seem 
probable  that  usage  will  ever  condone  “acute 
appendix,”  “acute  gall  bladder,”  or  “bleed- 
ing irregularities,”  “right  upper  lobe  inflam- 
matory process”  and  many  other  prostitu- 
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tions  of  our  English  Language  one  may  come 
upon. 

A few  examples  of  very  common  misuses  of 
words  are  particularly  annoying.  The  word 
hemorrhage,  like  heaid,  is  a noun  and  should 
not  be  used  as  a verb.  How  common  it  is, 
however,  to  see  or  to  hear  that  a patient 
“hemorrhaged”  when,  in  fact,  the  patient 
had  a hemorrhage. 

The  word  scope  alone  or  in  any  of  its  com- 
bined forms  such  as  cystoscope,  anoscope,  or 
ophthalmoscope,  is  a noun,  yet  how  fre- 
quently it  is  used  as  a verb!  Someone  “cys- 
toscopes,”  “proctoscopes”  or  “gastroscopes” 
the  patient  when  he  means,  and  should  say, 
examined  by  bronchoscopy,  performed  an 
ophthalmoscopic  examination,  and  so  on. 
One  may  wonder  if,  in  the  little  house  on  the 
mountain-top,  the  astronomers  speak  loosely 
of  telescoping  the  sky. 


THOU  SHALT  NOT 

The  casual  writer  often  sighs  in  great  re- 
lief when  he  has  written  the  last  word  in 
the  final  paragraph  of  a paper.  Nothing 
could  induce  him  to  begin  a critical  examina- 
tion of  this  finished  (?)  product  at  that  mo- 
ment. In  fact,  he  usually  feels  convinced 
that  this  end-product  of  his  labors  is  prac- 
tically perfect,  and  that  a careful  dissection 
and  critical  examination  of  it,  piece  by  piece, 
would  reveal  no  important  errors;  construc- 
tion, grammar,  spelling,  choice  of  words, 
clarity,  conciseness,  arithmetic,  quotations, 
et  cetera,  must  be  near  perfection. 

If  this  mythical  author  puts  away  this 
paragon  of  good  writing  for  a week,  more  or 
less,  then  reads  it  objectively  as  though  an- 
other had  written  it,  he  may  be  astonished 
at  the  changes  and  improvements  he  is  im- 
pelled to  make.  The  following  “ten  com- 
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mandments”  for  medical  writers  can  be  very 
helpful  in  such  a critical  examination  of  one’s 
paper  before  he  releases  it  for  publication. 
They  are  reprinted  here  lest  the  reader  may 
have  missed  them  in  their  original  publica- 
tion. These  “ten  commandments”  were  of- 
fered us  by  Doctor  Richard  M.  Hewitt,  a 
master  in  the  art  of  medical  exposition  and 
are  quoted  from  his  article  in  the  J.A.M.A.(1) 

“1.  Thou  shalt  not,  unless  circumstances 
be  extraordinary,  release  for  publication  a 
paper  that  neither  contains  anything  new  nor 
sheds  new  light  on  something  old. 

“2.  Thou  shalt  not  allow  thy  name  to  ap- 
pear as  a co-author  unless  thou  hast  some 
authoratative  knowledge  of  the  subject  con- 
cerned, hast  participated  in  the  underlying 
investigation,  and  hast  labored  on  the  report 
to  the  extent  of  weighing  every  word  and 
quantity  therein. 

“3.  Thou  shalt  not  fail  to  place  within 
quotation  marks  the  words  of  another,  nor 
shalt  thou  fail  to  verify  the  accuracy  of  thy 
quotations. 

“4.  Thou  shalt  not  consider  that  to  alter 
the  words  of  another  frees  thee  from  the 
obligation  to  credit  that  other  with  an  idea 
that  thou  hast  borrowed  from  him. 

“5.  Thou  shalt  not  publish  a reference  in 
such  a manner  that  the  reader  will  think 
thou  hast  read  a certain  article  if  thou  hast 
read  only  an  abstract  or  paraphrase  thereof. 

“6.  Thou  shalt  not  write  to  please  thyself 
but  to  meet  the  needs  of  thy  readers. 

“7.  Thou  shalt  not  publish,  as  if  thou 
wert  sure  of  it,  that  of  which  thou  art  not 
sure. 

“8.  Thou  shalt  not  allow  one  part  of  thy 
paper  to  disagree  with  another  part  thereof. 

“9.  Thou  shalt  not  mix  categories. 

“10.  Thou  shalt  not  fail  to  verify,  again 
and  yet  again,  thy  arithmetic. 

1.  Hewitt,  R.  M. : Exposition  As  Applied  to  Medicine. 

J.A.M.A.,  156 :477,  October  2,  1954. 


AVERAGE  LIFETIME  REACHES  NEW  HIGH 
IN  1951 

The  average  length  of  life  in  the  United  States 
increased  to  a new  high  of  68.5  years  in  1951.  This 
is  a gain  of  3.7  years  in  a decade  and  of  19.3  years 
since  1900-1902,  when  the  average  length  of  life 
was  49.2  years.  Thus,  the  expected  lifetime  of  the 
average  American  has  been  lengthened  by  almost 
40  per  cent  since  the  beginning  of  the  century.  For 
white  females,  the  expectation  of  life  at  birth  in 


1951  was  as  high  as  72.6  years,  compared  with 
66  6 years  for  white  males;  the  corresponding  figures 
for  the  nonwhite  population  were  63.7  years  and 
59.4  years,  respectively. 

The  increases  in  expectation  of  life  have  been 
largest  at  the  younger  ages  and  diminish  progres- 
sively with  advance  in  age.  Since  1900-1902,  eleven 
years  have  been  added  to  the  average  future  life- 
time at  age  5,  compared  with  a gain  of  9 years  at 
age  20  and  of  5 years  at  age  40.  The  marked  im- 
provement among  children  and  young  adults  has  re- 
sulted largely  from  the  sharp  reduction  in  mortality 
from  the  infectious  diseases.  The  gains  past  mid- 
life have  been  limited  because  the  diseases  and 
conditions  amenable  to  control  are  far  less  promi- 
nent at  the  older  ages  than  at  the  earlier  periods 
of  life.  Nevertheless,  even  at  age  65  the  expectation 
of  life  has  increased  by  2.3  years  since  1900-1902. 
As  a result,  the  average  person  reaching  the  thresh- 
old of  old  age  can  now  look  forward  to  more  than 
14  years  of  life;  for  white  males  the  figure  is  13 
years,  and  for  white  females  it  is  about  15%  years. 

Both  sexes  have  shared  in  the  improvement  in 
longevity  during  the  past  half  century,  hut  females 
have  scored  the  greater  gains.  In  the  white  popu- 
lation the  rise  in  the  expectation  of  life  at  birth 
has  been  21%  years  for  females  and  18%  years  for 
males.  For  nonwhite  persons  the  corresponding  in- 
creases have  been  28%  years  and  26%  years,  re- 
snectively.  Although  the  disparity  between  the 
white  and  nonwhite  groups  has  narrowed  substan- 
tially, the  average  length  of  life  for  the  nonwhites 
is  still  eight  years  less  than  that  for  the  whites. 

The  longevity  figures  for  1951  are  based  on  the 
death  rates.  In  the  white  population  the  mor- 
tality among  children  and  young  adults  has  been 
reduced  to  remarkably  low  levels,  the  death  rates 
being  less  than  1 per  1,000  at  ages  4-14  years 
among  males  and  ages  3-27  among  females.  More- 
over, the  death  rates  remain  less  than  10  per  1,000 
until  age  50  among  white  males  and  until  age  58 
among  white  females. 

As  a consequence  of  the  success  achieved  in  pre- 
venting disease  and  postponing  death,  only  one 
eighth  of  the  babies  born  in  our  country  in  1951 
will  fail  to  reach  their  50th  birthday.  At  the  turn  of 
the  century,  about  one  eighth  of  the  newborn  died 
during  the  very  first  year  of  life.  The  gains  in 
longevity  have  been  so  marked  that  curently  the 
expected  age  at  death — the  attained  age  added 
to  the  expectation  of  life  at  that  age — is  almost  71 
years  for  the  average  person  who  survives  infancy, 
and  nearly  75  years,  or  only  four  years  more,  for 
those  who  attain  age  50. 

It  is  very  unlikely  that  the  improvement  in 
longevity  will  be  as  spectacular  in  the  future  as  it 
has  been  in  the  past.  But  there  is  little  doubt 
that  further  progress  will  be  made  as  advances  in 
the  control  of  the  infections  and  of  accidents  con- 
tinue, and  as  improved  methods  are  developed  to 
combat  the  cardiovascular  diseases  and  cancer. 
There  are  indications  that  the  average  length  of 
life  has  continued  to  rise  since  1951  and  is  now 
about  69  years.  The  babies  that  will  be  born  in 
our  country  in  the  very  near  future,  therefore,  may 
be  expected  to  have  an  average  lifetime  of  “three 
score  and  ten  years.” 
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Progress  in 

Perineal  Prostatectomy 

Results  in  Two  Thousand  and  Fifty  Consecutive  Cases* 


The  authors  first  review  the  history  of  the  perineal 
prostatectomy.  They  stress  "innocuous  (caudal)  anes- 
thesia, painless,  deliberate,  precise  anatomic  dissection, 
clear  visualization,  accurate  hemostasis,  and  plastic 
closure  with  normal  anatomic  restoration".  They 
review  the  results  of  this  type  of  operation  in  their 
2,050  cases. 

EDITOR 

“Perfection  is  attained  by  slow  degrees; 

It  requires  the  hands  of  time.” 

— Voltaire 

WHETHER  perfection  is  attain- 
able in  any  field  of  human  en- 
deavor is  debated  by  the  sages. 
No  one,  however,  questions  that  manifold 
imperfections  are  inherent  in  each  and  every 
surgical  procedure.  Therefore,  in  all  defer- 
ence due  the  illustrious  Voltaire,  and  refer- 
ring specifically  to  the  field  of  surgery,  one  is 
justified  in  paraphrasing  the  foregoing  dic- 
tum to  read,  “Perfection  is  approached  by 
slow  degrees.” 

A survey  of  the  prostatic  surgical  litera- 
ture of  the  past  twenty  years  has  revealed 
no  reported  analysis  of  the  results  of  per- 
ineal prostatectomy  in  large  series.  Because 
just  half  a century  has  elapsed  since  the  de- 
but of  perineal  prostatectomy  in  the  columns 
of  the  Journal  of  the  American  Medical  As- 
sociation by  Young(1>  and  Goodfellow(2>  a 
brief  review  of  the  developments  which  have 
transformed  a blind,  traumatizing  evulsion 
into  a procedure  of  precision,  together  with 
a discussion  of  present-day  mortality,  com- 
plications, convalescense,  and  functional  re- 
sults, seems  to  be  fitting  at  this  time.  It  is 
doubtful  whether  the  laity  (or  even  the  pro- 
fession, in  its  entirety)  fully  realizes  what  a 
benign  procedure  perineal  prostatectomy  has 
come  to  be. 

It  is  by  no  means  our  purpose  to  advocate 
any  one  technique  to  the  exclusion  of  others, 
or  to  revive  the  “perennial”  controversy. 
Each  method  has  its  place  and  its  skilled 
proponents  who  have  achieved  good  results. 
The  interests  of  the  patient  are  best  served 

*Fuom  the  Department  of  Urology.  University  of  Nebraska 
College  of  Medicine,  Clarkson  Hospital,  and  Lutheran  Hospital, 
Omaha. 
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Senior  Consultant  in  Urology,  University  of  Nebraska 
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and 

LEROY  W.  LEE,  M.D. 

Chairman  of  Department  and  Professor  of  Urology, 
University  of  Nebraska  College  of  Medicine 
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by  careful  selection  of  cases,  in  clinics  where 
skill  by  any  route  is  available.  We  do  be- 
lieve, however,  that  the  advantages  of  the 
perineal  route  are  not  generally  recognized. 

Perineal  prostatectomy  today,  under  in- 
nocuous (caudal)  anesthesia,  offers  oppor- 
tunity for  painless,  deliberate,  precise,  ana- 
tomic dissection,  clear  visualization,  accurate 
hemostasis,  and  plastic  closure  with  normal 
anatomic  restoration.  Following  this  tech- 
nique, uneventful  convalescence,  with  per  pri- 
mam  healing,  minimum  hospitalization  and 
excellent  functional  results  is  the  rule  rather 
than  the  exception.  In  brief,  the  prognosis, 
with  respect  to  hazard  and  late  results,  fol- 
lowing prostatectomy  in  the  aged  and  de- 
bilitated has  come  to  compare  favorably 
with  that  following  appendectomy  in  the 
young  and  robust. 

The  various  contributory  factors  respon- 
sible for  this  dramatic  change,  permitting 
plastic  closure  and  the  approach  to  perfec- 
tion in  technique,  include  better  methods  of 
anesthesia,  hemostasis  and  antisepsis;  also 
new  and  improved  instruments.  Continuous 
caudal  anesthesia,  introduced  for  perineal 
prostatectomy  by  Davis  and  Lee(3)  elimi- 
nates the  necessity  for  haste,  permitting 
time  for  meticulous  care  in  suture  ligation 
of  bleeding  points.  The  hemostatic  traction 
bag  described  by  Davis (4>,  and  now  employ- 
ed only  during  the  operation,  is  an  added 
factor  in  providing  clear  visualization.  The 
antibiotics  have  been  spectacularly  helpful 
in  promoting  per  primam  wound  healing,  to 
the  end  that  dismissal  on  the  eighth  post- 
operative day,  with  perineum  dry  and  urin- 
ary control  satisfactory,  is  not  unusual. 

The  most  important  factor  of  all,  however, 
has  been  the  increasing  lay  enlightenment. 
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This  has  been  brought  about  by  popular  mag- 
azine articles,  by  reputable  medical  news- 
paper columnists,  by  medical  society  publi- 
city programs,  and,  particularly,  by  a pro- 
gram of  persistent,  blatant,  radio  advertise- 
ment of  a sham  prostate-cure.  The  latter 
was  designed  to  deceive  and  defraud,  but 
has  actually  and  inadvertently  rendered  a 
genuine  public  service.  “Prostate”,  no  long- 
er taboo,  is  now  regarded  as  a fit  subject  for 
parlor  conversation.  People  have  become 
prostate-conscious,  urologists  have  become 
respectable.  The  profession,  and  the  laity  as 
well,  have  come  to  recognize  the  hazard  of 
delay,  to  the  end  that  we  now  seldom  see 
the  midnight  distended  bladder,  and  uremic 
mental  disorientation.  Prolonged  preliminary 
bladder  drainage  has  become  the  exception 
rather  than  the  rule.  After  an  office  exami- 
nation and  diagnosis,  patients  are  frequently 
admitted  for  vasectomy  and  functional  tests 
during  the  first  day,  and  operation  the  sec- 
ond. 

The  opinion  here  expressed,  however,  is 
by  no  means  to  be  construed  as  blanket  ap- 
proval of  routine  omission  of  preliminary 
drainage,  the  necessity  for  which  will  al- 
ways obtain  with  cardio-renal  disorders,  and 
other  lesions,  as  determined  by  good  judge- 
ment. 

A complete  review  of  the  evolution  of  per- 
ineal prostatectomy,  giving  credit  to  the 
many  who  have  contributed,  would  not  be 
germane  to  the  purpose  of  this  paper.  Ac- 
cording to  Hamer  (5>  “the  published  record 
indicates  that  perineal  prostatectomy  was 
first  performed  by  Watson  in  1889,  Wishard 
in  1890  and  Goodfellow  in  1891”,  each  with- 
out the  knowledge  of  the  other.  Goodfellow, 
who  in  1904  reported  a series  of  73  opera- 
tions, is  credited  with  being  the  first  to  make 
a success  of  perineal  prostatectomy  in  Amer- 
ica. It  was  Hugh  Young,  however,  who  played 
the  major  role  in  the  development  of  the 
perineal  approach,  even  though,  by  his  own 
words,  his  first  prostatectomy  was  not  per- 
formed until  1898,  and  this  by  the  suprapubic 
route.  Young’s (1)  original  paper  appeared 
in  1903.  In  this  he  described  his  technique  of 
perineal  dissection  and  also  his  perineal  pros- 
tatic tractor  and  special  instruments.  These 
instruments,  supplemented  to  some  extent, 
are  still  in  use  today,  and  his  technique,  al- 
though somewhat  modified,  remains  es- 
sentially the  same  in  principal.  Gibson’s (6> 
contribution,  describing  plastic  closure  of  the 
vesical  neck,  prostatic  capsule,  and  perineal 
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incision  without  drainage  (excepting  a re- 
tained urethral  catheter),  and  placing  em- 
phasis upon  meticulous  hemostasis,  is  an  im- 
portant milestone. 

SELECTION  OF  ROUTE 

Henline (7)  expressed  a sane  and  unpre- 
judiced viewpoint  in  stating,  “surgical  dis- 
eases of  the  prostate  present  so  many  varia- 
tions that  no  one  surgical  procedure  will  ob- 
tain the  best  results  in  all  cases”.  Of  the 
three  available  routes  of  approach,  the  sup- 
rapubic (or  retropubic) , the  perineal,  and  the 
transurethral,  each  has  its  proponents  and 
its  critics;  each  its  advantages  and  disad- 
vantages. In  an  analysis  of  opinions  ex- 
pressed in  personal  communications,  from 
100  impartially  selected  American  urologists 
of  reputation  and  achievement  there  were 
eight  resection  extremists  and,  curiously,  ex- 
actly the  same  number  declining  to  avail 
themselves  of  the  advantages  offered  by  the 
transurethral  route  in  selected  cases.  Each 
of  these  small  minorities  may  be  judged  to 
be  precisely  as  unyielding  and  complacent  as 
the  other.  The  remaining  84  per  cent  pre- 
ferred to  fit  the  operation  to  the  patient, 
rather  than  the  patient  to  the  surgeon.  This 
is  as  it  should  be.  It  seems  that  the  decision 
should'  depend  chiefly  upon  (1)  the  size  of 
the  obstructing  prostate,  (2)  evidence  of 
malignancy,  and  (3),  to  a lesser  degree,  upon 
the  specialized  skill  of  the  surgeon.  In  cases 
of  balanced  decision,  we  allow  ourselves  to 
be  influenced  by  the  wishes  or  prejudices  of 
the  patient,  after  he  has  been  carefully 
briefed  as  to  the  advantages  and  disadvant- 
ages of  each  method.  In  case  of  obstinate  in- 
sistence upon  a procedure  which  we  view  as 
contraindicated,  we  avail  ourselves  of  the 
surgeon’s  one  and  only  inherent  right  which 
may  not  be  legislated  away  — polite  declina- 
tion. Only  very  rarely,  however,  has  this  been 
necessary.  It  is  not  our  purpose  to  prolong 
the  “perennial”  controversy,  or  to  discredit 
any  method,  but  merely  to  urge  flexibility 
upon  the  part  of  the  surgeon  and  individuali- 
zation of  the  patient.  As  evidence  of  our  ap- 
preciation of  the  advantages  offered  by  the 
transurethral  route  in  selected  cases,  we  sub- 
mit that  we  personally  have  performed  more 
than  900  transurethral  resections.  A sub- 
stantial percentage  of  these  resections,  how- 
ever, were  for  advanced  prostatic  carcinoma. 

Assuming  prostatic  surgical  indication, 
(a  discussion  of  which  is  not  included  within 
the  province  of  this  paper),  we  are  guided 

Nebraska  S.  M.  J. 


by  the  following  criteria  and  findings  in  the 
selection  of  route. 

Perineal — 

Moderate-to-large  benign  hyperplasia. 

Early  intracapsular  carcinoma,  without 
demonstrable  metastases. 

Prostatic  calcification. 

Suprapubic — 

Moderate-to-large  benign  hyperplasia 
accompanied  by: 

Ankylosis  of  hips  interfering  with 
lithotomy  position. 

Perineal  scar  tissue. 

Massive  intravesical  hemorrhage. 
Impassable  urethral  stricture. 

Transurethral — 

Small  benign  hyperplasia. 

Median  prostatic  bar. 

Mercier’s  bar. 

Advanced  prostatic  carcinoma. 

In  the  borderline  group,  our  rule  is  to 
choose  the  perineal  rather  than  the  trans- 
urethral route.  We  do  so  because  it  has  been 
our  experience  that  perineal  enucleation 
under  caudal  anesthesia,  followed  by  plastic 
closure,  is  less  of  an  ordeal  than  transurethal 
resection  (in  our  hands),  is  followed  by  a 
smoother,  easier  convalescence  (without  the 
secondary-hemorrhage  hazard),  and  offers 
better  assurance  of  complete  and  lasting 
symptomatic  relief.  Unprejudiced  opinions 
as  to  relative  ease  of  convalescence,  repeated- 
ly volunteered  by  ward  nurses,  represent  the 
ultimate  in  reliability,  and  would  seem  to  es- 
tablish the  authenticity  of  this  statement. 

PRE-OPERATIVE  TREATMENT 

In  addition  to  routine  laboratory  tests  and 
complete  physical  examination,  with  such 
medical  consultation  as  may  be  indicated,  our 
routine  preoperative  preparation  consists 
essentially  of  non-protein  nitrogen  determi- 
nation, roentgenological  study,  vasectomy, 
and  cystoscopic  examination.  The  last,  how- 
ever, we  occasionally  omit  if  diagnosis  is  def- 
initely established.  Patients  having  residual 
urine  in  small  amount,  normal  temperature, 
and  good  appetite,  with  normal  non-protein 
nitrogen,  and  without  cardiac  or  other  med- 
ical contraindication,  may  be  operated  upon 
without  delay.  Residual  urine  in  large 


amount,  however,  and/or  elevated  non-pro- 
tein nitrogen,  call  for  caution.  Preoperative 
treatment  under  these  circumstances  must 
include  forced  fluids  and  bladder  drainage, 
either  by  retention  catheter  or  via  the  sup- 
rapubic route,  continued  for  days,  weeks  or 
even  months,  insistently  and  inexorably  car- 
ried out  for  as  long  as  may  be  necessary,  re- 
gardless of  urging  to  the  contrary  by  patient 
or  relatives.  Simply  stated,  and  assuming  no 
evidence  of  circulatory  disorder,  our  “green- 
light”  criteria  consist  essentially  of  non-pro- 
tein nitrogen  40  mgm.  or  less,  normal  tem- 
perature, and  good  appetite. 

ANESTHESIA 

Specifications  for  the  ideal  method  of  an- 
esthesia include  safety,  efficiency,  freedom 
from  sequelae,  ease  of  administration,  and 
flexibility  of  duration.  Such  methods  are 
available  today.  The  sane  and  conservative 
surgeon  has  long  since  discarded  the  speed 
mania,  and  has  substituted  therefor  deliber- 
ateness in  dissection,  and  hemostasis.  Al- 
though sacrocaudal  block  gave  satisfactory 
results  over  a period  of  many  years,  in  1946, 
we  substituted  continuous  caudal  anesthesia, 
requiring  one  needle  only,  instead  of  seven, 
and  permitting  prolongation  if  necessary. 
For  uniformity  in  results  and  freedom  from 
reactions,  we  are  delighted  with  Cyclaine*, 
0.5  per  cent  recently  adopted  for  this  pur- 
pose. The  initial  dosage  of  80  cc.  which 
usually  suffices,  may  be  supplemented  if  nec- 
essary. The  use  of  this  drug  for  caudal 
block,  and  for  other  purposes,  has  been  de- 
scribed by  Lee,  Davis,  and  Barmore(8). 

SURGICAL  TECHNIQUE 

Since  the  average  reader  is  interested  in 
survival  of  the  patient  and  in  late  functional 
results,  rather  than  in  surgical  technique,  a 
detailed  description  of  the  latter  here  would 
not  be  appropriate.  Moreover,  Young’s(9) 
classic  descriptions  of  the  perineal  approach, 
beautifully  illustrated  by  Didusch,  are  not 
to  be  duplicated  (much  less  improved  upon), 
and  are  readily  available  in  various  publica- 
tions, as  well  as  in  his  Practice  of  Urology. 

CONVALESCENCE 

Having  been  subjected  merely  to  innocu- 
ous, nerve  block  anesthesia,  and  negligible 
blood-loss,  the  average  patient  leaves  the 
operating  room  in  the  same  condition  as 

*Sharp  and  Dohme’s  trade  name  for  hexylcaine. 
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upon  entering.  So-called  surgical  shock, 
which  too  often  is  a misnomer  and  a mani- 
festation of  concealed  hemorrhage,  we  do 
not  see.  Excepting  the  ever-possible,  unfore- 
seen complication,  a discussion  of  which  fol- 
lows, routine,  smooth  and  uneventful  con- 
valescence may  be  expected. 

The  postoperative  discomfort  experienced 
by  the  patient  who  has  had  a perineal  pros- 
tatectomy, we  believe  to  be  distinctly  less 
that  than  following  the  suprapubic  or  the 
transurethral  approach. 

Adynamic  ileus.  As  with  other  perineal 
procedures,  and  in  marked  contrast  with  the 
frequency  of  this  complication  following  ab- 


dominal operations,  adynamic  ileus  is  con- 
spicuously rare.  As  long  ago  as  1889,  Wat- 
son(10)  wrote,  “Clinically  the  perineal  oper- 
ations are  the  safest.” 

Ambulation  is  routinely  started  on  the 
first  or  second  postoperative  day. 

Wound  healing.  Per  primam  union  is  now 
the  rule  rather  than  the  exception.  Subcut- 
aneous suppuration,  with  breaking  down  of 
the  incision,  followed  by  the  slow,  tedious 
process  of  separation  of  slough  and  healing 
by  granulation,  is  a thing  of  the  past.  Fac- 
tors mainly  responsible  for  the  elimination  of 
wound  infection  included:  more  careful  sur- 
gical technique;  better  knowledge  of  nutri- 
tion; and,  particularly,  the  specific  antibi- 
otics and  the  sulfonamides.  Following  remov- 
al of  retention  catheter,  perineal  sutures,  and 
rubber  wick  on  the  seventh  postoperative 
day,  perineal  urinary  drainage,  even  in  frac- 
tional amounts,  is  decidedly  the  exception. 
By  contrast,  the  incidence  of  wound  infec- 
tion in  Hinman’s(11>  (1937)  fifty  consecu- 


tive, preantibiotic,  plastic  closures  was 
twelve  per  cent. 

Fever.  An  analysis  of  the  postoperative 
temperature  curves  of  twenty-four  consecu- 
tive patients  in  sufficiently  good  condition 
to  require  no  preliminary  drainage,  showed 
the  maximum  temperature  elevation  to  have 
occurred  on  the  second  postoperative  day, 
and  to  average  99.9  degrees  F.  (See  Chart  I). 

Dismissal  on  the  eighth  postoperative  day, 
with  dry  perineum  and  satisfactory  urinary 
control,  is  not  unusual.  Post-prostatectomy 
hospitalization  of  the  last  fifty  patients 
averaged  11.3  days.  This  figure  must  be 
viewed  as  somewhat  exaggerated,  because  a 


substantial  percentage  of  these  patients,  aft- 
er permission  for  dismissal,  voluntarily  re- 
mained in  the  hospital  one  to  several  days 
awaiting  conveyance,  or  the  arrival  of  rela- 
tives. Of  these  last  fifty  patients,  seven 
left  the  hospital  (perineum  dry)  on  the 
eighth  postoperative  day,  twelve  on  the 
ninth,  and  by  the  tenth  day  dismissals 
totalled  25  or  50  per  cent.  There  were  three 
with  17  postoperative  hospital  days,  and  one, 
the  maximum,  with  19  days.  This  conspic- 
uously shortened  hospitalization  for  prosta- 
tectomy, obviously  tends  to  nullify  the  chief 
advantage  claimed  by  those  favoring  the 
transurethral  route. 

These  figures,  however,  have  no  real 
meaning  except  by  comparison  with,  for  in- 
stance, Young’s (12)  average  of  32  post- 
operative hospital  days  and  average  fis- 
tula closure  of  24  days,  reported  in  1923; 
also,  with  Hinman’s  (11)  24-day  postoperative 
average  (1937),  and  our  own  figure  of  21 
days,  reported  as  late  as  1940.  The  present- 
day  patient,  however,  having  no  basis  for 
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comparison,  has  no  realization  of  the  specta- 
cular decrease  in  hospital  days  which  has 
been  achieved,  and  the  occasional  one  is  dis- 
appointed to  learn  of  the  11.3  day  postop- 
erative hospitalization  average.  Thus  pro- 
gress receives  no  credit. 

MORTALITY 

Our  over-all  mortality  rate  is  2.9  per  cent. 
This  includes  the  entire  series  of  2,050,  the 
good  and  the  poor  risks,  and  all  deaths,  from 
whatever  related  or  unrelated  cause,,  dating 
back  over  a period  of  34  years.  The  youngest 
patient  was  40  years  of  age,  the  average  69, 
and  the  oldest,  aged  104  at  the  time  of  opera- 
tion, is  now  107.  It  is  true  that  lower  mortal- 
ity rates  for  perineal  prostatectomy  have 
been  reported,  but  not  in  four-figure  series. 


prostatectomies,  with  a total  mortality  of  1.2 
per  cent.  We  venture  that  no  one  of  these 
residents  has  maintained  this  record  through 
the  years,  unless  with  small  prostatectomy 
volume.  For  purposes  of  comparison,  Table  I 
is  presented,  showing  mortality  figures  fol- 
lowing the  various  prostatic  surgical  pro- 
cedures reported  from  various  clinics. 

The  urological  surgeon  is  constantly  deal- 
ing with  major  surgical  procedures  in  the 
aged  who  may  have  damaged  cardio-vascu- 
lar-renal  systems,  and  require  prolonged 
hospitalization.  As  we  assume  grave  risks  in 
increasing  numbers,  our  luck  finally  plays 
out  and  the  averages  catch  up  with  us.  This 
is  as  inevitable  as  sunset.  Moreover,  actuari- 
ally  figured,  the  average  mortality  rate  from 
“natural”,  or  all  causes,  during  the  two  dec- 


TABLE  i 


REPORTED  MORTALITY  RATES  IN  PROSTATIC  SURGERY 


Number  of 

Reported 

Date 

Patients 

Mortality 

Reference 

Perineal  Prostatectomy : 

Hugh  Young 

Baltimore 

1926 

1,000 

3.2% 

24 

Daniel  Higbee  - 

Denver 

_ . 1951 

572 

1.7% 

25 

Davis  and  Lee 

..Omaha  - . 

1953 

2,050 

2.9% 

Suprapubic  Prostatectomy : 

Hunt  and  Walters 

..Rochester  _ 

1938 

1,000 

5.4% 

26 

Rees 

England  __ 

1947 

242 

23.0% 

26 

MacDonald 

Canada 

1947 

495 

39.0% 

26 

..England 

1948 

318 

12.0% 

26 

Philadelphia 

1938 

750 

4.0% 

24 

.England 

1919 

1,550 

5.3% 

24 

Philadelphia 

1942 

340 

6.3% 

27 

Belleview  Hospital 

__New  York 

.1942 

1 Stage 

208 

10.0% 

27 

2 Stage 

444 

18.0% 

27 

Phil.  Gen.  Hosp. 

-Philadelphia 

1942 

167 

34.1% 

27 

Retropubic  Prostatectomy : 

Millin 

. England 

1949 

757 

4.5% 

26 

1951 

500 

6.0% 

28 

Newman 

Sidney,  Australia 

_ . 1951 

103 

8.0% 

29 

Ostenfeld 

..Denmark 

1951 

114 

4.3% 

30 

Transurethral  Resection : 

Nesbit 

.Ann  Arbor  _ 

1946 

2,425 

1.8% 

26 

Univ.  Minnesota  . 

.Minneapolis 

_ 1950 

1,560 

1.2% 

26 

Mayo  Clinic 

. Rochester 

1950 

11,522 

1.2% 

26 

Lee  . 

_ 1954 

794 

1.7% 

Randall 

Philadelphia 

1942 

315 

2-2% 

27 

Herman 

1938 

500 

2.6% 

24 

Kretschmer 

..Chicago 

1935 

551 

3.2% 

24 

Alcock 

Iowa  City 

1935 

600 

4.6% 

31 

Cook  Countv  Hosp. 

. Chicago 

1937 

283 

18.5% 

24 

Phil.  Gen.  Hosp. 

Philadelphia 

1942 

56 

18.0% 

27 

Until  the  number  of  operations  becomes  con- 
spicuously large,  Dame  Fortune  may  occa- 
sionally play  a major  role,  permitting  a 
factual  and  rather  an  imposing  report  with 
a zero  mortality  rate.  Young(12),  in  1923,  re- 
ported a series  of  198  consecutive  perineal 
prostatectomy  without  a death.  His  over-all 
mortality  rate,  however,  reported  at  this 
time  (1,049  operations),  was  3.4  per  cent, 
and  in  1930  (1,571  operations),  was  3.6  per 
cent(13).  Similarly,  our  own  total  series  in- 
cludes three  “runs”,  each  exceeding  100  con- 
secutive prostatectomies  without  a death. 
Young(14>,  in  1939,  stated  that  five  consecu- 
tive residents  at  the  Brady  Urological  Insti- 
tute had  performed  a total  of  217  perineal 


ades  between  ages  60  and  80,  is  6.3  per  cent 
annually,  or  0.5  per  cent  each  month ( 15 >. 
Therefore,  indulging  in  fancy,  and  estimat- 
ing an  average  total  hospitalization  of  one 
month,  one  would  attain  a more  nearly  ac- 
curate index  of  the  basic  prostatectomy  risk 
by  deducting  0.5  per  cent  from  his  over-all 
mortality  rate.  Superlative  surgical  judge- 
ment and  skill  must  bow  to  these  figures. 
This  inescapable  mortality  rate  is  further 
demonstrated  by  Table  II,  compiled  from  our 
own  published  records  showing  a gradual, 
fractional  increase  in  mortality  rate  from 
0.93  per  cent  (107  cases)  in  1923,  to  the  pre- 
sent 2.9  per  cent;  and  this  in  spite  of  greatly 
improved  methods  of  anesthesia,  hemostasis, 
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and  technique.  We  trust  that  the  reader  will 
share  our  belief  that  this  creeping  increase 
is  the  result  of  the  inexorable  influence  of 
the  mortality  tables  and  the  averages,  rather 
than  evidence  of  decreasing  surgical  compet- 
ence. As  remarked  by  Dr.  Richard  Chute,  we 
“seem  to  be  flirting  with  the  irreducible 
minimum”.  Table  III  analyzes  the  causes  of 
our  sixty  deaths. 

COMPLICATIONS 

By  reason  of  the  inevitable  percentage  of 
unfavorable  developments,  unforeseeable, 
unpreventable,  and  often  wholly  unrelated  to 
the  operation,  no  large  series  of  cases  in- 
volved in  any  major  procedure,  if  meticulous- 


has  transurethral  aspiration  of  clots  and 
fulguration  of  bleeding  point  been  necessary. 
Postoperative  transfusion  has  been  conspi- 
cuously rare,  and  in  no  instance  has  trans- 
fusion been  necessary  during  the  operation. 

Massive  secondary  hemorrhage,  occurring 
suddenly,  as  late  as  the  end  of  the  second 
postoperative  week,  once  a grave  menace,  has 
yielded  to  the  sulfonamides  and  the  antibio- 
tics. In  1932,  one  of  us(16)  reported  a 3.5  per 
cent  incidence  of  this  complication,  including 
an  “epidemic”  of  five  cases  in  13  consecutive 
operations.  Since  this  amazingly  high  per- 
centage surpassed  the  bounds  of  mere  coin- 
cidence, the  only  plausible  exp  la  nation 
seemed  to  be  upon  a specific  basis.  Before 


TABLE  II 

Our  own  perineal  prostatectomy  mortality  rate,  shown  gradually  increasing  through  the  years,  in  direct  proportion  to  the 
number  of  operations. 


Mar. 

Nov. 

Aug. 

Dec. 

Apr. 

Feb. 

Aug. 

Reported 

1927 

1928 

1930 

1931 

1933 

1939 

1940 

1953 

Journal 

A.M.A. 

A.M.A. 

Colo. 

A.M.A. 

Jour. 

A.M.A. 

A.M.A. 

Med. 

Lancet 

Number  of 

Operations 

107 

176 

323 

378 

479 

741 

831 

2,050 

Mortality  Rate 

0.93% 

1.7% 

2.48% 

2.38% 

2.5% 

2.7% 

2.7% 

2.9% 

ly  analyzed,  may  be  truthfully  reported  uni- 
formly uneventful  as  to  convalescence.  We 
have  had  our  full  share  of  troubles  and  of 
problems.  Yet,  through  the  years,  it  has  been 
possible  gradually  to  eliminate  or  minimize 
the  various  major  complications  (except 
vascular  “accidents”)  to  the  end  that  our 


the  advent  of  the  resectoscope  these  five 
emergencies  were  successfully  managed  by 
transurethral  aspiration  of  clots  and  endo- 
scopic fulguration.  Hinman’s(11)  report  of 
fifty  consecutive  pre-antibiotic,  plastic  clo- 
sures included  four  secondary  hemorrhages 
(8  per  cent). 


TABLE  III 

Analysis  of  Causes  of  60  Deaths  Among  2,050 
Perineal  Prostatectomy  Patients 


Directly  related  to  prostatic  surgery  u* 24 

Sepsis  i 15 

Immediate  hemorrhage  1 — , 1 

Delayed  hemorrhage _ 5 

Uremia  ! 3 

Doubtful  relationship  to  prostatic  surgery: 30 

Cerebral  “accident”  8 

Coronary  thrombosis  6 

Pulmonary  embolus  3 15 

Bronchopneumonia  , ~ 1 

Wholly  unrelated  to  prostatic  surgery: 6 

Cerebroarteriosclerosis  — 1 

Femoral  emoblus  1 

Acute  hemorrhagic  gastritis  1 

Perforation  of  colon  1 

Parkinsonism  ,1 — 1 

Intestinal  obstruction  H ^ — 1 


post-prostatectomy  convalescence,  although 
not  uniformly  uneventful,  may  be  described 
as  routinely  so.  The  conspicuous  improve- 
ment has,  in  no  small  measure,  resulted  from 
achievements  in  other  than  urological  fields. 

Immediate  postoperative  hemorrhage  is 

no  longer  a problem,  thanks  to  clear  visuali- 
zation, suture-ligation  and  plastic  closure, 
facilitated  by  the  hemostatic  traction  bag. 
Our  series  includes  one  death  due  to  uncon- 
trollable hemorrhage  immediately  following 
operation,  (3,206,  October,  1927).  Upon  two 
occasions  only,  during  the  past  nine  years, 


This  grave  and  most  disconcerting  emer- 
gency, not  having  been  encountered  during 
the  past  six  years,  is  no  longer  a cause  for 
concern.  This  statement,  however,  does  not 
apply  to  convalescence  following  the  trans- 
urethral operation.  In  our  own  experience, 
the  frequency  of  delayed  hemorrhage  has 
been  such  that  we  consider  it  important  to 
keep  transurethral  patients  hospitalized,  or 
at  least  under  observation,  for  14  postopera- 
tive days.  Thus,  it  has  come  now  to  be  that 
the  perineal  prostatectomy  patient  may 
claim  the  advantage  of  shorter  hospitaliza- 
tion, or  at  least  a shorter  period  of  post- 
operative observation.  We  repeat  that  we 
cite  our  own  experience  only. 

Of  vascular  “accidents”  (cerebral,  coro- 
nary and  pulmonary)  we  have  had  our  in- 
evitable share.  In  additon  to  many  unre- 
corded, non-fatal  vascular  episodes,  this  in- 
tractable triad  was  responsible  for  no  less 
than  29  deaths,  or  48  per  cent  of  our  total 
mortality  (Table  III).  We  also  have  our 
thrombophlebitis  worries,  and  perhaps  de- 
ceive ourselves  in  thinking  that  early  ambu- 
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lation  has  been  helpful  in  reducing  the  inci- 
dence of  this  bete  noire.  Having  no  accurate 
method  of  balancing  usefulness  against 
harmful  effects,  we  are  not  too  happy  with 
the  anticoagulants.  The  injudicious  use  of 
this  form  of  therapy  was  indirectly,  but  def- 
initely, responsible  for  one  death. 

Incontinence.  Reading  Goodfellow’s  or- 
iginal description  of  blind,  traumatizing, 
evulsion  of  the  prostate  through  a median 
perineal  incision  carried  into  the  m e m- 
branous  urethra  and  employing  no  retractors 
or  other  instruments  (“the  finger  serving 
all  needs”),  one  readily  understands  why  this 
procedure  entered  upon  its  career  in  disre- 
pute. In  fact,  the  span  of  half  a century  has 
not  entirely  corrected  the  misconception  that 
perineal  prostatectomy  has  a monopoly  on 
postoperative  incontinence.  Those  informed, 
however,  recognize  that  this  complication, 
usually  transient,  may  be  noted  following 
prostatic  surgery  in  skilled  hands,  by  what- 
ever route,  perineal,  suprapubic  (retro- 
pubic), or  transurethral,  regardless  of  flaw- 
less technique.  The  same  may  occur  after 
internal  urethrotomy  for  urethral  stricture. 
Goldstein  and  Rubin (17>  reported  three  cases 
of  incontinence-problems  following  supra- 
pubic prostatectomy.  One  of  our  most  trou- 
blesome incontinence-problems  followed 
suprapubic  prostatectomy;  another  followed 
internal  urethrotomy  for  urethral  stricture. 
Those  who  favor  the  transurethral  route 
acknowledge  the  same. 

A critical  consideration  by  one  of  usn8)  of 
the  possible  causes  of  this  troublesome  inter- 
lude, occurring  regardless  of  surgical  finesse, 
justified  the  conclusions  that  weakness  or 
atrophy  of  disuse  of  the  external  sphincter 
fibers  is  the  major  etiological  factor  rather 
than  mechanical  injury  of  muscle  fibers  or 
of  nerve  supply.  Upon  this  theory,  sphinc- 
ter weakness  may  be  said  to  have  been 
both  caused  and  concealed  by  the  obstruct- 
ing prostate,  and  merely  revealed  by  the 
prostatic  surgery.  The  enlarging  prostate 
had  stretched  one  sphincter  (the  internal) 
and  relieved  the  other  of  duty,  thus  incapaci- 
tating both  long  before  the  arrival  of  the  sur- 
geon upon  the  scene. 

With  external  sphincter  and  nerve  supply 
intact,  following  faultless  technique  by  any 
route,  the  problem  then  is  merely  that  of 
measures  directed  toward  rejuvenation  of 
the  muscle  fibers  by  “exercise.”  The  natural 
or  spontaneous  process  of  regaining  control 


thus  may  be  materially  hastened  by  a pro- 
gram consisting  essentially  of  instruction 
and  encouragement ; by  explaining  to  the  pa- 
tient the  importance  of  making  voluntary  ef- 
fort alternately  to  start  and  to  stop  the 
stream  during  each  urination.  In  the  occa- 
sional initially  completely  incontinent  cases 
the  bladder  is  daily  filled  to  capacity  through 
a catheter,  and  the  start  stop  routine  repeat- 
ed. Close  personal  supervision  is  essential. 
Progress  is  frequently  noted  after  the  first 
“lesson.”  The  patient  did  not  know  he  could 
accomplish  this.  He  had  not  realized  the  im- 
portance of  making  the  effort.  Instruction 
to  tighten  the  sphincter  and  perineal  mus- 
cles many  times  daily,  between  urinations, 
gives  the  patient  a consciousness  of  the 
perineal  musculature  which  he  would  not 
otherwise  have.  This  method  of  treatment 
has  recently  been  described  by  Verges- 
Flaque(19).  A strychnine,  ergot,  ephedrine 
prescription*  we  believe  is  helpful  in  hasten- 
ing the  return  of  muscle  tone. 

Other,  less  frequent,  more  troublesome 
and  not  generally  recognized  causes  of  post- 
operative incontinence  are  concurrent  neuro- 
genic dysfunction  and  senile,  physical  and 
mental  debility.  The  central  nervous  sys- 
tem lesion  being  undiagnosed,  and/or  senil- 
ity being  unrecognized  as  a factor,  it  is  in- 
evitable that  the  surgeon,  who  has  merely 
revealed  the  sphincter  weakness  by  remov- 
ing the  “stopper,”  should  receive  full  credit 
for  unsatisfactory  functional  results.  We 
attempt  preoperative  confirmation  of  sus- 
pected cord  lesions  by  neurologic  consulta- 
tion and  cystometrographic  study,  with  a 
view  to  forewarning  physician,  patient,  and 
relatives  of  possible  postoperative  vesical 
dysfunction. 

Perineal  urinary  fistula.  Whereas  seven 
instances  of  persistent  perineal  leakage  re- 
quiring secondary  closure  were  reported  in 
our  first  878  cases,  and  whereas  Young(12), 
in  1923,  reported  an  average  24-day  duration 
of  perineal  fistula,  with  “14  per  cent  being 
open  on  dismissal,”  this  problem  has  become 
insignificant  since  the  advent  of  the  anti- 
biotics and  the  adoption  of  routine  plastic 
closure.  Secondary  closure  has  not  been 
necessary  during  the  past  eight  years. 

Acute  suppurative  epididymitis,  of  which 
there  were  42  cases  included  in  the  report  of 
the  first  378  operations,  may  be  eliminated 

♦Strychnine  sulf.,  0.195  grams  ; fid.  ext.  ergot,  60  cc. ; ephedrin 
sulf.,  0.52  grams  ; arom.  elixir,  q.  s.  240  cc.,  given  in  tea- 
spoonful dosage,  4 times  daily. 
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by  routine,  local  infiltration  vasectomy,  if 
performed  when  catheter  drainage  is  initiat- 
ed. This  extremely  painful  complication  may 
well  be  more  distressing  and  a more  serious 
matter  than  the  prostatectomy.  The  im- 
portance of  vasectomy  in  connection  with 
prostatic  surgery  has  been  pointed  out  by 
Goldstein (20>  and  by  Colston(21). 

Postoperative  urethral  stricture  following 
perineal  prostatectomy  is  a remote  possibil- 
ity, as  is  the  case  following  any  procedure 
involving  urethral  trauma,  but  in  our  experi- 
ence this  complication  has  been  extremely 
rare.  In  this  respect  perineal  enucleation 
holds  a distinct  advantage  over  trans- 
urethral resection  following  which  stricture 
is  a recognized  hazard,  conceded  by  all. 
Others  have  reported  post-resection  inci- 
dence of  this  complication  in  percentages 
varying  up  to  fifteen.  By  reason  of  this 
hazard,  perineal  urethrotomy,  to  avoid  in- 
strumental trauma  to  the  anterior  urethra, 
has  been  advocated  by  eminent  authority. 
Nesbit(22)  has  advised  this  method  of  instru- 
mental by-passing  of  the  anterior  urethra, 
“in  any  case  where  a 30  caliber  French  steel 
sound  . . . fails  literally  to  drop  into  the 
urethra.” 

LATE  FUNCTIONAL  RESULTS 

In  the  quest  for  the  unattainable  perfec- 
tion in  any  surgical  field,  the  best  to  be 
hoped  for  is  a near  approach  to  the  ultimate 
goal,  which  is  the  removal  of  the  pathology 
and  the  achievement  of  symptomatic  relief, 
in  high  percentage  with  minimum  risk;  also 
with  minimum  hospitalization.  Second  in 
importance  only  to  mortality  rate  and,  from 
some  viewpoints  and  in  certain  situations,  of 
even  greater  importance,  is  the  recovery  of 
comfort,  including  restoration  of  the  involved 
organ  to  normal  function.  Hinman(11)  has 
said,  “Of  equal  importance  with  the  death 
rate  is  the  curative  rank  of  a method.” 

It  has  come  to  be  generally  recognized,  by 
the  profession  and  the  laity  as  well,  that 
prostatic  surgery  not  only  may  be  performed 
with  minimum  risk  but  offers  a high  per- 
centage of  good  functional  results.  As  the 
result  of  improved  diagnosis,  technique,  and 
antiseptics,  together  with  the  tendency  to- 
ward early  ambulation  and  shortened  hos- 
pitalization, it  is  perhaps  unfortunate  that 
people  have  come  to  take  too  much  for 
granted.  They  fail  to  realize  that  every  sur- 
gical procedure  involving  whatever  organ 
has  its  serious  aspects,  and  that  a tragedy, 


or  an  operative  result  short  of  perfection, 
might  follow  even  relatively  minor  proce- 
dures, and  not  infrequently  from  some 
wholly  unrelated  cause. 

The  late  functional  results  of  prostatic 
surgery  may  be  evaluated  by  follow-up  in- 
quiry, including  specific  questions  relating 
to  urination.  Those  who  have  sought  infor- 
mation by  the  analysis  of  questionaire  re- 
sponses from  patients  in  the  old  age  group 
recognize  this  as  a tedious  and  rather  unsat- 
isfactory process  beset  with  difficulties  and 
inaccuracies  at  best.  Some  have  died,  some 
have  disappeared,  and  others  failed  to  reply. 
Many,  rather  than  confining  themselves  to 
the  specific  questions,  base  their  dissatisfac- 
tion upon  wholly  unrelated  symptoms  such 
as  constipation  or  “rheumatism.”  Many  are 
senile  and  confused  mentally,  therefore  they 
tend  to  emphasize  unrelated  complaints.  We 
have  made  two  questionaire-attempts,  in- 
quiring concerning  wound  healing,  conti- 
nence, nocturia,  and  ease  of  urination,  includ- 
ing also  the  vitally  important  question,  “In- 
sofar as  the  operation  is  concerned,  do  you 
consider  yourself,  well,  improved  or  unim- 
proved?” Since  there  could  be  no  criterion 
superseding  the  patient’s  own  opinion  as  to 
his  satisfaction  with  his  operative  result, 
this  one  question  alone  should  suffice;  and 
since  this  simple  and  direct  method  of  in- 
quiry should  obviously  tend  to  minimize, 
rather  than  exaggerate,  the  number  of  pa- 
tients reporting  themselves  “well,”  the  fol- 
lowing summary  of  results  should  be  viewed 
as  overly  conservative. 

The  last  follow-up  inquiry  was  made  in 
1940.  Of  100  consecutive  questionaire  re- 
sponses reported  in  a paper  by  Davis  and 
Nesbit(23)  comparing  prostatectomy  and  re- 
section results,  89  patients  reported  them- 
selves well,  10  improved,  and  one  unim- 
proved. The  opinion  of  each  patient  who  ex- 
cluded himself  from  the  “well”  classifica- 
tion was  accepted  as  final,  without  any  at- 
tempt to  sift  out  those  whose  complaints  and 
old-age-disabilities  were  unrelated  to  the 
urinary  tract.  This  source  of  possible  in- 
accuracy, obviously,  would  tend  to  reduce, 
rather  than  boost,  the  percentage  of  good 
functional  results.  It  is  to  be  noted  that  these 
questionaire-responses  antedated  the  anti- 
biotics and  our  adoption  of  routine  plastic 
closure. 

SUMMARY 

From  the  blind,  traumatizing  prostatic 
evulsion  of  a half  century  ago,  perineal  pros- 
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tatectomy  has  evolved  as  a procedure  of  pre- 
cision. 

Notwithstanding  the  ravages  of  age  and 
the  inexorable  law  of  the  averages,  an  ex- 
ceedingly low  mortality  rate  may  be  main- 
tained. Uncontrollable  (and  in  large  per- 
centage unrelated)  vascular  “accidents”  are 
responsible  for  approximately  half  of  the 
deaths. 

Plastic  closure  and  the  newer  antibiotics 
and  sulfonamides  have  contributed  largely 
to  the  spectacular  shortening  of  postopera- 
tive hospitalization. 

Of  the  chief  causes  for  concern  ordinarily 
associated  with  prostatic  surgery,  hemor- 
rhage, sepsis,  fistula,  stricture,  incontinence, 
and  vascular  “accidents,”  none  but  the  last 
remains  more  than  a minor  problem. 

Increasing  public  prostate-consciousness, 
resulting  in  general  realization  of  the  hazard 
and  added  hospital  cost  incident  to  delay, 
has  brought  in  patients  earlier,  permitting 
safe  intervention  without  delay;  whereas 
the  time  was  when  the  omission  of  prelim- 
inary drainage  was  viewed  in  urological  cir- 
cles as  nothing  short  of  heresy. 

Prostatic  surgery  need  not  be  dreaded, 
but  rather  welcomed  as  a means  of  relief. 
The  decision  comes  to  be  merely  a matter 
of  weighing  alternatives.  The  patient  with 
residual  urine  and  obstructive  symptoms 
needs  but  to  balance  the  minimum  risk  and 
discomfort  of  surgical  intervention  against 
the  increasing  risk  and  suffering,  and  the 
final  inevitable  consequence  of  continued 
neglect. 
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TWO  CONTRAST  AGENTS  USED 
IN  ARTIFICIAL  NEPHROGRAPHY 

A new  technique  to  visualize  kidney  tissues  by 
means  of  an  artificial  nephrogram,  combining  ret- 
rograde and  intravenous  urograms,  is  described  in  a 
preliminary  report  by  Dr.  Francis  A.  Herzan  of 
Cambridge,  Mass  , in  The  American  Journal  of 
Roentgenology  (71:288,  February,  1954). 

The  new  method  emphasized  the  simultaneous  use 
of  Diodrast  and  Skiodan,  two  contrast  media  con- 
taining iodine.  Dr.  Herzan  reports  that  this  tech- 
nique produced  an  artificial  nephogram  in  which 
there  was  more  marked  contrast  density  than  was 
obtained  through  routine  retrograde  and  intraven- 
ous pyelograms  performed  separately. 

Following  a routine  unilateral  retrograde  pyelo- 
gram,  using  the  largest  possible  ureteral  catheter, 
Dr.  Herzan  states,  the  catheter  was  left  in  place  in 
order  to  obtain  sufficient  back  pressure  in  the  kid- 
ney pelvis.  The  free  end  of  the  catheter  was  clamped 
to  prevent  escape  of  the  contrast  medium. 

Routine  x-ray  films  were  taken,  after  which  30 
c.c.  of  Diodrast  was  administered  intravenously. 
Films  were  taken  at  15,  25  and  35-minute  intervals, 
“until  saturation  of  the  kidney  tissue  was  obtained.” 
One  nephogram  at  a time  should  be  done,  the  author 
stresses,  thus  leaving  the  other  kidney  functioning. 
It  was  possible  to  demonstate  the  excretory  portion 
of  the  kidney,  and  no  side  effects  or  pain  associated 
with  examination  were  observed,  the  article  says. 
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Value  c!  tie 

"L  E."  Clot  Test 

as  o1  Laboratory  Procedure 


Doctor  Pease  presents  a review  of  the  clinical 
characteristics  and  the  laboratory  findings  in  dissemi- 
nated lupus  erythematosus.  She  then  recites  a brief 
history  of  the  discovery  of  the  "L.E."  cell,  and  of  the 
methods  employed  in  its  demonstration.  From  these 
she  selects  the  clot  test  for  more  detailed  technical 
consideration.  The  author  then  presents  evidence  of 
the  close  correlation  between  the  results  of  the  L.E. 
clot  test  and  the  clinical  diagnosis  in  347  patients. 

EDITOR 

ACCORDING  to  Ross  and  Wells*18), 
in  their  recent  review  of  sys- 
temic lupus  erythematosus, 
this  disease  has  assumed  an  import- 
ance disproportionate  to  its  incidence  as  a 
clinical  problem.  The  main  factors  respon- 
sible for  this  emphasis  are  (1)  recognition  of 
multiple  systemic  manifestations  in  lupus 
erythematosus  in  addition  to  cutaneous  les- 
ions, (2)  development  of  technical  proced- 
ures and  criteria  for  more  exact  diagnosis, 
(3)  increased  interest  in  the  entire  group  of 
so-called  collagen  diseases,  and  (4)  discov- 
ery of  cortisone  and  corticotropin  (ATCH) 
which  offer  a limited  approach  to  treatment. 

Systemic  lupus  erythematosus  is  a disease 
of  unknown  cause.  Aggravating  factors  are 
recognized;  these  include  infection,  expos- 
ure to  sunlight  or  cold,  various  allergic  re- 
actions, and  surgical  procedures.  The  con- 
stitutional symptoms  occurring  during  active 
phases  of  the  disease  are  fever,  weakness, 
fatigue,  prostration,  and  loss  of  weight. 
Arthralgias  and  joint  symptoms  are  seen  in 
many  of  the  patients,  and  many  times  it  is 
difficult  to  distinguish  between  systemic 
lupus  erythematosus  and  rheumatoid  arthri- 
tis, without  prolonged  follow-up.  Various 
cutaneous  manifestations  have  been  de- 
scribed, among  them  the  classic  open  “but- 
terfly wings”  on  the  face(10).  Signs  and 
symptoms  of  disturbances  of  the  central 
nervous  system  or  of  lesions  of  the  pulmo- 
nary and  cardiovascular  systems  occur  fre- 
quently. Lymphadnopathy  and  splenomegaly 
occur  in  more  than  50  per  cent  of  the  pa- 
tients*’5 >. 

*Read  at  the  Spring  Medical  Assembly  of  the  Creighton  Uni- 
versity School  of  Medicine,  Omaha,  Nebraska,  April  23,  1954. 

fThe  Mayo  Foundation  is  a part  of  the  Graduate  School  of 
the  University  of  Minnesota. 


GERTRUDE  L.  PEASE,  M.D. 

Section  of  Clincal  Pathology 
Mayo  Clinic  and  Mayo  Foundationf 
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Clinical  laboratory  findings  include  pro- 
teinuria, hematuria,  leukopenia,  and  anemia. 
Elevation  of  the  erythrocytic  sedimentation 
rate  is  frequently  observed  and  is  roughly 
proportionate  to  the  activity  of  the  dis- 
ease(16).  False  positive  results  of  Wasser- 
mann  tests  have  been  reported  by  some  in- 
vestigators*3- 16). 

In  1948,  Hargraves  and  associates*7)  de- 
scribed a peculiar  cell  in  the  buffy  layer  of 
bone  marrow  taken  from  patients  who  had 
acute  and  subacute  lupus  erythematosus. 
This  cell,  know  as  the  “L.E.”  cell,  is  a mature 
polymorphonuclear  leukocyte  containing  an 
ingested  or  lysed  mass  of  homogeneous,  pale- 
purple  material  thought  to  be  of  nuclear  or- 
igin. It  was  also  noted  that  several  poly- 
morphonuclear leukocytes  might  be  attract- 
ed to  a single  large  mass  of  lysed  nuclear 
material  forming  a structure  called  a “ros- 
ette.” A cell  similar  to  but  not  identical  with 
the  L.E.  cell  was  described  in  the  bone  mar- 
row of  patients  who  had  a variety  of  chron- 
ic disorders.  This  was  called  a “tart”  cell, 
and  usually  consisted  of  a monocyte  with  a 
secondary  nucleus  that  it  apparently  had 
phagocytized.  This  same  nucleophagocytosis 
was  also  noted  in  polymorphonuclear  neutro- 
phils. This  cell  is  rarely  a source  of  confus- 
ion to  experienced  observers*18). 

Using  a procedure  similar  to  that  used  in 
the  study  of  bone  marrow,  Sunberg  and 
Lick*19)  found  L.E.  cells  in  the  peripheral 
blood,  but  considered  that  it  was  not  a prac- 
tical method  for  diagnosis  because  so  few 
cells  could  be  found.  Since  1949,  numerous 
publications  have  dealt  with  technics  of  pro- 
duction of  L.E.  cells  in  peripheral  blood*1- 2- 4- 

6,  8,  11,  15,  17). 

Most  investigators  now  agree  that  the  pro- 
duction of  L.E.  cells  as  seen  in  various  prep- 
arations of  blood  and  bone  marrow  is  an  in 
vitro  phenomenon  occuring  in  the  presence 
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or  absence  of  anticoagulants  but  depending 
on  three  elements (4b  namely,  (1)  the  lytic,  or 
L.E.,  factor  contained  in  the  gamma  glob- 
ulin of  the  plasma(2>  9),  (2)  nucleoprotein  to 
react  with  the  lytic  factor,  and  (3)  active 
polymorphonuclear  neutrophils  to  engulf  the 
lysed  material. 

Zimmer  and  Hargraves ( 23 > made  a compar- 
ative study  of  some  of  the  technics < 12> 17 > 
in  which  the  patient’s  whole  blood,  plasma, 
or  serum  was  used  for  the  source  of  L.E. 
factor,  and  buffy  coats  from  normal  defib- 
rinated  or  oxalated  blood,  or  the  patient’s 
blood,  were  used  for  the  source  of  phago- 
cytes. The  nucleoprotein  came  from  buffy 
coats  of  normal  defibrinated  blood,  frozen 
leukemic  lymphocytes,  or  patient’s  blood. 
For  comparison  they  used  preparations  made 
from  clotted  peripheral  blood  similar  to  the 
method  described  by  Gonyea  and  co-work- 
ers(6).  They  presented  evidence  that  the 
formation  of  the  L.E.  cell  was  enhanced  by 
coagulation. 

A technic  described  by  Magath  and  Wink- 
le (14>  has  been  used  as  the  routine  procedure 
at  the  Mayo  Clinic  in  cases  in  which  a diag- 
nosis of  disseminated  lupus  erythematosus 
is  considered.  This  method  utilizes  a sieve 
made  of  stainless  steel  wire  gauze,  40  mesh- 
es per  inch,  fitting  over  a Petri  dish,  for 
defibrination  of  the  blood  clot,  the  clot  being 
mashed  through  the  screen  by  a pestle.  Pre- 
viously, the  clot  was  defibrinated  by  whip- 
ping it  with  applicators;  this  method  was 
too  time-consuming  for  a routine  procedure. 

PROCEDURE 

Venous  blood  (10  ml.)  is  withdrawn  and 
allowed  to  clot  for  2 hours  in  a clean  glass 
tube.  The  clot  is  removed  and  placed  on  the 
special  sieve  over  the  Petri  dish.  The  clot 
is  thoroughly  mashed  through  the  sieve  with 
the  pestle.  A Wintrobe  sedimentation  tube 
is  filled  with  the  blood  that  accumulates 
in  the  Petri  dish  under  the  sieve.  The  tube 
is  centrifuged  at  2,000  rpm  for  5 minutes. 
Smears  are  made  from  the  buffy  coat  after 
the  serum  is  aspirated  down  to  the  layer  of 
leukocytes.  The  smear  is  stained  by  Wright’s 
method  and  examined  for  L.E.  cells. 

CLINICAL  CORRELATION 

A correlation  of  the  results  of  the  L.E. 
clot  test  with  the  clinical  diagnosis  in  347 
patients  is  given  in  the  accompanying  table, 
derived  from  data  of  Williams  and  associ- 
ates( 21  >,  at  the  Mayo  Clinic. 


It  will  be  noted  that  results  of  the  clot 
test  were  positive  for  L.E.  cells  in  all  the 
patients  who  had  subacute  to  acute  dissem- 
inated lupus  erythematosus,  while  results 
were  negative  in  those  who  had  chronic  to 
subacute  lupus  erythematosus  and  those  who 
had  discoid  lupus  erythematosus. 

Twenty  of  a total  of  63  patients  who  had 
rheumatoid  arthritis  had  L.E.  cells  in  their 
clot  tests.  L.E.  cells  were  also  noted  in  the 
clot  tests  in  1 patient  with  periarteritis 
nodosa,  1 with  dermatomyositis,  1 with 
acrosclerosis,  and  1 with  questionable  pri- 
mary amyloidosis. 

Walsh  and  Zimmerman ( 20 > found  L.E. 
cells  in  the  bone  marrow  of  3 patients  who 
had  severe  reactions  to  penicillin.  They  cited 
other  instances  in  which  L.E.  cells  were  re- 
ported in  conditions  unrelated  to  lupus  ery- 
thematosus. 


The  specificity  of  the  test  might  be  ques- 
tioned by  these  results.  However,  Ross  and 
Wells,  in  their  aforementioned  review,  said 
that  so  few  false  positive  results  have  been 
reported  that  the  “subject  scarcely  needs  to 
be  considered  as  a source  of  error.”  In  their 
laboratory,  tests  for  the  L.E.  cell  were  per- 
formed in  more  than  350  cases,  including 
cases  of  so-called  collagen  disorders,  discoid 
lupus  erythematosus,  pernicious  anemia  and 
cases  of  hyperglobulinemia  not  related  to 
systemic  lupus  erythematosus.  They  did  not 
report  any  false  positive  results. 


TABLE 

CLINICAL  DIAGNOSES  AND  RESULTS  OF  L.  E.  CLOT 
TESTS  IN  347  PATIENTS 

L.E.  Cells 


Posi- 

Nega- 

Diagnosis 

Subacute  to  acute  disseminated  lupus 

Cases 

tive 

tive 

erythematosus  _ - 

. 140 

140 

0 

Chronic  to  subacute  lupus  erythematosus 

__  8 

0 

8 

Discoid  lupus  erythematosus  _ 13 

Discoid  lupus  erythematosus  associated  with 

0 

13 

rheumatoid  arthritis  

1 

1 

0 

Probable  lupus  erythematosus  _ . 

. _ 3 

3 

0 

Indeterminable  _ _ _ 

13 

3 

10 

Rheumatoid  arthritis  _ . 

Rheumatoid  arthritis  vs.  lupus 

. 63 

20 

43 

erythematosus  2 2 0 

Periarteritis  nodosa  4 13 

Dermatomyositis  5 1 4 

Acrosclerosis  110 

Questionable  primary  amyloidosis 110 

Rheumatic  endocarditis  7 0 7 

Fibrositis  7 0 7 

Chronic  glomerulonephritis 6 0 6 

Anxiety  state 6 0 6 

Pericarditis  4 0 4 

Cirrhosis  of  liver 3 0 3 

Thrombocytopenic  purpura  3 0 3 

Periodic  fever  3 0 3 

Rheumatic  fever  2 0 2 

Penicillin  reaction  4 0 4 

Multiple  myeloma  10  1 

Miscellaneous  disorders  47  0 47 


My  associates  and  I have  noted  that  re- 
sults of  the  clot  test  occasionally  may  be  neg- 
ative in  acute  disseminated  lupus  erythema- 
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tosus.  As  some  factors  regarding  the  sensi- 
tivity of  the  test  are  not  clearly  understood 
at  present,  we  are  in  agreement  with  Mad- 
den<13>,  who  said  that  the  test  should  not  be 
used  to  determine  the  prognosis. 

COMMENT 

Certain  difficulties  may  arise  in  interpre- 
tation of  results  of  the  L.E.  clot  test.  Histio- 
cytes and,  not  infrequently,  neutrophilic 
polymorphonuclear  leukocytes  may  contain 
a secondary  nucleus  that  has  a sharp  nuclear 
membrane,  and  there  may  be  a relatively 
sharp  differentiation  between  chromatin  and 
parachromatin.  This  nucleophagocytosis 
(“tart”  cell)  is  identical  to  that  observed  by 
Hargraves  and  associates  in  bone  marrow. 
As  already  indicated,  such  cells  may  be  con- 
fused with  L.E.  cells  by  an  inexperienced 
observer.  L.E.  cells  are  derived  from  periph- 
eral blood  mature  neutrophilc  polymorpho- 
nuclear leukocytes  containing  pale-purple 
intracytoplasmic  masses  of  lysed  chromatin. 
Lysis  must  be  sufficient  to  impart  a digest- 
ed, smoky  or  ground-glass  appearance.  This 
cell  resembles  in  all  respects  the  L.E.  cell 
of  bone  marrow.  In  preparations  made  from 
clotted  peripheral  blood,  clumps  of  the  leuk- 
ocytes may  be  present  on  the  fringe  edge  of 
the  smear.  Some  of  the  neutrophils  in  these 
clumps  undergo  distortion,  which  results  in 
nuclear  disintegration  resembling  lysis  of 
nuclear  material  of  L.E.  cells.  One  must  be 
careful  not  to  mistake  damaged  polymorpho- 
nuclear neutrophils  for  L.E.  cells. 

Small  aggregations,  or  rosettes,  of  poly- 
morphonuclear neutrophils  are  frequently 
seen  in  preparations  containing  L.E.  cells. 
These  rosettes  should  be  distinguished  from 
the  clumps  of  leukocytes  that  have  been  de- 
scribed. Extracellular,  pale  - purple,  amor- 
phous, nuclear  masses  are  often  seen  in  prep- 
arations containing  L.E.  cells.  As  Lee(11) 
has  pointed  out,  the  rosettes  and  the  free 
amorphous  nuclear  masses  create  suspicion, 
but  positive  results  of  the  test  should  not  be 
reported  unless  L.E,  cells  are  seen<22>. 

SUMMARY  AND  CONCLUSIONS 

Use  of  the  simplified  technic  of  examina- 
tion of  clotted  peripheral  blood  provides  a 
good  routine  method  for  the  demonstration 
of  the  so-called  L.E.  cell. 

A study  was  made  of  the  correlation  of 
results  of  this  test  with  the  clinical  diagnoses 
in  347  patients.  Results  of  the  test  were  pos- 


itive for  L.E.  cells  in  all  of  140  patients  who 
had  subacute  to  acute  disseminated  lupus 
erythematosus.  Results  were  negative  for 
L.E.  cells  in  all  of  8 patients  who  had  chronic 
lupus  erythematosus  and  all  of  13  patients 
who  had  discoid  lupus  erythematosus. 

The  specificity  of  the  test  might  be  ques- 
tioned by  the  positive  results  that  were  ob- 
tained in  the  clot  tests  in  20  of  63  patients 
who  had  rheumatoid  arthritis. 

Although  the  L.E.  clot  test  is  a fairly 
simple  laboratory  procedure,  the  results 
should  be  interpreted  only  by  a trained  ob- 
server. 
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Antibiotic  and 

Chemotherapeutic  Agents 


ANTIBIOTIC  and  chemothera- 
peutic agents  are  becoming 
L available  in  rapidly  increasing 
numbers.  There  is  general  agreement  that 
this  group  of  substances  has  increased  the 
effectiveness  of  our  therapy.  The  reduc- 
tion in  the  mortality  from  pneumonia  and 
the  frequent  recovery  of  patients  from  such 
diseases  as  staphlococcal  septicemia  and  sub- 
acute bacterial  endocarditis  furnish  vivid 
evidence  of  the  utility  of  these  agents. 

Newer  developments  in  the  use  of  anti- 
biotics include  the  recognition  of  genera] 
principles  and  also  of  certain  phenomena 
more  or  less  common  to  all  of  these  agents. 

A problem  which  became  evident  soon 
after  the  application  of  the  sulfonamides  is 
that  of  bacterial  resistance.  It  has  likewise 
been  shown  that  microorganisms  may,  dur- 
ing their  growth,  produce  substances  which 
neutralize  the  antibiotic.  For  example,  there 
are  bacteria  that  produce  an  enzyme  which 
inactivates  penicillin.  By  a second  mechan- 
ism, bacteria  once  sensitive  to  a given  anti- 
biotic gradually  become  adapted  or  resist- 
ant to  the  antibiotic.  A third  possible  mech- 
anism is  that  of  mutation.  It  is  supposed 
that  in  any  large  number  of  a given  species 
of  bacteria  there  are  a few  cells  which,  by 
mutation,  become  more  tolerant  of  the  anti- 
bacterial agent.  As  susceptible  organisms 
are  destroyed  the  bacterial  population  comes 
to  be  composed  entirely  of  resistant  organ- 
isms. Bacterial  dependence  on  antibiotics  is 
an  interesting  observation. 

Some  organisms  develop  resistance  more 
readily  than  others.  M.  tuberculosis  rather 
uniformly  develops  resistance  to  streptomy- 
cin if  this  drug  is  used  as  the  sole  antibiotic. 

The  Micrococcus  pyogenes  or  Staphloc- 
occus  aureus  has  shown  a resistance,  the 
development  of  which  has  paralleled  the  in- 
troduction of  each  new  antibiotic.  While  this 
problem  has  been  most  carefully  studied  with 
regard  to  penicillin  as  reviewed  by  Prissick(1), 
resistance  to  streptomycin,  aureomycin, 
and  oxytetracycline  has  been  commonly  rec- 
ognized^. Resistance  to  erythromycin  has 
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been  reported(3).  Severens(4)  found  that  17 
of  33  consecutive  specimens  of  staphlococci 
cultured  in  a routine  hospital  practice  were 
not  sensitive  to  erythromycin. 

The  practical  answer  to  this  problem  is 
suggested  by  the  observation  that  each  of 
these  17  cultures  of  staphlococcus  was  sen- 
sitive to  one  of  the  commonly  employed  an- 
tibiotics. 

It  becomes  apparent  that  determination 
of  bacterial  sensitivity  to  the  usual  anti- 
biotics is  important  for  effective  therapy, 
particularly  when  an  organism  such  as  the 
staphlococcus  is  the  etiologic  agent. 

Some  side  effects  of  the  antibiotics  have 
become  well  known.  Allergic  reactions  to 
penicillin  have  become  so  common  that  one 
should  never  use  it  for  trivial  infections  or  for 
infections  not  susceptible  to  antibiotic  thera- 
py. While  these  allergic  reactions  to  peni- 
cillin are  usually  not  fatal,  they  are  some- 
times productive  of  greater  morbidity  than 
is  occasioned  by  the  original  disease.  Periar- 
teritis nodosa  is,  at  times,  a serious  complica- 
tion of  penicillin  therapy. 

The  vestibular  and  auditory  effects  of 
streptomycin  have  become  well  known. 
Aureomycin,  oxytetracycline  and  Chloromy- 
cetin as  a group  have  not  only  similar 
therapeutic  effects,  but  also  similar  toxicity 
potentials.  There  is  at  present  no  acceptable 
way  to  prevent  troublesome  gastrointestinal 
symptoms  as  a reaction  to  these  drugs.  The 
mechanism  of  these  reactions  is  both  in- 
teresting and  significant.  The  possible  ef- 
fects of  Chloromycetin (R>  on  the  marrow  is 
well  appreciated. 

We  live  with  a large  variety  of  microor- 
ganisms. In  the  respiratory  and  gastroin- 
testinal tract,  a balance  is  maintained  be- 
tween the  several  varieties.  Some  of  these 
bacteria  produce,  in  the  intestinal  tract,  a 
part  of  our  vitamin  needs.  Bacteria,  b y 


February,  1955 


55 


their  activity,  limit  the  growth  of  fungi  in 
the  respiratory  and  intestinal  structures. 
The  elimination  of  a part  of  this  natural 
flora  may  so  disturb  the  balance  of  these 
organisms  that  saprophytic  strains  of  bac- 
teria or  fungi  become  pathogenic  and  some- 
times overwhelming. 

It  is  not  always  appreciated  that  infec- 
tions due  to  these  resistant  fungi  or  bacteria 
may  be  serious.  The  replacement  of  the 
gram-positive  flora  of  the  respiratory  tract 
with  gram-negative  organisms,  which  be- 
come pathogenic,  has  been  reported.  Fatal 
fungus  infections  after  alteration  of  the 
usual  pulmonary  flora  have  been  des- 
cribed^. 

Spink(6>  reports  severe  diarrhea,  similar 
to  that  of  acute  ulcerative  colitis,  associated 
with  resistant  staphlococci  after  the  use  of 
the  broad  spectrum  antibiotics. 

A not  infrequent  side  effect  or,  more  pro- 
perly, a hazard  of  antibiotic  therapy  may  be 
the  delay  in  diagnosis  when  antibiotics  are 
used  for  the  treatment  of  symptoms  such  as 
fever.  When  the  diagnosis  of  malignancy, 
of  lymphoma,  or  of  viral  infection  is  delayed, 
our  lack  of  specific  therapy  may  minimize 
the  degree  of  resultant  harm.  In  such  di- 
seases as  subacute  bacterial  endocarditis,  the 
failure  of  diagnosis,  the  failure  to  determine 
the  causative  organism  and  its  sensitivity, 
and  the  failure  to  give  early  effective  thera- 
py may  be  critical. 

Neomycin  must  be  considered  an  ototoxic 
drug.  Bacitracin,  polymixin,  as  well  as  neo- 
mycin, are  capable  of  producing  renal  dam- 
age when  used  systemically.  The  reactions 
to  erythromycin  have  not  yet  been  ade- 
quately tabulated. 

The  answer  to  the  problem  of  the  side 
effects  of  antibiotic  drugs  is  to  use  them 
only  when  indicated.  The  oral  administration 
of  penicillin  is  effective,  and  at  present  it  is 
our  impression  that  it  produces  fewer  al- 
lergic reactions  when  thus  administered. 
The  broad  spectrum  agents  should  not  be 
used  for  prolonged  therapy  without  compell- 
ing reason.  The  daily  dose  of  these  latter 
drugs  should  seldom  exceed  one  gram  per 
day. 

In  addition  to  the  choice  of  an  antibiotic 
and  the  weighing  of  indications  against 
contraindications  to  its  use,  the  question  of 
their  combination  arises.  There  are  some 
situations  that  may  be  said  to  compel  the 


use  of  a combination.  Streptomycin  should 
be  used  for  the  therapy  of  tuberculosis  only 
in  combination  either  with  p-aminosalicylic 
acid  or  isoniazid.  Severe  infections,  the  etio- 
logy of  which  can  not  be  immediately  de- 
termined, such  as  peritonitis  following  a per- 
forated viscus,  call  for  the  use  of  combina- 
tions. The  problem  in  this  area  arises  from 
experimental  considerations,  reviewed  b y 
Jawetz  and  Gunnison (7>,  which  indicate  an- 
tagonism between  certain  antibiotics.  Clin- 
ical evidence  indicates  that,  at  least  in  some 
infections,  a combination  of  penicillin  and 
aureomycin  may  result  in  higher  mortality 
than  penicillin  alone (8).  It  may  be  concluded 
that  there  is  some  evidence  to  consider 
Chloromycetin  (R>,  aureomycin  and  oxytetra- 
cycline  in  one  group,  any  one  of  which  should 
not  be  combined  with  penicillin  or  with 
streptomycin.  Pencillin  and  streptomycin 
may  be  combined  if  the  infection  is  of  such 
severity  or  its  etiology  unknown  so  that  a 
cumulation  of  toxicity  as  well  as  therapeutic 
effectiveness  is  justifiable. 

One  may  conclude  that  the  subject  of  an- 
tibiotics is  a rapidly  changing  one.  On  the 
basis  of  natural  and  acquired  resistance,  lab- 
oratory determination  of  the  etiologic  agent 
and  of  its  sensitivity  spectrum  is  desirable. 
Deleterious  effects  of  antibiotics  require  cau- 
tion in  their  use.  Combinations  of  the  anti- 
biotics must  be  judged  on  the  basis  of  each 
drug.  Some  combinations  are  essential  to 
proper  therapy  and  others  are  at  least  the- 
oretically undesirable. 
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A human  being  is  no  healthier  than  his  environ- 
ment. If  he  lives  in  an  environment  in  which  in- 
fection is  rife,  his  chances  of  avoiding  illness  are 
obviously  less  than  those  of  persons  who  live  where 
public  health  and  sanitation  are  good.  Frank  F. 
Tallman,  M.D.,  J.A.M.A.,  May  22,  1954. 
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The  Use  of 

Corticotropin  and  Cortisone 
ln  Allergic  Diseases 


THE  adrenal  corticosteroids  have 
been  shown  to  be  essential  med- 
iators of  bodily  functions  and 
their  place  in  the  treatment  of  adrenocortical 
insufficiency  has  become  well  established. 
They  are  capable  of  restoring  the  patient  ill 
with  Addison’s  disease  to  a state  of  health 
that  is  very  near  normal.  The  use  of  these 
hormones  in  the  field  of  allergic  diseases  has 
resulted  in  relief  no  less  dramatic,  but  the 
therapeutic  indications  for  their  use  is  less 
well  defined.  This  review  of  several  years’ 
experience  with  these  drugs  in  various  al- 
lergic states  was  undertaken  for  the  purpose 
of  narrowing  those  therapeutic  indications. 

The  efficacy  of  corticortropin  and  corti- 
sone in  relieving  the  acute  paroxysms  of 
bronchial  asthma,  the  symptoms  of  hay 
fever  and  allergic  dermatitis  has  been  ob- 
served by  many.  The  actual  site  of  action, 
however,  is  not  clearly  understood.  Fis- 
chel(1)  has  emphasized  that,  although  it  has 
been  clearly  demonstrated  that  antibody 
synthesis  is  depressed  by  cortisone,  the  de- 
pression is  small  in  extent  and  occurs  only 
when  extraordinarily  large  quantities  o f 
the  hormones  are  employed.  That  the  anti- 
body effect  is  probably  not  of  major  import- 
ance in  the  therapy  of  allergic  states  is  evi- 
dent in  patients  with  asthma,  whose  symp- 
toms may  be  controlled  by  cortisone  but  in 
whom  sufficient  reagin  or  antibody  is  pres- 
ent to  give  satisfactory  skin  reactions.  It 
is  probable  that  the  mechanism  of  action  of 
these  hormones  on  the  hypersensitive  state 
is  fundamentally  similar  to  their  effect  on 
the  inflammatory  response  of  connective  tis- 
sue. In  all  likelihood,  the  common  factor  in 
the  multiple  actions  of  cortisone  and  cortico- 
tropin on  the  bodily  mechanisms  of  defense 
is  a modification  of  the  reactivity  of  mesen- 
chymal tissue. 

The  therapeutic  implications  derived  from 
these  observations  lead  us  to  the  inescap- 
able conclusion  that  the  apparent  beneficial 
alteration  in  the  host  is  false,  because  the 

*Read  before  the  Omaha  Mid-West  Clinical  Society  Annual  Ses- 
sion, October,  1953. 


DONALD  J.  BUCHOLZ,  M.D. 

Associate  in  Internal  Medicine, 

University  of  Nebraska  College  of  Medicine, 

Omaha,  Nebraska 

etiologic  agent  remains  unaffected  by  the 
hormone.  Consequently,  we  should  expect 
to  gain  our  best  therapeutic  result  in  those 
allergic  states  in  which  the  etiologic  agent  is 
self-limited.  Drug  reactions,  seasonal  hay 
fever,  and  so-called  intrinsic  asthma  are  ex- 
amples of  some  allergic  states  in  which  the 
etiologic  agent  does  not  remain  constant 
over  a long  period  of  time. 

Prior  to  starting  any  patient  on  a pro- 
longed course  of  therapy  with  cortisone  or 
corticotropin,  several  precautionary  pro- 
cedures should  be  carried  out  in  order  to 
avoid  serious  complications  of  drug  therapy. 
First,  a chest  x-ray  is  advised  in  all  cases 
to  rule  out  pulmonary  tuberculosis.  This  pre- 
caution is  undertaken  in  view  of  the  poten- 
tial aggravation  of  tuberculosis  by  cortisone 
therapy.  Second,  any  history  of  peptic  ulcer 
should  be  checked  by  upper  gastrointestinal 
x-ray  examination.  The  presence  of  active 
peptic  ulcer  contraindicates  cortisone  o r 
corticotropin.  Third,  diabetes  should  be  ruled 
out  before  beginning  therapy. 

During  the  course  of  cortisone  therapy  a 
low  salt  diet  and  one  to  three  gms.  of  a po- 
tassium salt  per  day  are  advised.  These 
measures  will  serve  to  reduce  sodium  reten- 
tion and  will  largely  prevent  the  develop- 
ment of  edema.  Another  hazard  associated 
with  cortisone  therapy  is  that  of  osteopor- 
osis. This  may  constitute  a serious  com- 
plication, especially  in  women  after  the  meno- 
pause. A diet  high  in  protein  and  buccal 
tablets  of  testosterone — 25  mg.  per  day — 
may  partially  prevent  the  onset  of  oste- 
oporosis during  therapy. 

Acute  allergic  dermatoses  have  been  more 
effectively  treated  with  ACTH  and  cortisone 
than  any  of  the  other  allergic  diseases.  In- 
cluded in  this  category  are  the  reactions  to 
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drugs  such  as  penicillin,  iodine,  gold,  and 
others.  In  these  cases  the  etiologic  agent 
is  self-limited  and  acts  over  a relatively  short 
period  of  time.  Reactions  to  penicillin  con- 
stitute by  far  the  most  frequently  encoun- 
tered drug  sensitivity,  and  most  of  our 
cases  have  fallen  into  this  category.  In 
severe  cases,  continuous  intravenous  admin- 
istration of  20  to  25  U.  of  corticotropin 
over  a period  of  six  hours,  followed  by  25 
mg.  of  cortisone  orally  four  times  daily,  has 
given  excellent  results.  Response  to  therapy 
is  usually  prompt,  with  control  of  arthralgia 
and  giant  urticaria  usually  occurring  with- 
in a few  hours.  The  dosage  of  cortisone  is 
gradually  reduced  over  the  next  six  to  seven 
days  and  then  discontinued.  In  the  occa- 
sional case,  relapse  follows  hormone  with- 
drawal and  retreatment  is  necessary.  Acute 
contact  dermatitis  due  to  exposure  to  sol- 
vents, oils,  creosotes,  and  other  industrial 
chemicals  has  been  treated  in  a similar  man- 
ner. In  each  case  the  offending  etiologic 
agent  must  be  discovered  and  avoided  if 
treatment  is  to  be  successful.  Hydrocortone 
ointment  has  been  used  very  successfully  in 
cases  of  mild  contact  dermatitis  while  the 
search  for  the  offending  agent  is  being  con- 
ducted. 

Seasonal  hay  fever  is  another  illness 
which  falls  into  the  category  of  acute  al- 
lergic disease  due  to  a self-limited  etiologic 
agent.  The  symptoms  of  hay  fever  can  be 
controlled  by  corticotropin  or  cortisone  and 
nasal  polyps  may  decrease  in  size  or  even 
disappear  during  treatment.  The  dosages 
necessary,  however,  are  usually  as  large  as 
those  required  to  control  asthma,  and  during 
the  pollen  season  symptoms  will  recur  with 
discontinuance  of  the  hormone.  Consequent- 
ly, the  usual  case  of  seasonal  hay  fever  is 
better  treated  by  desensitization  and  anti- 
histamine therapy.  In  the  occasional  hay 
fever  sufferer  who  for  personal  or  business 
reasons  finds  that  he  must  spend  a limited 
period  of  time  in  a heavy  pollen  area,  treat- 
ment with  25  mg.  of  cortisone  four  times 
daily  will  serve  to  relieve  symptoms  temp- 
orarily. 

Evans  and  Rackemann(2)  have  reported 
that  suppressive  doses  of  ACTH  or:  cortisone 
have  resulted  in  either  marked  or  complete 
control  of  symptoms  in  approximately  85 
per  cent  of  patients  with  acute  bronchial 
asthma  refractory  to  other  methods  of  treat- 
ment. Continued  symptomatic  control  usual- 
ly requires  long-term  therapy,  although  in 


some  patients  persistent  relief  may  be  ob- 
tained with  comparatively  small  doses.  They 
concluded  that  hormone  therapy  was  indi- 
cated in  patients  with  severe  asthma  only 
when  the  usual  methods  of  treatment  are 
inadequate. 

In  our  experience  there  are  three  types 
of  bronchial  asthma  which  respond  well  to 
corticotropin  or  cortisone  therapy  because 
the  etiologic  agent  is  inconstant  or  acts 
over  a relatively  short  period  of  time.  The 
first  category,  frequently  encountered  in  the 
daily  practice  of  medicine,  is  that  of  the 
young  child  who  has  asthma  only  during 
and  after  acute  upper  respiratory  infections. 
These  youngsters  are  usually  very  suscepti- 
ble to  colds  and  are  subject  to  recurrent 
bronchial  asthma  throughout  the  winter 
months.  The  combination  of  effective  doses 
of  antibiotics  and  25  mg.  of  cortisone  three 
times  daily  at  the  first  indication  of  the  on- 
set of  an  acute  upper  respiratory  infection 
effectively  aborts  the  attack  of  bronchial 
asthma.  The  dose  of  cortisone  is  gradually 
reduced  over  the  following  ten  days  and  then 
discontinued  until  the  onset  of  the  next  in- 
fection. Properly  carried  out,  this  program 
of  treatment  usually  results  in  dramatic  im- 
provement in  the  general  health  and  vigor 
of  the  child.  In  spite  of  experimental  evi- 
dence to  the  contrary,  we  have  noted  no 
delay  in  the  healing  of  infections  during 
cortisone  therapy. 

The  second  group  of  patients  with  bron- 
chial asthma  who  have  been  benefited  by 
hormone  therapy  are  those  with  so-called 
intrinsic  asthma.  These  patients  usually 
give  no  history  of  asthma  until  they  are  be- 
yond forty-five  years  of  age.  The  majority 
of  them  have  had  sinus  or  bronchial  infec- 
tions through  the  years  and  have  gradually 
developed  attacks  of  asthma  during  the 
acute  flareups  of  infection.  As  time  goes  on, 
the  bronchial  asthma  becomes  more  constant 
and  is  aggravated  by  many  external  irrit- 
ants. The  combination  of  combating  the  in- 
fections with  long-term  antibiotic  therapy, 
drainage,  and  the  use  of  corticotropin  has 
resulted  in  marked  improvement  in  this 
group  of  asthmatics.  Our  best  results  have 
been  obtained  with  the  long-acting  ACTH 
Gel  in  initial  doses  of  60  U.  daily  followed 
by  gradually  decreasing  doses  as  symptoms 
are  relieved.  Many  patients  are  eventually 
controlled  on  amazingly  small  doses  as  long 
as  every  acute  flareup  of  infection  is  prompt- 
ly and  thoroughly  controlled. 
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The  third  group  consists  of  those  patients 
in  status  asthmaticus  who  are  not  respond- 
ing well  to  the  usual  therapeutic  agents.  In 
these  cases  the  continuous  intravenous  ad- 
ministration of  corticotropin  in  doses  of  20 
to  25  U.  given  over  a six  hour  period  has 
proven  particularly  effective.  The  usual 
methods  of  treatment  such  as  oxygen,  in- 
travenous aminophyllin  and  general  suppor- 
tive measures  should  not  be  forgotten  dur- 
ing therapy.  After  improvement  has  oc- 
curred, the  gel  form  of  ACTH  is  substituted 
for  the  intravenous  material,  and  the  dose 
is  generally  decreased  while  skin  testing  and 
other  diagnostic  procedures  are  carried  out. 
Again  it  should  be  stressed  that  long-term 
therapy  with  corticotropin  or  cortisone  is 
indicated  in  patients  with  severe  asthma 
only  when  the  usual  methods  of  treatment 
fail. 


Corticotropin  and  the  adrenal  corticoste- 
roids do  not  alter  the  etiologic  agent  in  al- 
lergic disorders  and  consequently  can  not 
be  considered  as  curative.  Several  varieties 
of  acute  allergic  disorders  have  been  bene- 
fited by  therapy  with  these  hormones,  be- 
cause the  etiologic  agent  acts  over  a rela- 
tively short  period  of  time.  Our  experience 
indicates  that  corticotropin  and  cortisone 
have  a definite  place  in  the  therapy  of  al- 
lergic dermatitis,  hay  fever,  and  several 
types  of  bronchial  asthma 

REFERENCES 

1.  Fischel,  E.  F.,  LeMay,  M.  and  Rabat,  E.  A. : Effect  of 
Adreno-corticotropic  Hormone  and  X-ray  on  Amount  of  Circula- 
tory Antibody.  J.  Immunol.  61 :89-93,  1949. 

2.  Evans,  R.  R.  and  Rackemann,  F.  M. : Al'ergy-corticotro- 
pin  and  Cortisone : Review  of  Literature  from  September,  1950 
to  January,  1952,  Arch.  Int.  Med.  90 :96-127.  1952. 

3.  Thorn,  G.  W..  Jenkins,  D..  Laidlaw.  J.  C.,  Goetz.  F.  C., 
Dingman,  J.  F.,  Arons,  W.  L.,  Streeten,  D.H.P.,  and  McCrack- 
en, B.  H. : Pharmacologic  Aspects  of  Adrenocortical  Steroids 
and  ACTH  in  Man.  New  England  J.  Med.  248 :232-245,  284- 
294,  323-337,  369-378,  414-423,  588-601,  632-646,  1953. 


Congenital 

Anomalies  of  the 

Gastro-lntestinal  Tract 


THIS  is  a study  of  congenital 
anomalies  of  the  gastrointesti- 
nal tract.  The  result  of  a survey 
of  admissions  to  three  hospitals  for  the 
time  period  beginning  March  1948  through 
June  1952. 


TABLE  I 


Anomalies  of  the  G.  I.  Tract  Chil.  Univ. 

Total  number  of  admission  in  Pediatrics 

March  1948  through  June  1952 13,321  2,190 

Thyroglossal  Duct  Cyst,  Sinus 2 0 

Branchial  Cleft  Cyst,  Sinus 9 5 

Esophageal  Stenosis  1 0 

Esophageal  Atresia  and  Tracheo-esophageal 

Fistula  11  l 

Hypertrophic  Pyloric  Stenosis  102  8 

Congenital  Bands  8 2 

Annular  Pancreas  1 0 

Malrotation  of  Colon 2 0 

Anomalies  of  Bile  Passages 6 2 

Enteric  Cysts  2 0 

Meckel’s  Diverticulum  9 2 

Megacolon  5 1 

Imperforate  Anus  5 3 

Prolap~e  of  Rectum 2 1 


MOUTH  AND  PHARYNX 


st.  J. 


7,521 

3 

3 

0 

1 

12 

1 

0 

2 

0 

0 

2 

2 

3 
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Five  patients  having  thyroglossal  duct 
cyst  were  admitted.  These  patients  gave  a 
history  of  a midline  swelling  or  a mass  in 
the  neck;  most  had  history  of  drainage.  At 
surgery,  a tract  was  traced  to  the  hyoid 
bone  and,  thence,  to  the  base  of  the  tongue 
or  to  the  pharyngeal  mucosa. 
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A total  of  seventeen  cases  were  diagnosed 
as  having  branchial  cleft  cyst  and/or  sinus. 
In  these  patients,  the  symptoms  were  (1) 
a lump  or  mass  on  the  side  of  the  neck,  with 
or  without  drainage,  or  (2)  an  open  “pore” 
in  the  neck  with  or  without  drainage.  In 
five  of  these  patients,  the  location  of  the 
defect  was  behind,  below,  or  in  front  of  the 
ear;  in  three,  above  the  clavicle.  In  four, 
the  tract  was  followed  to  the  tonsillar  region 
or  pharynx;  in  two,  to  the  digastric  muscle. 
In  three  others,  the  tract  wTas  followed  to 
the  maistoid  process,  to  the  strenocleidomas- 
toid  muscle,  and  to  the  carotid  sheath,  re- 
spectively. 

ESOPHAGUS 

Only  one  patient  suffering  from  esopha- 
geal stenosis  was  admitted.  This  was  an 
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eleven-week-old  infant  in  whom  the  follow- 
ing symptoms  began  at  three  weeks  of  age: 
rattling  in  the  throat,  occasional  difficulty 
in  swallowing,  and  noisy  respirations.  The 
level  of  stenosis  was  in  the  mid-portion  of 
the  esophagus,  at  the  level  of  T-8. 

There  were  thirteen  cases  of  esophageal 
atresia  and  traeheo-esophageal  fistula.  In 
these,  onset  of  symptoms  was  soon  after 
birth.  Symptoms  were  as  follows:  mucus 
or  rattling  in  the  throat;  difficulty  in  swal- 
lowing accompanied  by  gagging,  choking, 
wheezing,  or  cyanosis ; regurgitation  or 
vomiting  immediately  after  swallowing;  and 
resipiratory  difficulties.  Physical  examina- 
tion revealed  the  presence  of  mucus  in  the 
throat,  labored  respirations,  diminished  or 
absent  breath  sounds,  rales  or  wheezing. 
The  level  of  atresia  was  demonstrated  in  all 
by  x-rays.  In  six,  the  level  of  atresia  was  in 
the  upper  esophagus;  in  three,  in  the  middle 
esophagus;  in  three,  in  the  lower  esophagus. 
All  but  one  of  the  patients  had  surgery. 
Eleven  of  the  thirteen  oatients  expired.  An 
autopsy  was  performed  on  six;  three  were 
found  to  have  a defect  at  the  site  of  oper- 
ation. In  most  of  these  patients,  death  was 
due  to  aspiration  pneumonia.  Three  of  the 
patients  had  other  anomalies:  two  had  con- 
genital heart  lesions ; and  one  had  an  imper- 
forate anus,  a recto-vaginal  fistula,  a con- 
genital absence  of  the  left  kidney,  plus  a 
bicornate  uterus. 

STOMACH 

A total  of  122  examples  of  pyloric  stenosis 
were  amongst  the  admitted  patients.  In 
these,  the  onset  of  symptoms  was  at  three 
weeks  consisting  of  vomiting  as  long  as 
three  hours  after  feedings.  In  some  cases, 
the  vomiting  was  projectile. 

The  most  consistent  physical  finding  was 
the  presence  of  visible  peristaltic  waves.  X- 
rays  confirmed  the  diagnosis  in  most  cases. 
The  Ramstedt  procedure  was  performed  on 
all  of  these  patients. 

BILIARY  SYSTEM 

Eight  patients  with  abnormalities  of  the 
bile  passages  were  admitted.  The  usual  dis- 
order was  atresia  of  the  ducts  either  in 
part  or  in  their  entirety.  The  onset  of  symp- 
toms occurred  soon  after  birth,  and  con- 
sisted of  jaundice  (some  with  an  increase  in 
intensity),  light  stools,  dark  urine,  intermit- 
tent vomiting,  weight  loss,  and  failure  to 


gain.  Physical  examination  revealed  icterus, 
abdominal  distention,  and  enlarged  liver  and 
spleen.  X-rays,  when  taken,  showed  hepato- 
megaly and  splenomegaly.  Laboratory  stud- 
ies showed  a high  icterus  index,  bile  in  the 
urine,  and  high  cephalin  flocculation  values. 
All  but  one  patient  had  surgery.  Three  ex- 
pired. 

SMALL  INTESTINE 

There  were  eleven  cases  of  congenital 
mesenteric  bands.  Symptoms  began  soon  af- 
ter birth.  Vomiting  was  the  most  common 
symptom,  followed  by  persistent  regurgita- 
tion, next,  by  chocking  on  mucus.  Other 
symptons  were  refusal  of  feedings,  failure 
to  pass  meconium,  and  abdominal  distention. 
In  some  cases,  the  vomiting  was  described 
as  projectile;  in  others,  as  being  “greenish” 
or  only  mucus.  Among  the  findings  were 
abdominal  distention,  malnourishment  and 
dehydration,  and  mucus  in  the  throat  (in 
some  cases  bile  - stained) . X-rays,  when 
taken,  substantiated  the  diagnosis.  All  had 
surgery;  four  expired.  In  some  cases,  addi- 
tional anomalies  were  found:  four  had  mal- 
rotation  of  the  colon;  one  had  atresia  plus 
stenosis  of  the  small  intestine;  another  had 
atresia  at  the  ileo-cecal  junction,  anal  atre- 
sia, and  vovulus.  The  bands  were  found  to 
be  duodenal  in  six,  jejunal  in  three,  multiple 
in  two. 

One  patient  with  annular  pancreas  was 
admitted.  The  infant  was  five  days  old  at  the 
time  of  admission  and  had  a history  of 
vomiting,  constipation,  and  intermittent  cy- 
anosis beginning  soon  after  birth.  Physical 
examination  revealed  the  following  findings : 
jaundice,  malnourishment,  dehydration,  sca- 
phoid abdomen,  low  mid  and  left  abdominal 
peristaltic  waves,  and  a systolic  murmur. 
X-rays  showed  an  extrinsic  band-like  com- 
pression producing  obtruction  at  the  junc- 
tion of  the  first  and  second  parts  of  the 
duodenum.  A gastro-jej  unostomy  was  per- 
formed. The  infant  expired  at  age  of  four 
months.  Post-mortem  diagnosis  was  mongol- 
ism, congenital  heart  disease,  and  annular 
pancreas. 

Two  patients  with  enteric  cysts  were  ad- 
mitted during  the  specified  time  period. 
One  was  admitted  at  the  age  of  five  days 
with  the  history  of  having  had  only  one 
bowel  movement  since  birth.  Vomiting  be- 
gan on  the  day  prior  to  admission.  The  in- 
fant was  slightly  dehydrated  and  had  a 
temperature  of  103  when  first  seen.  The 
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abdomen  was  tympanitic  with  the  intestinal 
pattern  being  visible  through  the  abdomenal 
wall.  No  peristaltic  sounds  were  heard.  A 
mass,  3 cm.  in  diameter,  round,  firm,  and 
moveable,  was  palpable  between  the  umbili- 
cus and  symphysis.  X-ray  examination 
showed  the  presence  of  an  intestinal  ob- 
struction and  of  a mass  in  the  right  lower 
quadrant.  Surgery  was  performed,  and  a 
cyst  the  size  of  a golf  ball  was  found  at- 
tached to  the  mid-ileum.  The  obstruction 
was  due  to  volvulus.  An  intestinal  resection 
was  carried  out.  The  other  patient  was  ten 
days  old  at  the  time  of  admission.  There 
was  a history  of  having  had  greenish  yellow 
stools  and  of  vomiting  on  the  night  prior  to 
admission.  The  vomiting  continued.  Abdom- 
inal distention  occurred,  and  bowel  move- 
ments ceased.  On  admission,  the  abdomen 
was  silent  and  greatly  distended.  X-ray  ex- 
amination showed  a low  intestinal  obstruc- 
tion and  possibly  an  enteric  cyst.  Surgery 
was  performed,  and  a cyst  of  the  small  in- 
testine was  found.  It  was  4.5  cm.  x 5.5  cm. 
and  located  10  cm.  above  the  terminal  ileum 
on  the  antemesentery  margin  of  the  bowel. 
Obstruction  was  due  to  volvulus.  A jejuno- 
cecal  anastamosis  was  done.  The  infant  ex- 
pired. 

Thirteen  cases  of  Meckel's  diverticulum 
were  found.  The  youngest  patient  was  two 
days  old.  Symptoms  consisted  of  vomiting, 
abdominal  pain,  and  blood  in  the  stools. 
Symptoms  were  due  to  (1)  ulceration  (with 
or  without  gastric  or  pancreatic  mucosa), 
(2)  obstruction  (intussusception,  volvulus). 
Two  patients  had  an  associated  appendicitis. 
One  had  a congenital  heart  lesion.  Another 
case  had  a patent  urachus.  Eight  had  sur- 
gical intervention.  One  expired;  this  was  a 
premature  infant  in  whom  the  diverticulum 
was  found  at  autopsy. 

LARGE  INTESTINE 

There  were  four  children  who  were  found 
to  have  congenital  malrotation  of  the  colon. 
The  oldest  was  six  days  old  at  the  time  of 
admission.  The  presenting  symptom  was  ab- 
dominal distention ; two  had  purplish  dis- 
coloration of  the  abdomen;  one  had  passage 
of  blood  from  the  rectum.  X-ray  films,  when 
taken,  showed  the  presence  of  intestinal  ob- 
struction. Two  of  these  infants  were  sub- 
jected to  surgery.  All  expired.  One  of  these 
patients  had  erythroblastosis  and  two  had 
volvulus.  Four  additional  cases  were  men- 
tioned previously  under  congenital  bands. 


There  were  eight  cases  of  megacolon.  On- 
set of  symptoms  was  soon  after  birth  These 
consisted  of  refusal  to  take  feedings,  con- 
stipation, need  of  frequent  enemata  and  lax- 
atives, frequent  impactions,  vomiting,  and 
abdominal  distention  after  feedings  or  meals. 

The  diagnosis  of  meconium  ileum  was  con- 
sidered in  one  patient.  Physical  examination 
revealed  abdominal  distention,  and  where 
impaction  was  present,  an  abdominal  mass. 
X-ray  examination  showed  megacolon  with 
constriction  of  the  recto-sigmoid  junction 
and  impactions.  Proctoscopy  revealed  dila- 
tation of  the  rectum  and  sigmoid  in  two 
patients.  Five  had  surgery.  One  expired. 
These  individuals  were  rehospitalized  fre- 
quently because  of  impactions. 

There  were  eleven  cases  with  imperforate 
anus.  Onset  of  symptoms  was  soon  after 
birth.  Symptoms  were  either  due  to  the 
absence  of  bowel  movements  or  to  the  pas- 
sage of  bowel  movements  through  a fistulous 
opening.  Physical  examination  revealed  an 
anal  dimple  in  some,  an  imperforate  anus 
in  all,  abdominal  distention  in  some,  and  a 
recto-vaginal  or  recto-urethral  or  perineal 
body  fistula.  X-ray  examination  substan- 
tiated the  diagnosis  in  some  (the  patient 
was  inverted  and  a metal  instrument  was 
held  externally  at  the  normal  anal  site  — 
gas  in  the  rectum  was  present  to  within  5 
mm.  of  the  instrument).  All  of  these  pa- 
tients had  surgery.  Three  expired  (these 
had  other  anomalies).  Most  of  these  patients 
were  re-hospitalized  due  to  anal  stenosis  or 
abscess.  Four  of  these  patients  had  other 
anomalies:  two  had  megacolon,  two  had  ac- 
cessory spleens,  one  had  accessory  spleen,  no 
gallbladder,  and  gastro-urinary  anomalies. 

Other  congenital  anomalies  of  the  gastro- 
intestinal tract  are  listed  in  Table  1. 

SUMMARY 

A survery  of  hospital  admissions  for  cases 
of  congenital  anomalies  of  the  gastrointes- 
tinal tract  was  made  in  three  hospitals  for 
the  time  period  March  1948,  through  June, 
1952. 

The  history,  physical  findings,  x-ray  and 
surgical  findings,  and  other  pertinent  data 
for  each  anomaly  have  been  presented. 

Acknowledgement  is  made  to  Dr.  J.  Latta, 
Professor  of  Anatomy,  University  of  Ne- 
braska College  of  Medicine,  for  his  advice  in 
the  survey. 
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Coming  Meetings 

CRIPPLED  CHILDREN’S  CLINICS— 

February  5,  Kearney,  Good  Samaritan  Hospital 
February  19,  North  Platte,  High  School 
March  5,  Broken  Bow,  High  School 
March  19,  Alliance,  St.  Joseph  Hospital 

MID-WINTER  MEETING  OF  THE  BOARD  OF 
COUNCILORS  — INTERIM  SESSION  OF  THE 
HOUSE  OF  DELEGATES  — Sunday,  February 
27,  1955,  Hotel  Cornhusker.  Board  of  Councilors 
meet  at  8:00  a.m.,  House  of  Delegates  meet  at 
2:00  p.m. 

TENTH  NATIONAL  CONFERENCE  ON  RURAL 
HEALTH,  February  24-26,  1955,  Schroeder  Hotel, 
Milwaukee,  Wisconsin. 

MID-WINTER  POSTGRADUATE  CLINICS  of  the 
Colorado  State  Medical  Society,  February  15-18, 
Shirley-Savoy  Hotel,  Denver,  Colorado.  Registra- 
tion fee — $5.00. 

ANNUAL  SESSION  OF  THE  NEBRASKA  STATE 
MEDICAL  ASSOCIATION,  May  16-17-18-19, 
1955,  Hotel  Paxton,  Omaha,  Nebraska. 

TWENTY -SIXTH  ANNUAL  MEETING  AERO 
MEDICAL  ASSOCIATION,  Hotel  Statler,  Wash- 
ington, D.C.,  March  21-23,  1955. 


POLIO  RECOVERY 

Psychological,  emotional,  educational  and  voca- 
tional guidance  is  just  as  important  as  medical 
treatment  in  effecting  recovery  from  poliomyelitis, 
it  was  stated  in  the  A.M. A.  American  Journal  of 
Diseases  of  Children. 


Organization  Section 

News  and  Views 

RED  CROSS  GOAL  OF  85  MILLION  DOLLARS— 

In  announcing  that  its  1955  campaign 
would  have  a goal  of  30  million  members  and 
85  million  dollars,  the  American  Red  Cross 
emphasizes  the  importance  of  its  medical 
programs.  “This  preparedness  for  what  may 
come  — particularly  in  our  disaster,  blood, 
first  aid,  and  nursing  services — requires  con- 
tinual strengthening  of  our  programs,”  ac- 
cording to  Red  Cross  Chairman  E.  Roland 
Ilarriman.  “They  cannot  be  put  in  moth 
balls,  to  be  pulled  out  in  case  of  a national 
emergency.”  For  the  next  year  the  Red 
Cross  blood  program  is  budgeted  for  an  esti- 
mated 14  million  dollars,  and  5 million  is 
budgeted  for  disaster  preparedness  and  re- 
lief. The  first  aid,  water  safety,  and  nursing 
programs  will  be  allocated  about  6 million 
dollars. 

COURT  UPHOLDS  TUBERCULOSIS  CLAIM— 

Admitting  its  “first  impression”  was  that 
a workmen’s  compensation  award  for  tuber- 
culosis contracted  on  an  overseas  assignment 
“was  predicated  on  a very  far-fetched  basis,” 
the  United  States  District  Court,  ”after  more 
intensive  study  and  reflection,”  has  upheld 
such  a claim  in  Washington,  D.C.  The  case 
arose  out  of  a claim  by  a District  of  Colum- 
bia Red  Cross  employee  who  contracted  the 
disease  while  on  duty  in  Japan,  where  the 
tuberculosis  incidence  is  five  times  that  of 
the  District  of  Columbia.  The  court  decided 
that  the  Uaimant  incurred  a risk  of  contract- 
ing the  disease  that  was  five  times  the  risk 
to  which  she  would  have  been  subject  had 
she  remained  at  home.  Therefore,  it  con- 
cluded that  the  disease  “was  contracted  not 
only  during  the  employment  but  also  out  of 
the  employment.”  The  court  also  found  sup- 
port for  its  decision  in  a California  case  in 
which  an  award  was  sustained  on  similar 
facts.  There  the  employee  was  sent  by  his 
employer  from  San  Francisco  to  Chile,  where 
he  contracted  typhoid.  The  disease  is  much 
more  prevalent  in  that  country  than  in  the 
United  States. 

FROM  THE  LINCOLN  JOURNAL — 

Representative  Walter  H.  Judd  (R.-Minn.), 
a physician  himself,  says  the  country  will 
turn  to  socialized  medicine  because  of  the 
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high  cost  of  private  medical  care,  unless 
American  medical  associations  “police”  their 
member  physicians  better. 

“If  the  doctors  of  the  nation  will  co-oper- 
ate by  keeping  fees  down,”  he  said,  “social- 
ized medicine  will  never  be  necessary.  If 
they  do  not,  the  people  will  demand  govern- 
ment-controlled medicine  in  an  effort  to  gain 
more  care  for  more  people,  even  though  such 
care  would  be  mediocre.” 

FROM  THE  OMAHA  WORLD-HERALD— 

A 58  thousand-dollar  civil  suit  was  filed 
in  Federal  District  Court  in  Seattle,  Wash- 
ington, recently  for  the  estate  of  a Fremont, 
Nebraska,  man,  charging  he  died  of  lung 
cancer  caused  by  smoking. 

The  complaint  was  filed  against  the  Amer- 
ican Tobacco  Company,  and  Phillip  Morris 
Company.  Mr.  Ludwig  died  in  Omaha,  De- 
cember, 1952.  The  estate  property  is  in  Fre- 
mont, Nebraska,  home  of  Mrs.  Ludwig  and 
her  daughter.  The  action  was  brought  in 
Seattle  as  a convenience  to  the  attorney, 
Wayne  Davis,  Seattle  attorney,  representing 
the  administrator. 

The  complaint  alleges  Mr.  Ludwig  died  of 
cancer  caused  by  the  use  of  the  defendants’ 
cigarets  which  he  had  been  induced  to  smoke 
by  advertisements  which  carried  “an  implied 
warranty  of  fitness  for  human  consump- 
tion.” 

FROM  THE  OMAHA  WORLD-HERALD— 

The  House  of  Delegates  of  the  IowTa  State 
Medical  Association  met  recently  in  Des 
Moines  to  discuss  its  stand  in  the  dispute 
with  the  policy  of  Iowa  hospitals  in  hiring 
full-time  specialists  on  their  staffs. 

The  meeting  coincides  with  a ruling  by  the 
State  Attorney  General  of  Connecticut  hold- 
ing that  hospitals  are  not  illegally  practicing 
medicine  when  they  hire  such  specialists  as 
radiologists  and  pathologists. 

Iowa’s  Attorney  General  has  ruled  that 
under  Iowa  law  this  practice  is  not  permit- 
ted. 

Spokesmen  for  both  the  Iowa  medical 
group  and  the  Iowra  Hospital  Association 
said  there  had  been  no  report  from  the  joint 
committee  of  the  AMA  and  hospital  groups 
set  up  recently  in  Chicago  to  help  resolve 
the  Iowa  situation. 


The  Iowa  Hospital  Association  has  said  it 
might  take  court  action  for  a legal  interpre- 
tation of  the  Iowa  law. 

Court  action  or  any  changes  that  may  be 
sought  before  the  State  Legislature  meets  in 
January  will  be  discussed  by  the  medical  as- 
sociation delegates.  Recently  the  executive 
council  of  the  Iowa  State  Medical  Associa- 
tion voted  to  stand  by  Mr.  Hoegh’s  interpre- 
tation of  the  Iowa  law. 


FROM  THE  SIOUX  CITY,  IOWA  JOURNAL— 

Dr.  Cecil  Wittson,  director  of  the  state 
psychiatric  institute  in  Omaha,  will  become 
the  state  director  of  mental  health,  the  Board 
of  Control  announced  recently. 

The  move  is  in  line  with  recent  recommen- 
dations of  the  governor’s  committee  which 
surveyed  Nebraska’s  mental  health  facilities. 

“We  have  decided  that  Dr.  Wittson  will 
head  the  mental  health  program  in  Nebras- 
ka,” board  chairman  W.  W.  Diers  said. 

He  said  the  exact  title  to  be  given  Dr. 
Wittson  in  his  enlarged  assignment,  salary 
classification  and  other  details  have  not  been 
worked  out  yet. 

Dr.  Wittson  has  told  the  board  that  in  his 
view  his  job  will  be  that  of  a coordinator  of 
all  types  of  mental  health  programs  in  all 
sections  of  the  state,  and  not  that  of  a super- 
visor over  the  superintendents  of  existing  in- 
stitutions. 

On  July  1,  1955,  Dr.  Jackson  Smith  of  the 
Baylor  University  Medical  School  at  Hous- 
ton, Texas,  will  become  head  of  the  research 
unit  of  the  psychiatric  unit  at  Omaha. 


NEBRASKAN  AUTHOR  OF  NEW  BOOK— 

Dr.  Vincent  Moragues  is  the  co-author  of  a 
recently  published  book,  Cardiac  Anomalies. 
Dr.  Moragues  is  an  Associate  Professor  of 
Pathology  at  the  Creighton  University 
School  of  Medicine.  The  co-author  is  Dr. 
Chester  P.  Lynxwiler,  of  the  Department  of 
Pediatrics  at  the  St.  Louis  University  School 
of  Medicine.  The  book  is  a pictorial  and  de- 
scriptive altas  of  congenital  defects  of  the 
heart.  Photographs  and  diagrams  of  each 
type  of  anomaly  are  correlated  with  physio- 
logical, roentgenological,  electrocardiograph- 
ic and  clinical  findings. 
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TODAY’S  HEALTH  MAGAZINE  GETS 
MANAGING  PUBLISHER,  NEW  BOARD— 

Dr.  George  Lull  announced  the  appoint- 
ment of  William  W.  Hetherington  as  manag- 
ing publisher  of  Today’s  Health,  and  at  the 
same  time  announced  the  names  of  a six-man 
editorial  board.  Dr.  W.  W.  Bauer  remains 
as  chairman  of  this  board.  Doctor  Lull  said 
“it  is  contemplated  that  the  magazine  . . . 
will  be  expanded  and  developed  to  further  at- 
tain the  basic  objective  of  publishing  a mod- 
ern, authentic,  effective  and  popular  publica- 
tion for  the  general  public  ...” 

ANOTHER  CARDIAC  CONFERENCE  FOR 
WESTERN  NEBRASKA— 

On  Nov.  18,  doctors  from  eight  counties 
of  Western  Nebraska  met  at  North  Platte 
for  a conference  on  cardiac  disease  co-spon- 
sored by  the  11th  Councilor  District  and  the 
Nebraska  Heart  Association.  Cases  were 
presented  by  Drs.  E.  J.  Shaughnessy,  S.  A. 
Kerkhoff,  Nicholas  Chick,  C.  F.  Heider,  and 
J.  B.  Redfield.  Consultants  were  Theodore 
H.  Hubbard,  M.D.  and  Wm.  D.  Angle,  M.D. 
Dean  Gillick  and  the  consultants  spoke  at  an 
evening  meeting  for  the  public. 

“EVERY  PHYSICIAN  SHOULD 
SUPPORT  . . . PROGRAM”— 

George  M.  Finster,  M.D.,  of  Ogden,  Utah, 
in  presenting  a check  for  $10,355  to  the 
American  Medical  Education  Foundation 
from  the  profession  of  Utah,  made  the  fol- 
lowing statement: 

“It  is  the  belief  of  all  of  us  who  practice 
medicine  in  Utah  that  every  physician  in 
America  should  support  the  Foundation’s 
program  to  lend  financial  assistance  to  our 
medical  schools.  We  hope  that  our  adoption 
of  a $20  per  member  dues  increase  will  help 
show  other  states  that  the  urgent  need  for 
funds  demands  bold  action  on  the  part  of 
every  state  medical  society.” 

CONFERENCE  ON  HEART  DISEASE, 
IOWA-NEBRASKA — 

A number  of  Nebraska  physicians  partici- 
pated in  the  second  joint  conference  held  by 
the  Nebraska  and  Iowa  Heart  Associations 
at  Iowa  City  on  Dec.  4,  1954.  Doctor  Fred- 
erick G.  Gillick,  president  of  the  Nebraska 
Heart  Association  presided  at  the  morning 
session.  Doctor  Egan  read  a paper  on  the 
present  conception  of  treatment  of  conges- 


tive cardiac  failure.  Other  Nebraskans  who 
appeared  on  the  program  were  Doctors  Rob- 
ert L.  Grissom,  Delbert  Neis,  F.  Lowell  Dunn, 
and  Harold  Neu. 

NEBRASKA  DOCTORS  AND  THE  HEART 
FUND  DRIVE— 

The  following  physicians  have  agreed  to 
act  as  local  chairmen  in  the  Heart  Fund 
Drive  this  month : Doctors  Robert  Langdon, 
O’Neill;  William  S.  Ramacciotti,  Nebraska 
City;  John  R.  Thompson,  Auburn;  L.  C.  Ka- 
van,  Schuyler;  Kenneth  L.  Dalton,  Genoa; 
Frank  C.  McClanahan,  Jr.,  Neligh;  R.  E. 
Kopp,  Plainview;  John  H.  Calvert,  Pierce; 
A.  E.  Mailliard,  Osmond;  Richard  L.  Tollef- 
son,  Wausa;  W.  E.  Reynolds,  Laurel;  and 
Charles  G.  Muffly,  Pender. 

MONEY  FROM  HEART  FUND  DRIVES 
ALLOCATED  TO  RESEARCH— 

An  estimated  thirty-six  per  cent  of  the 
$150,524  contributed  to  the  Heart  Fund 
Drives  in  the  past  five  years  has  been  allo- 
cated to  research.  The  Nebraska  Heart  As- 
sociation has  spent  $54,221  in  research  since 
1949.  Approximately  two-thirds  of  this 
money  has  gone  to  the  two  medical  schools, 
the  University  of  Nebraska  and  the  Creigh- 
ton University.  Recently,  annual  grants  of 
$5,000  to  each  of  the  two  schools  were  re- 
newed. 

NO  SERIOUS  SIDE  EFFECTS  FROM 
DRUGS  ( ?)— 

Periodically  the  profession  is  assured,  upon 
the  release  of  a new  drug,  that  there  will  be 
no  serious  side-effects  as  a result  of  its  ad- 
ministration. It  is  so  common  to  have  such 
statements  refuted  by  experience  that  one 
wonders  if  any  drug  is  free  of  the  possibility 
of  producing  serious  side-effects.  As  an  ex- 
ample, Edward  D.  Freis,  M.D.,  (New  Eng- 
land J.  of  Med.,  Dec.  16,  1954)  relates  the 
story  of  five  cases  each  exhibiting  marked 
depressive  states  following  the  use  of  large 
doses  of  reserpine  over  considerable  time. 

DOCTOR  BECKER  THINKS  A DOCTOR 
NEEDS  A DOCTOR— 

Dr.  Wes  Becker  presents  a good  idea  in  the 
following  communication : 

“Doctor,  How  Are  You?  Do  you  know 
that  your  health  is  receiving  the  same  good 
care  you  give  your  patient?  How  long  has 
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it  been  since  your  blood  pressure  has  been 
taken  or  your  urine  examined  for  albumin 
and  sugar?  Since  I started  to  practice  in 
Nebraska  in  1917, 1 have  seen  two  fatal  cases 
of  diabetes  in  doctors  and  one  more  physician 
develop  this  disease.  All  were  so  busy  that 
they  were  candy-bar  nibblers,  though  none 
was  obese.  Which  reminds  me  that  I better 
make  some  New  Year’s  Resolutions  myself — 
lose  some  25  pounds  and  examine  my  own 
urine  right  now,  and  the  first  day  of  every 
month  and  get  George,  around  the  corner, 
to  take  my  blood  pressure.  He  doesn’t  have 
anything  to  do  except  his  practice,  run  the 
Lancaster  County  Tumor  Clinic,  and  edit 
this  Journal.  Signed,  W.  C.  Becker,  M.D. 

A MASTERPIECE  OF  MEDICAL 
ILLUSTRATION— 

One  of  the  masterpieces  of  illustrated  an- 
atomy and  pathology  has  appared — Volume 
2 of  the  Ciba  Collection  of  Medical  Illustra- 
tions: Reproductive  System.  This  book  of 
286  pages,  quarto  size,  contains  283  plates  of 
illustrations  in  color,  with  a minimum  of  suc- 
cinct text.  The  illustrations  are  the  work  of 
the  physcian-artist,  Frank  H.  Netter.  Doc- 
tor Netter’s  beautiful,  accurate  drawings  will 
undoubtedly  compare  favorably  with  those  of 
old  masters. 

Doctor  Netter  had  some  of  the  world’s 
ablest  collaborators  and  consultants  to  assure 
near-perfection  in  the  production  of  this 
work. 

As  with  Volume  1 — The  Nervous  System 
— Ciba  Pharmaceutical  Products  offers  this 
book  at  the  cost  of  production  and  handling, 
$13.  In  this  instance,  however,  the  book  may 
be  purchased  through  bookstores  as  well  as 
from  the  Ciba  Corporation. 

NEBRASKAN  EDITOR  JOURNAL  OF 
AVIATION  MEDICINE— 

Colonel  Robert  J.  Benford,  ASAF  (MC), 
has  been  appointed  to  the  editorship  of  the 
Journal  of  Aviation  Medicine,  the  official 
publication  of  the  Aero  Medical  Association. 
Doctor  Benford  has  been  editor  of  the 
Armed  Forces  Medical  Journal  since  July  1, 
1953. 

Colonel  Benford  was  born  in  Omaha  and 
was  a member  of  the  staff  of  the  Omaha 
World-Herald  before  atending  the  Univer- 
sity of  Nebraska  College  of  Medicine.  Dur- 
ing World  War  II  he  was  air  surgeon  of  the 


XX  Bomber  Command,  the  first  B-29  organ- 
ization to  attack  the  Japanese  mainland.  La- 
ter, as  commander  of  the  AAF  Aero  Medical 
Center  in  Heidelberg,  Germany,  he  was  re- 
sponsible for  collecting  all  available  scien- 
tific and  historical  data  concerning  wartime 
achievement  of  Luftwaffe  flight  surgeons. 

FIRST  “VIDECLINIC”  TO  BE  PRESENTED 
FEBRUARY  9— 

Chicago — A report  to  physicians  on  man- 
agement of  coronary  artery  disease  will  be 
made  Feb.  9 on  the  first  nationwide  “Vide- 
clinic,”  a pioneer  postgraduate  medical  pro- 
gram on  large-screen,  closed-circuit  televi- 
sion. 

It  will  be  presented  by  the  American  Med- 
ical Association  in  cooperation  with  Smith, 
Kline  & French  Laboratories.  This  TV  clin- 
ical conference  will  present  scientific  infor- 
mation on  the  largest  mass  education  closed- 
circuit  network  ever  attempted. 

The  first  telecast  is  expected  to  be  viewed 
by  nearly  18,000  physicians  in  31  cities,  local 
and  state  medical  groups  will  act  as  hosts. 
The  program  will  be  presented  in  hotels  and 
auditoriums  at  9 p.m.  (EST),  Wednesday, 
Feb.  9.  Special  large  - screen  projection 
units  will  show  the  telecast  to  audiences 
composed  exclusively  of  physicians,  interns, 
residents,  and  senior  medical  students.  All 
physicians  in  the  31  city  areas  are  invited. 

Some  of  the  nation’s  outstanding  physi- 
cians will  give  live  and  filmed  clinical  re- 
ports through  this  advance  in  medical  com- 
munications. The  non-commercial  “Vide- 
clinic”  is  planned  as  a practical  and  faster 
way  of  lightening  one  of  the  doctor’s  heavi- 
est burdens,  postgraduate  “keeping  up.” 

The  cities  in  which  Nebraska’s  physicians 
can  most  easily  see  this  telecast  are:  Den- 
ver, at  the  Brown  Palace  Hotel,  at  7 p.m. ; 
Kansas  City,  at  Muehlbach  Hotel,  at  8 p.m. ; 
and  Minneapolis,  Radison  Hotel,  at  8 p.m. 
For  those  who  happen  to  be  in  Chicago  on 
Feb.  9,  the  telecast  may  be  viewed  at  The 
Palmer  House,  at  8 p.m. 

LATE  NEWS  FROM  NEBRASKA  HEART 
ASSOCIATION— 

Dr.  Richard  L.  Egan  has  been  appointed 
chairman  of  the  newly-formed  Public  Edu- 
cation Committee  of  the  Nebraska  Heart  As- 
sociation. New  members  include  Drs.  M. 
L.  Pepper,  Edward  Langdon,  and  A.  J.  Lom- 
bardo, all  of  Omaha. 
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Five  Lincoln  physicians  participated  in  a 
series  of  interviews  over  KOLN-TV  during 
November  and  December  as  part  of  the  Ne- 
braska Heart  Association’s  program  to  pre- 
sent heart  facts  to  the  public.  Participants 
included  Drs.  D.  F.  Purvis,  Heart  1st  vice 
president;  G.  E.  Stafford,  Arthur  L.  Smith, 
Jr.,  Lee  Stover,  and  Jerome  Ritter. 

Among  the  Omaha  physicians  who  have 
participated  thus  far  in  a TV  interview 
series  on  both  stations  in  Omaha  to  discuss 
problems  of  heart  disease  and  the  activities 
of  the  Nebraska  Heart  Association  are  Dr. 
Frederick  G.  Gillick,  president;  Dr.  Stephen 
L.  Magiera,  secretary ; Dr.  Richard  L.  Egan, 
Dr.  Roy  Holly,  and  Dr.  Carol  Angle. 

Dr.  William  Angle,  University  of  Nebras- 
ka, served  as  consultant  in  cardiac  disease 
at  the  quarterly  cardiac  conference  at  Nor- 
folk, January  7,  co-sponsored  by  the  Coun- 
cilor District  and  the  Nebraska  Heart  Asso- 
ciation. 

President  Frederick  G.  Gillick  announced 
the  annual  meeting  of  the  Nebraska  Heart 
Association  will  be  held  Saturday,  February 
26,  at  the  Hotel  Paxton  in  Omaha.  The  pro- 
gram will  include  both  business  and  scien- 
tific sessions. 


THE  MONTH  IN  WASHINGTON* — 

With  the  84th  Congress  well  into  its  first 
session,  all  indications  point  to  an  active 
year  in  medical  legislation.  Many  of  the 
bills  will  founder  somewhere  along  the  way, 
but  as  of  now  an  imposing  number  are  lined 
up  awaiting  consideration  in  Senate  and 
House. 

Confirmation  that  medical  problems  rank 
high  in  the  administration’s  work  schedule 
for  Congress  came  early  in  January  in  Presi- 
dent Eisenhower’s  State  of  the  Union  Mes- 
sage. This  is  the  address,  delivered  in  per- 
son before  a joint  meeting  of  Senate  and 
House,  in  which  the  President  annually  out- 
lines in  general  terms  the  condition  of  the 
country  and  the  new  legislation  he  believes 
should  be  enacted. 

This  message  highlighted  the  President’s 
objectives,  but  did  not  tell  in  specific  terms 
how  he  expected  to  reach  them.  The  de- 
tails came  later,  in  five  additional  messages 
to  Congress,  including  one  on  health  on  Jan- 
uary 24.  The  President  wants  Congress  to 

*The  Washington  Office,  A.M.A. 


take  action  on  the  following  health  and  med- 
ical items: 

1.  A federal  health  reinsurance  service. 
This  idea  was  rejected  by  the  House  last 
year,  but  neither  Mrs.  Hobby  nor  Mr.  Eisen- 
hower has  given  up  hope  for  it. 

2.  A plan  to  insure  better  and  more  uni- 
form medical  care  for  public  assistance  re- 
cipients through  larger  U.S.  appropriations 
and  more  administrative  controls. 

3.  Federal  assistance  in  construction  of 
health  facilities  and  in  providing  more 
trained  health  personnel  (other  than  physi- 
cians). 

4.  A new  federal  program  to  combat 
mental  illness  and  return  more  mental  pa- 
tients to  useful  lives  outside  institutions. 

5.  An  improved  federal  program  for  aid- 
ing crippled  children  and  for  maternal  and 
child  health. 

6.  Strengthening  of  the  pure  food  and 
drug  laws  to  give  greater  consumer  protec- 
tion. 

7.  More  attention  to  “the  increasingly 
serious  pollution  of  our  rivers  and  streams 
and  the  growing  problem  of  air  pollution.” 

8.  An  expanded  program  for  the  medical 
care  of  military  dependents. 

9.  A voluntary  health  insurance  program 
for  federal  civilian  employees  with  U.S.  con- 
tributions and  payroll  deductions  authorized 
for  the  employees. 

So  much  for  what  the  Republican  Presi- 
dent hopes  to  get  through  Congress.  It  is 
too  early  to  say  how  much  of  this  program 
will  have  the  support  of  the  Congress,  now 
under  Democratic  control.  It  is  clear,  how- 
ever, that  many  leading  Democrats  want  to 
enact  some  legislation  the  President  didn’t 
include  in  his  program.  In  the  early  weeks 
of  the  session  they  introduced  scores  of  bills 
to  carry  out  their  ideas. 

Federal  aid  to  medical  education  is  promi- 
nent in  the  plans  of  many  of  the  Democrats, 
and  some  of  the  Republicans.  The  bills  cov- 
er a wide  range,  some  restricted  to  construc- 
tion grants  but  others  offering  help  in  meet- 
ing operating  expenses  and  incentives  to  in- 
crease the  number  of  students.  Other  bills 
offer  federal  grants  to  voluntary  health 
plans  to  subsidize  coverage  of  the  indigent, 
the  “medically  indigent,”  the  unemployed 
and  the  aged.  Because  the  administration 
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has  declared  itself  opposed  to  subsidies,  it  is 
unlikely  that  any  measures  of  this  type  will 
win  the  support  of  Mrs.  Hobby’s  department 
and  the  White  House. 

Members  on  both  sides  of  the  aisle  also 
are  proposing  greater  emphasis  on  research 
seeking  the  causes  and  cures  of  such  diseases 
as  cancer,  heart  disease,  mental  illness  and 
arthritis.  Some  of  these  bills  fit  in  with 
the  Eisenhower  program  and  philosophy, 
and  are  likely  to  have  White  House  support 
at  the  hearings. 

This  tendency  to  stimulate  more  basic 
medical  research,  both  at  the  federal  level 
and  through  state  grants,  may  be  an  im- 
portant factor  when  Congress  gets  around 
to  passing  the  appropriation  bills  for  the 
various  Institutes  of  Health,  the  research 
arm  of  U.S.  Public  Health  Service. 

Several  years  ago  a Democratic  Congress 
took  a serious  interest  in  a bill  for  federal 
aid  to  local  public  health  departments.  Some 
of  the  influential  Democrats  have  revived 
this  idea,  and  are  working  for  its  passage 
this  session.  As  expected,  the  old  Truman- 
Ewing  plan  for  national  compulsory  health 
insurance  again  is  before  Congress.  The 
first  one  to  introduce  a bill  along  these  lines 
was  Rep.  John  D.  Dingell,  a sponsor  of  the 
original  plan.  Later  others  joined  with  him 
in  backing  the  idea,  but  up  to  now  the  open 
support  for  it  is  not  extensive  on  Capitol 
Hill. 


Health  is  not  to  be  found  apart  from  the  general 
welfare  of  the  person  or  the  community.  Editorial, 
J.A.M.A.,  April  24,  1954. 


JAMES  EWING 
1866-1943 


Announcements 

OFFICIAL  CALL,  BOARD  OF  COUNCILORS 
AND  HOUSE  OF  DELEGATES 

The  mid-winter  meeting  of  the  Board 
of  Councilors  of  the  Nebraska  State 
Medical  Association  has  been  called  for 
Sunday,  February  27,  1955  at  eight 
o’clock  a=m.,  at  Hotel  Cornhusker,  Lin- 
coln, Nebraska. 

The  first  mid-winter  Interim  Session 
of  the  House  of  Delegates  of  the  Nebras- 
ka State  Medical  Association  will  con- 
vene at  two  o’clock  p.m.,  Sunday,  Febru- 
ary 27,  1955,  Hotel  Cornhusker,  Lincoln, 
Nebraska. 


OFFICIERS  OF  OMAHA  MID-WEST  CLINICAL 
SOCIETY  FOR  1955— 

At  the  Annual  Business  Meeting  of  the 
Omaha  Mid  - West  Clinical  Society,  Dr. 
Friedrich  W.  Niehaus  was  installed  as  presi- 
dent. Newly  elected  officers  are  Dr.  Mau- 
rice E.  Grier,  President-Elect,  and  Dr.  Don- 
ald J.  Wilson,  member  of  the  Executive  Com- 
mittee. Dr.  J.  Perry  Tollman  was  appointed 
to  the  Executive  Committee  and  Dr.  James 
J.  O’Neil  was  appointed  Director  of  Clinics. 
Dr.  Payson  Adams,  formerly  Director  of 
Clinics  was  elected  Secretary-Treasurer. 
Drs.  B.  Carl  Russum  and  C.  W.  McLaughlin, 
Jr.,  are  members  of  the  Executive  Commit- 
tee. 

Dr.  Herman  Jahr  continues  as  Editor  of 
the  Journal.  The  Editorial  Board  consists 
of  Drs.  Harry  H.  McCarthy,  F.  W.  Niehaus 
and  Maurice  Grier. 

The  following  were  elected  chairmen  of 
specialty  sections : Harry  W.  McFadden, 

Jr.,  basic  sciences;  Wm.  L.  Rumbola,  ob.  and 
gyn. ; Robert  S.  Long  and  Harold  N.  Neu, 
medicine;  Robert  H.  Dickinson,  neuropsy- 
chiatry; James  J.  O’Neil,  ophthalmology  and 
otolaryngology;  James  W.  Martin,  ortho- 
pedic surgery;  John  M.  Thomas,  pediatrics; 
James  Kelly,  Jr.,  radiology;  Robert  C. 
Thierien  and  Robert  F.  Farrell,  surgery; 
and  William  F.  Novak,  urology. 

YOU  ARE  INVITED— 

The  Lancaster  County  Medical  Society  will 
present  another  of  its  Lancaster  County 
Clinic  Day  programs  on  Thursday,  March 
17th.  Dr.  Shields  Warren  of  atomic  energy 
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fame,  will  speak  on  Medical  Aspects  of 
Atomic  Energy  at  the  dinner.  Other  speak- 
er of  national  prominence  will  present  the 
latest  information  on  a number  of  other 
timely  subjects.  The  complete  program  will 
appear  in  the  March  issue  of  the  Journal. 
All  doctors  are  invited. 

REFRESHER  COURSE,  OPHTHALMOLOGY 
AND  OTOL ARGYGOLOGY — 

The  faculty  of  the  Gill  Memorial  Eye,  Ear 
and  Throat  Hospital  will  conduct  its  Twen- 
ty-eighth Annual  Spring  Congress  at  Roa- 
noke, Virginia,  on  ophthalmology  and  otol- 
argygology,  April  4th  to  9th.  The  number 
in  the  class  will  be  limited.  If  interested, 
write  E.  G.  Gill,  M.D.,  Box  1789,  Roanoke, 
for  information  and  an  application  blank. 

CONGRESS  ON  PHYSICAL  MEDICINE 
AND  REHABILITATION— 

The  33rd  annual  scientific  and  clinical 
session  of  the  American  Congress  of  Physi- 
cal Medicine  and  Rehabilitation  will  be  held 
August  28  to  Sept.  2,  1955,  at  Hotel  Statler, 
Detroit.  All  members  in  good  standing  of 
the  AMA  are  welcome.  For  full  informa- 
tion write  Dorothea  C.  Augustin,  Executive 
Secretary,  Am.  Congress  of  Physical  Med. 
and  Rehabilitation,  30  North  Michigan  Ave- 
nue, Chicago  2. 

DOCTOR  ARTHUR  J.  GRIOT  IS  NOT  DEAD— 

A letter  from  Arthur  J.  Griot,  Chadron, 
calls  attention  to  an  error  in  the  “Necrology 
List — 1953-1954”  as  published  on  page  532, 
the  December  issue.  He  states  “Am  still 
alive  in  Chadron.  You  have  in  mind  Dr. 
George  A.  Griot  who  used  to  be  with  me 
here  and  moved  to  Springfield,  Mo.,  and  died 
of  ca.  April  29,  1953.” 

COLORADO’S  ANNUAL  PG  MIDWINTER 
CLINIC— 

The  Colorado  State  Medical  Society  will 
sponsor  its  Nineteenth  Annual  Midwinter 
Postgraduate  Clinics,  February  15-18,  inclu- 
sive, at  the  Shirley-Savoy  Hotel,  Denver, 
Colorado.  The  guest  speakers  are:  James 
F.  Rinehart,  M.D.,  San  Francisco;  Bayard 
Carter,  M.D.,  Durham;  Conrad  Lam,  M.D.,. 
Detroit;  Fred  J.  Hodges,  M.D.,  Ann  Arbor; 
Richard  W.  Vilter,  M.D.,  Cincinnati;  Rob- 
ert S.  Sparkman,  M.D.,  Dallas,  and  Morris 
E.  Dailey,  M.D.,  San  Francisco.  A smoker 
will  be  held  on  the  evening  of  the  15th,  and 
a dinner  dance  on  the  evening  of  the  17th. 


Human  Interest  Tales 

Dr.  R.  A.  McShane,  Arnold,  has  received  his  or- 
ders to  report  for  active  duty  with  the  U.S.  Army. 

Dr.  Roy  Brown,  Crawford,  reported  to  Oakland, 
California,  in  January,  for  active  duty  with  the  U.S. 
Navy. 

Dr.  Robert  Christensen,  Yutan,  has  received  orders 
to  report  for  active  duty  with  the  Air  Force  in 
March. 

Dr.  Jacob  Krieg,  Jr.,  Scottsbluff,  was  recently 
elected  president  of  the  Scotts  Bluff  County  Medical 
Society. 

Dr.  Cecil  Wittson,  Omaha,  has  been  named  state 
director  of  mental  health  by  the  State  Board  of 
Control. 

Dr.  Rex  W.  Wilson,  O’Neill,  has  been  elected  chief- 
of-staff  of  the  St.  Anthony’s  Hospital  for  the  com- 
ing year. 

Dr.  Nicholas  Chick,  North  Platte,  was  recently 
elected  president  of  the  staff  of  St.  Mary’s  Hospital 
in  that  city. 

Dr.  Loyd  R.  Wagner,  Leigh,  was  chosen  president 
of  the  Colfax  County  Medical  Association  for  the 
coming  year. 

Dr.  John  W.  Gatewood,  Omaha,  was  recently  made 
a member  of  the  American  Association  for  the  Sur- 
gery of  Trauma. 

Dr.  Loren  E.  Imes,  Grand  Island,  has  been  elected 
president  of  the  St.  Francis  Hospital  medical  staff 
for  the  coming  year. 

Dr.  Joseph  Simmons,  Hooper,  has  been  elected 
president  of  the  Dodge  County  Medical  Association 
at  its  annual  meeting. 

Dr.  R.  E.  Garlinghouse,  Lincoln,  has  been  re- 
elected to  a second  term  as  president  of  the  Bryan 
Memorial  Hospital  staff. 

Dr.  John  Bogle,  Loup  City,  spoke  at  a recent 
meeting  of  the  Custer  County  Medical  Association, 
meeting  in  Broken  Bow. 

Dr.  Blaine  P.  Carey,  Norfolk,  recently  read  a pa- 
per at  the  annual  assembly  of  the  Nebraska  State 
Psychological  Association. 

Dr.  George  M.  Johnson,  Omaha,  medical  director 
of  Civil  Defense,  spoke  at  a recent  meeting  of  the 
Cosmopolitan  Club  in  Omaha. 

Dr.  David  G.  Pugh,  x-ray  specialist  at  the  Mayo 
Clinic,  spoke  at  a recent  meeting  of  the  Omaha- 
Douglas  County  Medical  Society. 

Dr.  Robert  Watson,  Kansas  City,  Missouri,  has 
purchased  a home  in  Seward  and  plans  to  begin  his 
practice  there  about  July  1,  1955. 

Dr.  M.  E.  Barkley,  North  Loup,  was  named  presi- 
dent of  the  Four  County  Medical  Society  at  their 
annual  election-of-officers  meeting. 

Dr.  W.  C.  Kenner  III,  son  of  Dr.  and  Mrs.  W.  C. 
Kenner,  Nebraska  City,  has  started  his  practice  of 
radiology  near  Seattle,  Washington. 

Dr.  E.  G.  Surber,  Norfolk,  presented  a talk  on 
the  duties  of  an  Air  Force  squadron-doctor  at  a 
recent  meeting  of  the  Civil  Air  Patrol  in  Norfolk. 
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Dr.  Joel  Anderson,  North  Platte,  has  resigned  as 
county  physician,  health  officer  and  medical  advisor. 
Dr.  Anderson  had  served  for  18  years  in  this  ca- 
pacity. 

Mrs.  Frances  Josephine  Orr,  97,  passed  away  De- 
cember 16  at  the  home  of  her  daughter  in  Lincoln. 
Mrs.  Orr  was  the  mother  of  Dr.  H.  Winnett  Orr  of 
Lincoln. 

Dr.  Howard  B.  Hunt,  Omaha,  was  recently  in- 
stalled as  vice  president  of  the  Radiological  Society 
of  North  America  at  the  meeting  of  the  organiza- 
tion in  Los  Angeles. 

Dr.  Z.  R.  Boyd,  Albion,  now  with  the  Air  Force, 
was  one  of  the  83  Air  Force  surgeons  receiving 
diplomas  recently  at  the  School  of  Aviation  Medicine, 
Randolph  Field,  Texas. 

Dr.  N.  Richard  Miller,  Lincoln,  has  been  named 
president-elect  of  the  Lancaster  Medical  Society. 
He  will  succeed  Dr.  J.  Marshall  Neely  who  is  the 
president  for  the  current  year. 

Dr.  E.  M.  Walsh,  Omaha,  was  recently  elected 
president-elect  of  the  Omaha-Douglas  County  Medi- 
cal Society.  He  will  succeed  Dr.  C.  W.  McLaughlin, 
Jr.,  who  took  office  in  January. 

Members  of  the  Tri-County  Medical  Society  were 
guests,  recently,  of  Dr.  Willard  Seng  and  Dr.  A.  B. 
Albee  of  Oshkosh.  The  meeting  and  dinner  was 
held  in  the  Methodist  church  in  Oshkosh. 

Dr.  C.  F.  Ashby,  Geneva,  will  present  a talk  on 
the  Senior  Medical  Day  program  in  Nebraska  at 
the  meeting  of  the  National  Rural  Health  Confer- 
ence in  Mihvaukee  on  February  24,  1955. 

Dr.  Byron  D.  Petersen,  Bridgeport,  terminated 
his  practice  of  medicine  in  this  city  in  December. 
He  plans  to  study  anesthesia  this  winter  and  will 
then  be  associated  with  Dr.  Loran  C.  Grubbs,  Scotts- 
bluff,  in  general  practice. 

Dr.  K.  S.  J.  Hohlen,  Lincoln,  has  been  appointed 
to  the  chairmanship  of  the  Committee  on  Profes- 
sional Ethics  of  the  Nebraska  State  Medical  Asso 
ciation  to  succeed  Dr.  Morris  Nielsen,  Blair,  who  re- 
signed because  of  ill  health. 

Dr.  Delia  Lynch,  Omaha,  has  been  named  Ne- 
braska’s Medical  Woman  of  the  Year  by  the  Ameri- 
can Medical  Women’s  Association.  The  award  was 
made  for  “outstanding  contributions  to  her  profes- 
sion, community  and  fellow  citizens.” 

The  following  Nebraska  doctors  were  registered 
at  the  Clinical  Session  of  the  AMA  at  Miami:  Leo 

Anderson,  York;  E.  G.  Brillhart,  Columbus;  John 
Borghoff,  Omaha;  George  W.  Covey,  Lincoln;  0.  E. 
Eberle,  Ogallala;  K.  S.  J.  Hohlen,  Lincoln;  Wm.  P. 
Kleitsch,  Omaha;  J.  R.  Kovarik,  Omaha;  C.  M. 
Hartmenn,  Omaha;  Joseph  D.  McCarthy,  Omaha; 
A.  J.  Offerman.  Omaha;  J.  R.  Schenken.  Omaha; 
Frank  Tanner,  Lincoln,  and  Warren  Thompson, 
Omaha. 


All  work  in  education  and  leadership  training  is 
a part  of  health  education,  particularly  if  mental 
health  aspects  are  included.  Magda  Kelber,  M.D., 
European  Conference  on  Health  Education  of  the 
Public,  London,  England,  April  10-18,  1953. 


Deaths 

William  R.  Boose,  M.D.,  Falls  City.  After  forty- 
nine  years  of  practice  in  Falls  City,  Doctor  Boose 
died  in  a hospital  in  St.  Joseph,  Missouri.  He  was 
eighty  years  old.  The  doctor  graduated  from  the 
University  of  Nebraska,  a bachelor  of  science,  in 
1899.  After  teaching  for  a number  of  years,  he 
entered  premedical  school  at  Kansas  University. 
Later  he  went  to  Rush  Medical  College,  where  he 
graduated  in  1904.  After  his  internship  in  Engle- 
wood Hospital,  Chicago,  he  began  his  practice  in 
Falls  City.  The  doctor  is  survived  by  his  wife, 
Mabel;  a daughter,  Mrs.  John  R.  Mattingly,  of  Clin- 
ton, N.Y.;  a son,  Wm.  R.,  Jr.,  Falls  City;  three 
sisters,  four  grandchildren,  and  many  nieces  and 
nephews. 

Hal  C.  Smith,  M.D.,  Grand  Island.  Doctor  Smith 
practiced  at  Franklin  more  than  forty-five  years. 
He  had  retired  from  his  practice  a few  years  ago. 
The  doctor  died  on  Tuesday,  Nov.  2,  1954,  at  the  age 
of  seventy-two.  Doctor  Smith  is  survived  by  two 
sons,  Hal  H.,  of  Grand  Island,  and  Robert  C.,  a ma- 
jor stationed  in  Germany  with  the  Air  Force,  and 
four  grandchildren. 

Col.  Clifford  Yeryl  Morgan,  M.D.,  Washington, 
D.C.  Doctor  Morgan  was  a native  of  Nebraska,  a 
graduate  of  Nebraska  Wesleyan  University,  and  of 
the  University  of  Nebraska  College  of  Medicine. 
In  W.W.  I he  was  awarded  the  Legion  of  Merit 
and  a Bronze  Oak  Leaf  Cluster.  At  the  time  of 
his  death  he  was  chairman  of  the  Retirement  and 
Review  Board  in  the  Army  Surgeon  General’s  Of- 
fice. He  died  October  3,  1954.  The  Colonel  is  sur- 
vived by  his  wife,  Ann;  sons,  Monte  of  Cincinnati, 
Marvin  of  Lincoln,  and  Walter  at  home. 

Edward  Phillip  Bachle,  M.D.,  Liberty.  Doctor 
Bachle  died  October  8,  at  the  age  of  seventy-two. 
He  had  practiced  in  Liberty  forty  years.  The  doc- 
tor is  survived  by  his  wife,  Bess;  one  daughter, 
Mrs.  Roy  Murphy,  St.  Joseph,  Mo.;  one  brother, 
Charles  of  Beatrice,  and  several  nieces  and  nephews. 

Joseph  J.  Hompes,  M.D.,  Lincoln.  Doctor  Hompes 
died  suddenly  on  November  16,  1954,  at  the  age  of 
seventy-one.  He  was  bom  at  Chester,  graduated 
from  the  University  of  Nebraska,  took  postgraduate 
work  in  Vienna,  London,  and  other  centers  of  medi- 
cal learning.  The  doctor  is  survived  by  two  broth- 
ers, Neal  and  Henry;  and  a sister,  Mrs.  Gilbert  Han- 
son, all  of  Lincoln. 

Albert  L.  Schneider,  M.D.,  Brady.  Doctor  Schnei- 
der, aged  sixty-seven,  died  after  a brief  illness,  on 
November  17,  1954.  He  had  lived  in  Brady  about 
thirty-five  years,  but  had  retired  from  active  prac- 
tice before  his  death.  The  doctor  was  bom  in  Swit- 
zerland, came  to  America  in  1903,  served  in  the 
medical  corps  in  both  World  Wars  in  the  rank  of 
Major.  Doctor  Schneider  is  survived  by  his  wife, 
Emma;  a daughter,  Mrs.  Esther  Morris  of  Brady; 
three  grandchildren;  four  brothers  in  the  United 
States;  and  three  brothers  and  two  sisters  in  Swit- 
zerland. 

Charles  Thomas  Ingham,  M.D.,  Alhambra,  Calif. 
Doctor  Ingham,  eighty-five,  died  in  a hospital  in 
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Norfolk  on  October  27,  1954.  The  doctor  was  bom 
in  Texas,  and  graduated  from  the  Sioux  City  College 
of  Medicine  in  1893.  He  practiced  in  Coleridge  for 
twenty  years,  then  in  Wayne.  A few  years  ago  he 
retired  and,  with  Mrs.  Ingham,  moved  to  California. 
He  is  survived  by  his  wife,  Bertha;  two  daughters, 
Mrs.  D.  H.  Summers  of  Russellville,  Ark.,  and  Miss 
Esther  of  Salinas,  Calif.;  and  two  sons,  Doctor 
Charles  of  Norfolk,  and  R.  S.  of  Alhambra. 

Joseph  Wilson  Laughlin,  M.D.,  Elm  Creek.  Doc- 
tor Laughlin  died  at  the  age  of  sixty-nine,  on  No- 
vember 15,  1954.  He  had  practiced  his  profession 
in  Elm  Creek  for  more  than  forty  years.  The  doc- 
tor was  educated  at  Kearney  State  Teachers  Col- 
lege and  the  University  of  Nebraska.  He  gradu- 
ated in  medicine  in  1913.  He  is  survived  by  his  wife, 
Era;  three  sons,  Frank  of  Kearney,  Joy  of  Elm 
Creek,  and  Earl  of  Nevada,  Iowa;  and  other,  more 
distant  relatives. 

Floyd  L.  Rogers,  M.D.,  Lincoln.  Doctor  Rogers 
died  on  November  30,  1954  at  the  age  of  fifty-nine. 
He  had  practiced  his  specialty,  internal  medicine,  in 
Lincoln  since  1922.  He  will  be  remembered  profes- 
sionally for  his  great  interest  in  diabetes,  his  work 
in  establishing  the  Springdale  Camp  for  Diabetic 
Children,  and  his  untiring  efforts  on  committees  of 
the  State  Medical  Association,  particularly  the  Plan- 
ning Committee  and  the  Committee  on  Medical  Edu- 
cation. Doctor  Rogers  is  survived  by  his  wife, 
Helen;  two  daughters,  Mrs.  Caroline  Mills  of  Lin- 
coln, and  Ann  Rogers,  at  home;  two  brothers,  David 
M.  of  Mitchell,  South  Dakota,  and  T.  Burton  of 
Chico,  Calif.;  and  a sister,  Mrs.  Harold  Stephens  of 
Minneapolis,  Minn. 

W.  A.  Rush,  M.D.,  Beatrice.  Doctor  Rush  came 
to  Beatrice  after  World  War  I.  He  practiced  his 
specialty,  radiology.  He  served  in  both  World  Wars, 
during  the  second  he  was  in  charge  of  the  x-ray 
department  at  Fort  Leonard  Wood  Hospital.  Soon 
after  his  return  to  private  practice,  failing  health 
compelled  hospitalization.  He  died  in  the  Veterans 
Hospital  at  Los  Angeles  on  November  19,  1954.  The 
doctor  is  survived  by  two  daughters,  Mrs.  Helen 
Mathews,  Santa  Ana,  Calif.,  and  Mrs.  Katherine 
O’Connor,  Clinton,  Iowa. 


SOME  ASPECTS  OF  THE  BABY  BOOM 

The  number  of  births  in  our  country  has  continued 
at  record  high  levels  since  the  end  of  World  War 
II.  Well  over  3%  million  babies  were  bom  in  each 
of  the  past  seven  years,  the  number  reaching  nearly 
4 million  in  1953,  or  more  than  IV2  times  the  births 
in  1940.  The  sustained  baby  boom  reflects  a rise 
in  fertility  rates  but  to  an  even  greater  extent  the 
increase  in  the  married  population. 

The  number  of  babies  born  to  married  men  under 
age  30  increased  50  per  cent  or  more  in  the  decade. 
Although  the  baby  boom  was  greatest  among 
younger  husbands,  the  increase  was  as  much  as  22 
per  cent  even  among  men  at  ages  40-44.  A similar 
trend  is  observed  when  the  births  are  analyzed  by 
age  of  mother.  At  the  principal  childbearing  ages, 
that  is,  for  wives  20-34  years  of  age,  the  increase 
in  births  was  40  percent  or  more  between  1940  and 
1950. 


Delegate's  Report 

on  the 

Proceedings 

House  of  Delegates 

Clinical  Meeting 

A.M.A.  1954 

The  American  Medical  Asociation  held  its  Eighth 
Clinical  Meeting  in  Miami,  Florida,  November  29  to 
December  2,  1954,  and  from  all  reports  and  per- 
sonal observation,  it  was  without  doubt  one  of  the 
most  outstanding  of  the  clinical  sessions  held  to 
date.  The  scientific  sessions,  color  television  and 
moving  picture  programs,  scientific  and  technical 
exhibits,  the  sessions  of  the  House  of  Delegates 
and  the  “Health  Fair,”  which  contained  more  than 
eighty  exhibits  having  to  do  with  healthful  living 
and  medical  care  and  planned  for  the  public,  were 
received  with  acclaim  by  those  in  attendance. 

Total  registration  for  the  meeting  was  7,707,  of 
which  3,253  were  physicians.  This,  I believe,  is 
the  highest  registration  of  physicians  at  a clinical 
meeting  since  their  inauguration.  Incidentally,  14 
members  of  the  Nebraska  State  Medical  Associa- 
tion were  in  attendance,  which  was  comparable 
to  other  midwestem  states  from  the  standpoint  of 
total  membership.  Might  I add  that  it  is  the  hope 
of  your  officers,  especially  your  delegates,  that  a 
greater  number  of  the  members  of  our  Associa- 
tion will  attend  future  annual  and  clinical  meetings 
of  the  AMA,  for  it  is  there  that  they  will  be  able 
to  gain  not  only  knowledge  in  medical  lore  which  is 
up  to  the  date  of  the  meeting  but  also  a real  insight 
into  the  management  of  their  parent  body  and  the 
economic  side  of  the  practice  of  medicine.  The  1955 
annual  meeting  of  the  AMA  will  be  held  in  Atlantic 
City  June  6th  to  10th  and  the  clinical  meeting  will 
be  held  in  Boston,  November  29th  to  December  2nd. 
Why  not  make  your  plans  now  to  attend  one  or 
both  of  these  sessions? 

Your  Delegates,  Dr.  Karl  S.  J.  Hohlen  and  I,  at- 
tended all  sessions  of  the  House  of  Delegates.  There 
are  190  physicians  making  up  the  House  of  Dele- 
gates, and  to  emphasize  the  interest  shown  by  the 
members  from  the  respective  states  and  territories, 
188  registered  for  the  meeting.  In  my  many  years 
of  experience  as  an  attendant  at  meetings  of  the 
House  of  Delegates,  both  prior  to  and  in  my  offi- 
cial capacity  as  a Delegate,  I never  have  experi- 
enced a meeting  in  which  there  was  less  controversy 
on  the  floor  of  the  House.  In  my  opinion  the  reason 
for  this  is  the  extraordinary  work  done  by  the  ten 
respective  reference  committees  and  the  fact  that 
those  who  wished  to  express  opinions  on  reports  of 
officers,  councils,  committees  and  the  resolutions 
proposed  by  the  constituent  state  societies,  aired 
their  views  during  the  formal  meetings  of  the  ref- 
erence committees.  By  the  time  these  committees 
went  into  executive  session  the  pros  and  cons  on  all 
questions  had  been  thoroughly  discussed  and  the 
committees,  in  judicial  fashion,  had  the  opportunity 
of  making  unprejudiced  recommendations  to  the 
House.  It  stands  to  reason  that  if  the  various  re- 
ports of  the  reference  committees  were  accepted 
without  rebuttal  by  the  House,  made  up  as  it  is  of 
physicians  with  heterogeneous  and  conflicting  ideas, 
then  the  electorate  and  members  attending  the  ref- 
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erence  committee  meetings  must  have  done  a splen- 
did job.  It  might  be  added  that  such  procedure 
saves  much  time  for  the  delegates  and  work  for 
the  office  personnel. 

In  addition  to  the  reports  of  officers,  councils 
and  committees,  32  resolutions  were  presented  by- 
constituent  medical  societies  and  delegates  to  the 
House  of  Delegates  for  consideration.  So  that  the 
members  of  our  Association  may  be  cognizant  of 
the  many  and  diverse  subjects  studied  by  these 
committees,  I would  like  to  name  them:  Amend- 

ments to  the  Constitution  and  By-Laws;  Hygiene; 
Public  Health  and  Industrial  Health;  Insurance  and 
Medical  Service;  Legislation  and  Public  Relations; 
Medical  Education  and  Hospitals;  Medical  Military 
Affairs;  Miscellaneous  Business;  Reports  of  the 
Board  of  Trustees  and  Secretary;  Reports  of  Of- 
ficers of  Sections  and  Section  Work.  In  addition 
these  reference  committees  considered  19  supple- 
mentary reports  from  the  Board  of  Trustees  as  well 
as  supplementary  reports  from  councils  and  com- 
mittees. 

The  House  of  Delegates  met  on  November  29th 
and  December  2nd,  November  30th  and  December  1st 
being  devoted  to  meetings  of  reference  committees, 
Board  of  Trustees,  councils  and  committees. 

On  November  29th  the  first  order  of  business  was 
the  election  of  the  General  Practitioner  of  the  Year. 
This  award  went  to  Karl  B.  Pace,  M.D.,  age  66,  who 
has  been  practicing  in  Greenville,  North  Carolina, 
since  1914.  Doctor  Pace  accepted  this  award  in 
most  gracious  fashion,  and  among  other  things  said, 
“Many  people  say,  with  the  many  outside  activities 
in  which  I have  engaged,  they  don’t  see  how  I ever 
found  time  to  practice  medicine.  Well,  I have  prac- 
ticed medicine  in  my  spare  time.”  Thus  it  can  be 
seen  that  Doctor  Pace  devoted  himself  not  only  to 
the  practice  of  medicine  but  as  well  to  the  funda- 
mentals pertaining  to  forensic  medicine  and  civics. 

Formalities  of  the  opening  session  November  29th 
having  been  completed,  the  House  of  Delegates  was 
addressed  by  the  Speaker,  James  R.  Reuling,  M.D.; 
the  President,  Walter  B.  Martin,  M.D.;  the  Presi- 
dent-Elect, Elmer  Hess,  M.D.;  the  Secretary  and 
General  Manager,  George  F.  Lull,  M.D.;  Student 
A M. A-  Delegates,  Mr.  John  A.  Oates,  Jr.,  Bowman 
Gray  School  of  Medicine,  and  Mr.  Nelson  M.  Fox, 
Jr.,  Medical  College  of  Virginia;  Mrs.  George  Tur- 
ner, President  of  the  Woman’s  Auxiliary;  Mr.  Sea- 
born Collins,  National  Commander  of  the  American 
Legion;  Oveta  Culp  Hobby,  Secretary  of  Health, 
Education  and  Welfare,  United  States  Public  Health 
Service;  and  Mr.  Edwin  J.  Faulkner,  President, 
Woodmen  Accident  and  Life  Company,  Lincoln,  Ne- 
braska. All  of  these  addresses  were  brimful  of 
meat  and  I would  like  to  include  in  this  report  a 
few  of  the  outstanding  statements  made. 

PRESIDENT  WALTER  MARTIN:  “Of  first  im- 
portance is  the  continuing  effort  to  meet  the  medi- 
cal needs  of  the  low  economy  and  other  non-insur- 
able groups.  We  have  committeed  ourselves  to  the 
policy  that  the  medical  care  of  this  group  is  the 
responsibility  of  the  states  and  localities,  with  de- 
termination of  both  economic  and  medical  needs  at 
the  local  level  ...  It  must  be  recognized,  however, 
that  the  practice  of  medicine  is  a profession  and 
not  a corporate  prerogative.”  I am  confident  that 
if  both  of  these  statements  are  given  analytical 


study  and  their  import  understood,  physicians  will 
have  a much  more  considered  opinion  relating  to 
the  problems  which  confront  not  only  the  medical 
profession  but  the  lay  public  as  well. 

PRESIDENT-ELECT  ELMER  HESS:  “The  prac- 
tice of  medicine  is  an  individual,  personalized  serv- 
ice to  which  every  patient  is  entitled  regardless  of 
means  . . . Words  alone  are  not  sufficient  to  con- 
vince a cynical  public  of  the  humanitarian  purposes 
of  medicine.  Let  us  not  just  try  to  convince  the 
public;  let  us  DO  for  the  public.” 

MRS.  GEORGE  TURNER:  “Greetings  from 

67,000  members  . . . Last  year  the  combined  Aux- 
iliary contributed  approximately  $52,000  to  the 
American  Medical  Education  Foundation.  We  aim 
to  double  that  amount  this  year  ...  We  contribute 
$100  annually  to  the  World  Medical  Association  . . . 
Since  the  inception  of  our  Nurse  Recruitment  Pro- 
gram in  1945  we  have  raised  $250,000  for  nursing 
education  ...  We  added  40,000  subscriptions  to  To- 
day’s Health,  last  year.”  The  Auxiliary  is  doing  a 
wonderful  job,  but  reflect  and  sense  what  they 
would  do  if  their  membership  were  doubled. 

MESSRS.  OATES  AND  FOX:  “Our  membership 

has  increased  until  at  present  we  include  two-thirds 
of  all  the  medical  students  throughout  the  coun- 
try . . . Our  activities  have  so  expanded  that  it  has 
been  necessary  for  us  to  move  into  a new  suite  of 
offices  . . . Our  Student  A.M.A.  as  of  January  1, 
1955,  is  planning  to  assume  complete  financial  re- 
sponsibility for  its  budget  and  to  be  completely  self 
supporting.”  Consider  what  these  students  have 
done  in  four  years.  They  have  paid  back  to  the 
AM  A a loan  of  $25,000  and  are  now  able  to  care 
for  the  overhead  of  a markedly  expanded  organiza- 
tion. Their  potentialities  are  tremendous,  in  that 
they  give  the  greater  part  of  their  time  to  the  con- 
sideration of  undergraduate,  graduate,  research  and 
practitioners’  interests. 

MRS.  HOBBY : “Although  no  one  can  say  ex- 

actly how  widely  or  how  well  it  will  work  (reinsur- 
ance), the  stake — the  health  of  many  millions  of 
Americans — is  very  high  ...  It  is  a program  of  ac- 
tion—IN  AN  AREA  IN  WHICH  LITTLE  EFFEC- 
TIVE ACTION  HAS  BEEN  TAKEN.”  Evidently 
there  are  eyes  that  will  see  not,  ears  that  will  hear 
not  and  thereby  tongues  that  can  say  not  of  those 
things  in  which  they  believe  not. 

MR.  FAULKNER:  “We  insurers  are  challenged 

by  the  vastness  of  our  opportunties  as  we  humbly 
recognize  our  obligations  to  the  American  public. 
We  are  in  the  forefront  of  the  ideological  conflict 
between  those  who  hold  that  the  highest  welfare 
of  mankind  lies  in  his  own  freedom,  initiative,  and 
responsibility  and  those  who  hold  that  man’s  wel- 
fare must  come  from  the  state.  As  we  succeed  in 
further  developing  health  insurance  as  a free,  vol- 
untary, and  useful  operation  we  will  have  pre- 
served the  fundamental  features  of  our  American 
heritage.  With  your  help  and  the  cooperation  of 
government  we  are  confident  of  the  ability  of  vol- 
untary insurers  to  bring  a satisfactory  measure  of 
protection  to  practically  all  of  our  people.”  This 
from  a Nebraskan  who  is  still  able  to  breathe  plenty 
of  fresh  air. 

MR.  COLLINS:  “I  am  prepared  to  appoint  a 

special  committee  of  American  Legion  representa- 
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tives  who  know  the  background  and  facts  surround- 
ing veterans’  hospitalization  to  meet  with  a similar 
committee  of  your  choosing  and  work  toward  a bet- 
ter mutual  understanding  of  the  problem  (non- 
service-connected disabilities).”  The  Board  of 
Trustees  has  appointed  a committee  to  meet  with 
a committee  of  the  American  Legion  and  it  is  the 
fond  hope  of  all  concerned  that  definite  principles 
will  be  enunciated.  Members  of  the  AMA  commit- 
tee include  President-Elect  Elmer  Hess;  David  All- 
man,  member  of  the  Board  of  Trustees;  Louis  M. 
Orr,  Chairman  of  the  AMA  Committee  on  Federal 
Medical  Service  and  member  of  the  Council  on 
Medical  Service. 

It  was  announced  during  the  meeting  of  the 
House  that  a 13  member  commission  had  been  ap- 
pointed by  the  Board  of  Trustees  for  the  purpose 
of  making  a comprehensive  survey  of  the  various 
types  of  plans  through  which  the  American  people 
receive  medical  services.  Dr.  Leonard  W.  Larson, 
a member  of  the  Board  of  Trustees,  was  appointed 
Chairman.  The  writer  of  this  report  is  one  of  the 
appointees  to  this  commission.  It  was  the  opinion 
of  all  concerned  that  it  would  take  at  least  one 
year  to  complete  this  survey. 

Other  highlights  of  the  sessions  of  the  House 
were: 

DR.  GEORGE  F.  LULL,  Secretary:  “The  total 

paid  membership  of  191,064  shows  a net  increase  of 
4,001  for  1954,  which  increase  amounted  to  $97,000 
in  membership  dues.”  It  might  be  pointed  out  that 
only  $40,010  actually  are  allocated  to  dues,  the  re- 
mainder to  subscriptions  for  the  Journal  of  the 
American  Medical  Association.  It  would  not  be 
amiss  to  include  at  this  point  in  my  report  the  fact 
that  the  expense  comparison  for  councils,  bureaus, 
committees  and  selected  departments  showed  a total 
of  $2,410,210  in  the  year  1950.  The  estimate  for 
1954  was  $3,645,471,  and  budgeted  for  1955,  $4,017,- 
257.  This  spiraling  of  expenditures  has  been  due 
to  the  many  expanded  and  added  endeavors  taken 
on  by  the  AMA,  and  should  any  member  have  any 
doubt  as  to  how  the  money  is  being  utilized  in  his 
behalf,  a visit  to  535  North  Dearborn  Street,  Chi- 
cago, would  be  most  convincing.  As  you  know, 
there  is  a standing  invitation  to  all  members  of  the 
Association  to  visit  the  headquarters  building,  where 
tours  are  conducted  by  experienced  guides,  and 
should  you  have  any  questions  which  you  would 
like  to  take  up  with  Officers  or  staff,  you  will  have 
no  difficulties  in  arranging  appointments. 

It  would  be  impossible  to  give  in  this  report  a 
detailed  description  of  the  transactions  of  the  House 
of  Delegates.  I will  therefore  merely  list  a few  of 
these  subjects,  believing  that  they  do  have  general 
interest. 

The  report  of  the  Reference  Committee  on  Legis- 
lation and  Public  Relations  on  the  report  of  the 
Committee  on  Legislation,  among  other  things 
stated,  “The  accomplishments  of  the  fine  liaison  and 
effective  cooperative  effort  of  the  Washington  Of- 
fice and  the  Committee  on  Legislation  have  been 
so  outstanding  that  your  committee  recommends  to 
the  House  of  Delegates  that  approbation  and  ac- 
claim in  appropriate  superlatives  be  offered  to 
these  faithful  guardians  over  the  legislative  health 
of  the  American  people.” 


The  Council  on  Medical  Service  gave  a progress 
report  on  professional  liability  insurance,  which 
will  be  completed  and  reported  at  the  annual  meet- 
ing in  June.  The  supplementary  report  of  this 
Council  was  read  by  your  delegate  and  accepted  by 
the  reference  committee.  Simplified  insurance 
claim  forms  have  been  developed,  one  of  which  has 
been  approved  and  another  approved  in  principle 
but  certain  modifications  have  been  urged  by  the 
Council. 

Medical  Care  of  Dependents  of  Service  Person- 
nel: “Your  reference  committee  recommends  that  if 

it  is  to  be  the  policy  of  the  Government  to  provide 
for  medical  care  for  dependents  of  service  person- 
nel, the  services  of  civilian  physicians  and  hospitals 
be  used  wherever  possible,  to  be  paid  for  at  pre- 
vailing rates  with  provision  for  free  choice  of  physi- 
cian.” 

The  Committee  to  Study  Relations  Between  Osteo- 
pathy and  Medicine  gave  a progress  report  pointing 
out  that  five  schools  of  osteopathy  will  be  inspected 
in  the  near  future  and  reported  upon  at  the  annual 
meeting. 

The  Bureau  of  Legal  Medicine  announced  that 
“The  nuisance  of  the  one  dollar  certified  check  for 
the  payment  of  the  Harrison  Narcotic  Act  Tax  has 
been  eliminated  through  the  efforts  of  this  Bureau.” 

A splendid  report  was  submitted  by  the  Ad  Hoc 
Committee  on  Internships,  the  full  report  appearing 
in  the  Journal  of  the  American  Medical  Association, 
Volume  157,  Number  1,  January  1,  1955.  It  is  rec- 
ommended for  reading  by  those  interested  in  this 
subject. 

The  American  Medical  Association  was  extolled 
by  Dr.  Louis  H.  Bauer,  President  of  the  American 
Medical  Education  Foundation,  for  the  splendid  as- 
sistance given  to  that  organization. 

The  Principles  of  Physician-Hospital  Relation- 
ships as  outlined  in  the  guides  of  1951  were  re- 
affirmed by  the  House  of  Delegates. 

The  Board  of  Trustees  was  instructed  to  appoint 
a special  committee  at  a national  level  to  study 
the  work  of  respective  so-called  grievance  commit- 
tees so  that  standards  on  a national  scale  may  be 
formulated  for  the  guidance  of  these  committees. 

Your  Delegates  urge  the  members  of  the  Ne- 
braska State  Medical  Association  to  read  the  Pro- 
ceedings of  the  House  of  Delegates  for  detailed  in- 
formation, which  will  be  found  in  the  Journal  of 
the  American  Medical  Association,  Volume  156, 
Number  17,  December  25,  1954,  and  Volume  157, 
Number  1,  January  1,  1955. 

Respectfully  submitted, 

J.  D.  McCarthy,  M.D.,  Delegate. 


Tuberculosis  is  characteristically  slow  and  insid- 
ious in  its  onset.  A disease  which  has  early  and 
dramatic  symptoms  and  makes  its  victims  seek 
medical  advice  at  once  does  not  present  the  same 
difficulties  of  control  as  does  a disease  like  tuber- 
culosis. Robert  J.  Anderson,  M.D.,  Medical  Papers 
of  the  Annual  Meeting  of  the  Canadian  Tuberculosis 
Association,  May,  1951. 
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Nebraska  State  Health  Department 

VENEREAL  DISEASE  CONTROL  SEMINAR— 

The  annual  Veneral  Disease  Control  Sem- 
inar for  Regions  V and  VI  of  the  Public 
Health  Service  will  be  held  at  the  Fontenelle 
Hotel  in  Omaha,  Nebraska,  on  March  9 and 
10,  1955. 

The  following  states  are  included  in  the 
two  regions: 

Illinois  Wisconsin  Missouri 

Indiana  Iowa  Nebraska 

Michigan  Kansas  North  Dakota 

Ohio  Minnesota  South  Dakota 

Many  national  authorities  on  Venereal 
Disease  will  be  among  the  speakers  on  the 
program.  An  afternoon  session  is  planned 
for  private  physicians  on  March  10.  All  in- 
terested persons  are  invited  to  attend  any 
or  all  of  the  sessions. 

Arrangements  have  been  made  with  the 
Fontenelle  Hotel  to  reserve  a number  of  sin- 
gle and  double  rooms  for  use  of  persons  at- 
tending the  Seminar.  It  is  suggested  that 
persons  requesting  reservations  at  the  Fon- 
tenelle Hotel  indicate  that  they  plan  to  at- 
tend the  Public  Health  Service  Venereal  Dis- 
ease Control  Seminar. 


The  Woman's  Auxiliary 

The  Adams  County  Medical  Auxiliary  en- 
joyed the  acquisition  of  several  new,  ener- 
getic members  in  the  last  three  or  four 
years,  for  which  it  is  thankful.  Energetic, 
progressive  members  lend  a lot  to  the  work 
undertaken  by  the  Medical  Auxiliary,  and 
buoy  the  group  up  and  on  to  bigger  and 
greater  things.  At  the  time  this  group  was 
looking  around  for  something  to  fulfill  the 
need  “to  do  something,”  it  was  approached 
with  the  idea  of  becoming  the  preliminary 
sponsors  of  a Women’s  Auxiliary  to  the 
Mary  Lanning  Memorial  Hospital  in  Hast- 
ings, Nebraska. 

As  a result  of  this  idea,  presented  by  the 
Mary  Lanning  Memorial  Hospital  Adminis- 
trator, the  Adams  County  Auxiliary  presi- 
dent, Mrs.  0.  A.  Kostal,  appointed  a commit- 
tee to  prepare  a Tea  and  to  invite  women 
who  were  leaders  in  civic,  educational,  phil- 
anthropic and  church  activities  to  join  in  the 
organizational  plans.  The  idea  was  present- 


ed at  the  Tea,  and  these  women  in  turn  took 
the  material  back  to  their  individual  groups. 

A nominating  committee  was  appointed  by 
the  president  of  the  Adams  County  Aux- 
iliary, to  select  a president,  vice  president, 
secretary-treasurer,  and  to  consider  quali- 
fied candidates  to  be  members  of  the  board 
of  directors  and  chairmen  of  the  various 
functional  committees  of  the  Women’s  Aux- 
iliary. With  the  completion  of  this  action, 
the  Adams  County  Medical  Society  complet- 
ed the  connection  of  the  newly  organized 
Women’s  Auxiliary  to  the  Mary  Lanning 
Memorial  Hospital,  Hastings,  Nebraska. 

The  Mary  Lanning  Memorial  Hospital 
Women’s  Auxiliary  belongs  to  the  Type  V 
membership  in  the  American  Hospital  As- 
sociation. The  membership  and  annual 
dues  are  established  with  Type  V on  the  bed 
capacity  of  the  hospital.  There  are  some 
780  Type  V hospital  auxiliaries  affiliated 
with  the  American  Hospital  Association 
with  approximately  500,000  women.  The 
auxiliary  has,  in  general,  threefold  aims: 
giving  volunteer  service  within  the  hospital, 
developing  better  public  relations  and  aid- 
iny  in  the  financial  assistance  for  their  hos- 
pitals. The  Adams  County  Medical  Society 
felt  it  could  do  a lot  toward  these  goals,  and 
felt  that  these  goals  tie  in  excellently  with 
Medical  Auxiliary  aims  and  goals,  namely: 
(1)  education  of  ourselves  on  subjects  rela- 
tive to  the  medical  profession  and  (2)  bring- 
ing this  message  of  medicine  to  our  home 
communities  by  means  of  a positive  program 
of  action. 

The  members  of  the  Adams  County  Med- 
ical Auxiliary  became  members  of  the  Mary 
Lanning  Memorial  Hospital  Auxiliary,  and 
have  worked  diligently  in  the  organization. 
The  hospital  auxiliary  work  has  become  an 
outlet  for  the  doctor’s  wife  to  contribute  her 
service  to  the  community  through  the  hos- 
pital. It  really  has  been  a rare  opportunity 
to  serve  in  a capacity,  although  not  identical, 
certainly  compatible  with  the  doctor  hus- 
band. It  has  been  a chance  to  share  more 
in  the  family  of  the  doctor. 

Let  us  not  mislead  you,  however.  With  a 
membership  some  place  between  27  and  30, 
Mie  Adams  County  Auxiliary  certainly  does 
not  make  up  the  total  membership  of  the 
Hospital  Women’s  Auxiliary,  which  boasts  a 
membership  of  267  ladies.  However,  as  a 
member  of  the  Hospital  Auxiliary,  the  doc- 
tor’s wife  has  found  many  new  friends  in 
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many  walks  of  life.  She  is  available  on  a 
common,  noble  basis  to  those  who  mhy  not 
have  opportunity  to  know  her  otherwise ; 
also,  others  are  available  to  her  to  knowing 
better.  A good  number  of  the  Medical  Aux- 
iliary hold  responsible  positions  in  the  Hos- 
pital Auxiliary  and  have  done  service  beyond 
the  call  of  duty.  The  267-membership  was 
the  result  of  leaders  of  organizations  in 
Hastings  encouraging  their  individual  group 
members  to  join,  and  the  result  of  concen- 
trated, whole-hearted  effort  by  a member- 
ship chairman  of  whom  the  Adams  County 
Auxiliary  is  tremendously  proud,  Mrs.  E. 
C.  Foote. 

The  Mary  Lanning  Hospital  Women’s 
Auxiliary,  under  the  leadership  of  Mrs.  Ar- 
thur Larson,  President,  has  practiced  sev- 
eral services  this  past  year.  To  give  you  a 
very  brief  outline  of  services,  the  HOSTESS 
COMMITTEE,  working  from  9 :00-12  noon, 
1 :00-300  p.m.,  3 :00-5 :00  p.m.,  and  6 :00- 
9 :00  p.m.  handles  patient  mail  service, 
writes  personal  letters  and  cards  for  pa- 
tients, reads  to  patients,  helps  admit  and 
discharge  patients,  directs  visitors  to  hos- 
pital rooms  and  offices,  soothes  relatives, 
and  performs  a myriad  of  assignments  from 
all  hospital  offices. 

The  DESK  COMMITTEE,  working  from 
9 :00  a.m.-12  :00  noon,  and  from  1 :00-4 :00 
p.m.,  acts  as  receptionist,  sees  and  hears  of 
all  opportunities  to  be  of  service,  performs 
desk  assignments  from  various  hospital  of- 
fices, and  records  all  assignments  to  be  dis- 
pursed  by  the  hostesses. 

The  FLOWER  COMMITTEE  works  from 
10 :30-12  noon  or  later.  It  tends  the  flowers 
daily,  giving  fresh  water,  removing  dried 
blossoms,  re-arranging  bouquets  under  the 
direction  of  the  patient’s  desires.  This  is 
one  of  the  really  outstanding  contributions 
for  the  patients,  as  many  times  flowers  had 
been  neglected  due  to  lack  of  time  on  the 
part  of  the  nurses  and  aides. 

The  LIBRARY  COMMITTEE  works 
three  days  a week  from  2 :00-4 :00  p.m. 
wheeling  a mobile  library  to  the  bedside  of 
the  patient,  so  the  patient  may  check  out 
books  while  hospitalized. 

The  GIFT  SHOP  COMMITTEE  works 
from  1:30  to  4:30  p.m.,  and  from  7:00  to 
9:00  p.m.  It  serves  patients,  relatives  and 
public  with  lovely,  practical  and  useful 
items.  The  Women’s  Auxiliary  plans  one 


project  a year,  proceeds  from  which  are  to 
go  toward  improving  the  hospital.  A bridge 
benefit  was  held  last  March,  and  since  it  was 
our  first  year  and  since  a Gift  Shop  was 
thought  necessary,  proceeds  went  to  stock- 
ing a Gift  Shop.  Since  that  time,  the  Gift 
Shop  has  contributed  enough  money  to  buy 
bed  lamps  for  one  of  the  wards  in  the  hos- 
pital. 

With  the  exception  of  the  Library  Com- 
mittee, all  committees  are  on  duty  seven  days 
a week. 

The  Hospital  Auxiliary  work  is  embellish- 
ing, satisfying  and  educational.  Too  many 
times  we  attempt  to  be  authorities  on  some 
things  about  which  we  know  too  little.  We 
of  the  Adams  County  auxiliary  feel  that  work 
in  the  hospital  has  opened  a good  many  doors 
to  knowledge,  and  it  is  felt  that  our  philoso- 
phy can  not  help  but  improve.  We  feel  that 
it  has  been  an  asset  to  our  group.  We  hope 
it  has  been  an  asset  to  the  hospital  and  to 
the  community,  and  if  it  is,  permit  us  to 
feel  just  a little  smug  about  it. 

MRS.  G.  LEE  SANDRITTER, 
Adams  County  Auxiliary, 

Hastings,  Nebraska. 


EARLY  CONSERVATIVE  THERAPY  CALLED 
BEST  METHOD  TO  ARREST  ARTHRITIS 

Early  and  intensive  use  of  a course  of  conserva- 
tive treatment  is  “more  likely  to  achieve  a true 
arrest  of  rheumatoid  arthritis  than  any  other  meas- 
ure of  therapy,”  according  to  Dr.  Norman  O.  Roth- 
ermich  of  the  Department  of  Clinical  Medicine, 
Ohio  State  University  College  of  Medicine. 

Writing  in  American  Practitioner  and  Digest  of 
Treatment  (5:647,  1954),  Dr.  Rothermich  empha- 
sizes that  no  measures,  or  drugs,  now  available  can 
cure  the  disease.  In  line  with  a program  of  con- 
servative treatment,  he  says  that  “most  cases  are 
best  treated  with  simple  aspirin,  and  I see  no  ad- 
vantage to  using  other  more  complex  salicylate  com- 
binations which  are  only  more  expensive.” 

The  author  further  notes  that  aspirin,  and  other 
salicylates,  have  some  beneficial  action  in  “all  rheu- 
matic diseases  over  and  above  their  analgesic  ef- 
fect.” 

Discussing  other  forms  of  drug  therapy,  he  sug- 
gests use  of  steroids  or  gold  only  when  it  has  been 
established  that  conservative  measures  have  failed 
to  manage  the  condition. 

First  step  in  treatment  should  be  psychotherapy, 
with  the  physician  acquainting  the  patient  with 
the  nature  of  the  disease.  Much  progress  can  be 
made  if  the  patient  is  given  an  insight  into  the 
pattern  of  his  personality  “which  is  playing  such  a 
large  role  in  his  disease.” 

Bed  rest  is  cited  as  vital  in  managing  rheumatoid 
arthritis,  with  the  author  calling  ten  hours  daily 
the  minimum.  Other  important  measures  are  mas- 
sage, exercise  and  the  application  of  generalized 
heat  to  the  whole  body,  in  the  form  of  hot  baths. 
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TUBERCULOSIS  ABSTRACTS 


Know  Your 
Blue  Shield  Plan 


According  to  the  Health  Insurance  Council’s  latest 
report  on  the  extent  of  voluntary  health  coverage 
in  United  States,  nearly  100  million  persons  have 
some  type  of  hospital  expense  coverage.  About  85 
million  people  have  surgical  expense  protection, 
and  approximately  45  million  carry  medical  care 
coverage. 

The  second  series  of  television  programs,  “Your 
Doctor  and  You,”  produced  by  the  Omaha-Douglas 
County  Medical  Society,  opened  on  January  7.  The 
thirteen  half-hour  medical  programs  in  which  Oma- 
ha doctors  will  participate  are  scheduled  for  tele- 
casting on  alternate  Friday  evenings  at  6:30  over 
KMTV.  The  Nebraska  Blue  Cross  and  Blue  Shield 
Plans  are  again  co-sponsoring  the  series,  which  is 
presented  as  a public  service  through  cooperation 
of  KMTV. 

As  of  the  first  week  in  January,  more  than  900 
Nebraska  doctors  had  signed  as  Participating  Physi- 
cians for  the  new  Preferred  Blue  Shield  contract. 
Preparations  are  being  made  for  the  publication  and 
distribution  of  a new  Roster  of  Participating  Physi- 
cians which  will  list  the  doctors  who  participated  for 
the  Standard  membership  as  well  as  those  who  have 
signed  for  the  Preferred.  Physicians  who  have 
not  yet  sent  in  their  signed  agreements  are  urged 
to  do  so  before  the  new  Roster  goes  to  press. 

A concise  answer  to  the  uestion,  “Why  is  the 
Service  Benefit  feature  so  important  to  the  success 
of  Blue  Shield?”  is  found  in  the  following  quota- 
tion: 

“The  Service  Benefit  feature  satisfies  a natural 
desire  among  low  income  people  that  their  premiums 
will  at  least  pay  for  the  services  specified  in  their 
contract;  because  it  does  great  credit  to  the  medical 
profession  in  the  eyes  of  the  public  by  de-emphasiz- 
ing the  factor  of  cash  and  by  stressing  the  provision 
of  service;  because  it  protects  the  profession,  as 
well  as  the  patient,  against  the  predatory  instincts 
of  that  minority  of  physicians  who  view  insurance 
mostly  as  a means  of  collecting  an  extra  fee.  And, 
finally,  because  service  benefits  furnish  the  one  in- 
controvertable  justification  for  the  medical  profes- 
sion to  sponsor  a prepayment.  The  Service  Benefit 
plan  gives  every  participating  physician  a sense  of 
helping  solve  a national  problem  and  helping  pre- 
serve the  freedom  of  his  profession.”  (From  “Blue 
Shield’s  Role  in  the  Future  of  Medicine,”  published 
in  MEDICAL  ECONOMICS,  July,  1954). 


It  would  be  highly  gratifying  intellectually  to 
have  it  said  that  our  attack  on  the  problem  of  specif- 
ic chemotherapy  of  tuberculosis  was  based  on  a com- 
prehensive and  astute  understanding  of  the  physio- 
logic chemistry  of  the  tubercle  bacillus.  Unfortun- 
ately, such  was  not  the  case.  Instead  our  approach 
was  similar  to  that  of  countless  others:  a formula 
consisting  largely  of  enthusiasm,  hope,  faith,  per- 
sistence, and  luck.  Perhaps  the  later  was  the  most 
important  ingredient.  William  H.  Feldman,  D.V.M., 
Am.  Rev.  Tuberc.,  June,  1954. 


BED  REST  IN  THE  TREATMENT  OF 
PULMONARY  TUBERCULOSIS— 

A TWENTY-YEAR  FOLLOW-UP 
STUDY  OF  377  PATIENTS 

Recent  advances  in  the  treatment  of  pulmonary 
tuberculosis  warrant  a critical  review  of  the  place 
of  bed  rest  in  the  treatment  of  this  disease.  Bed 
rest,  of  varying  character  and  duration,  has  been 
the  cornerstone  of  treatment  for  many  years.  New 
drugs  and  improved  surgical  technics  have  made 
a strict  evaluation  of  the  older  methods  of  treat- 
ment necessary  in  order  to  have  a therapeutic  base- 
line by  which  the  newer  procedures  may  be  judged. 
Today  the  treatment  of  even  minimal  tuberculosis 
with  out  chemotherapy  is  unusual  so  the  effects  of 
bed  rest  per  se  can  be  determined  only  by  a retro- 
spective study  such  as  this. 

Since  1930  the  Channing  Home  (Boston)  has 
used  strict  bed  rest  as  the  basis  of  treatment,  with 
additional  forms  of  therapy  as  indicated.  There 
has  always  been  a conflict  of  attitudes  toward  the 
treatment  of  the  tuberculous  patient,  necessitating 
a compromise  between  the  maximum  amount  of 
rest  needed  by  those  acutely  and  chronically  ill  and 
the  physiologic  benefits  of  exercise  for  the  normal 
body.  This  conflict  still  prevails  and  probably  ac- 
counts for  the  wide  variations  in  the  regimens  of 
rest  advised. 

The  records  of  all  patients  admited  to  the  Chan- 
ning Home  for  Tuberculosis  from  1930  through  1944 
were  reviewed  for  this  study.  This  institution  is  a 
29-bed  voluntary  hospital  founded  in  1857  for  the 
treatment  of  chronic  disease  in  women.  Since  1900, 
however,  only  patients  with  pulmonary  tuberculosis 
have  been  admitted,  and  they,  with  few  exceptions, 
are  placed  on  strict  bed  rest.  When  clinical  signs 
of  active  disease  are  absent,  when  the  sputum  is 
converted  and  serial  x-ray  films  show  no  change, 
bathroom  privileges  are  allowed,  then  increasing 
activities.  Eight  weeks  before  discharge,  patients 
are  placed  on  exercise  increasing  by  daily  incre- 
ments of  five  minutes,  until,  having  reached  four 
hours  a day  out  of  bed,  they  are  discharged  to  con- 
tinue treatment  under  the  care  of  their  physician 
at  home. 

All  x-ray  examinations  of  the  lungs  were  reviewed, 
but  those  taken  at  the  time  of  admission,  six  weeks 
later,  four  months  after  admission  and  at  discharge 
were  regarded  as  an  index  of  progress  for  the  study. 
These  were  evaluated  in  retrospect  by  a panel  of 
three  or  more  staff  members.  Following  discharge 
chest  films  taken  in  the  period  up  to  five,  six  to 
ten,  11  to  15  and  16  to  20  years  were  compared  to 
evaluate  the  patient’s  subsequent  progress. 

The  incidence  of  relapse  or  progression  of  disease 
under  sanatorium  treatment  and  of  relapse  after 
discharge  was  selected  as  an  index  of  the  success  or 
failure  of  treatment.  No  attempt  was  made  to  dif- 
ferentiate a “relapse”  from  a “progression.”  The 
few  patients  who  signed  out  against  advice  did  not 
significantly  affect  the  results.  Patients  (53  of 
the  377  studied)  who  were  granted  bathroom  privil- 
eges on  admission  had  small  lesions  and  were 
afebrile.  Statistical  analysis  of  this  group  revealed 
that  it  was  justifiable  to  consider  them  with  the 
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main  group  of  patients.  During  the  period  of  this 
study  434  patients  were  admitted  to  the  institution. 
Seven  of  these  were  never  proved  to  have  had  active 
tuberculosis,  16  were  transients  and  34  were  re- 
admissions and  were  evaluated  only  on  the  basis  of 
their  original  admission. 

A total  of  377  cases  thus  became  available  for 
study.  Of  these,  156  were  transferred  from  the 
Channing  Home  to  other  sanatoriums.  This  group 
was  included  because,  on  review,  it  was  apparent 
that  their  relapse  rate  did  not  differ  significantly 
from  that  of  the  221  patients  who  remained  at  the 
Channing  Home  during  their  treatment.  Follow-up 
data  and  statistical  analyses  were  based  on  the  total 
hospitalization  of  377  patients.  The  median  age  of 
the  patient  population  was  28.3  years.  The  average 
hospital  stay  for  all  cases  was  15.4  months.  Pa- 
tients given  thoracoplasty  and  pneumothorax  had  a 
long  period  of  hospitalization  (a  mean  of  22.5 
months  and  18  months  respectively)  probably  be- 
cause at  the  time  of  admission  they  had  sufficient- 
ly acute  or  advanced  disease  to  warrant  extended 
bed  rest  before  surgery. 

Advanced  disease  accounted  for  76  per  cent  of  all 
admissions  while  16  per  cent  were  classified  as  hav- 
ing minimal  disease.  The  remaining  eight  per  cent 
were  patients  whose  chest  films  could  not  be  classi- 
fied for  a variety  of  reasons. 

All  living  patients  were  followed  for  a minimum 
of  five  to  a maximum  of  20  years;  58  per  cent  were 
alive  at  the  end  of  the  follow-up  period,  and  23  per 
cent  had  died  of  tuberculosis.  The  term  “relapse” 
is  used  to  designate  any  patient  who  showed  a pro- 
gression of  disease  after  leaving  the  institution, 
whatever  the  interval  after  discharge.  There  was 
a high  mortality  from  tuberculosis  among  those 
who  relapsed.  Of  95  patients  who  relapsed  31  per 
cent  finally  recovered,  and  six  per  cent  died  of 
causes  other  than  tuberculosis.  The  others  are  dead 
of  tuberculosis,  have  relapsed  again  or  are  still  on 
restricted  activity. 

The  highest  annual  relapse  rate  occurred  during 
sanatorium  treatment  due  to  the  48  patients,  many 
of  them  severely  ill  when  admitted,  who  died  in  the 
institution.  The  “cumulative  relapse  rate”  reveals 
that,  of  100  persons,  50  had  either  progressed  in  the 
sanatorium  or  relapsed  after  discharge  by  the  end 
of  20  years.  The  cumulative  relapse  rate  corrected 
for  the  48  pateints  who  died  in  the  institution  is  42 
per  cent  for  the  20-year  period. 

No  matter  what  the  stage  of  the  tuberculosis  was 
or  what  treatment  applied,  the  cumulative  relapse 
rate  is  high.  The  20-year  cumulative  relapse  rate 
is  33  per  cent  for  patients  treated  with  strict  bed 
rest  plus  thoracoplasty,  39  per  cent  for  patients  with 
minimal  tuberculosis  treated  with  strict  bed  rest  and 
54  per  cent  for  patients  with  moderate  disease 
treated  with  strict  bed  rest.  The  relapse  rate  for 
advanced  tuberculosis  treated  by  every  available 
means  was  56  per  cent. 

Bed  rest  must  be  considered  a specific  form  of 
therapy  along  with  other  procedures  such  as  pneu- 
motherapy, chemotherapy  and  definitive  surgical 
technics.  In  this  study  specific  treatments  are 
hardly  comparable  with  each  other  on  a strictly 
statistical  basis;  but  in  all  forms  of  therapy  there 
is  reason  to  be  dissatisfied  with  the  subsequent  high 


rate  of  relapse.  A recent  evaluation  of  modified 
bed  rest  in  minimal  tuberculosis,  showed  that  the 
younger  the  patients,  the  more  newly  acquired  the 
disease  and  the  greater  its  extent,  the  more  likely 
it  was  to  relapse  over  a period  of  time.  The  pres- 
ent study  indicates  that  strict  bed  rest  was  no  more 
dependable  than  modified  rest  as  treatment  for  mini- 
mal tuberculosis.  It  seems  preferable  to  utilize  both 
chemotherapy  and  occasionally  surgery,  in  addition 
to  bed  rest  in  minimal  disease  that  is  so  unpre- 
dictable and  so  prone  to  relapse. 

The  real  effect  of  bed  rest  is  still  unknown,  yet 
its  value  in  active  stages  of  tuberculosis  remains 
widely  accepted.  It  may  be  posible  to  shorten  the 
period  of  bed-rest  when  used  with  anti-tuberculous 
drugs.  Greater  emphasis  on  indoctrination  of  the 
patient  will  be  necessary,  and  rehabilitation  will 
be  begun  early  in  the  long-term  chemotherapy. 
Meanwhile,  while  new  therapies  are  being  explored, 
bed  rest  should  remain  the  starting  point  of  man- 
agement. Finally  it  should  be  noted  that  the  un- 
equivocal value  of  anti-tuberculous  drugs  makes 
treatment  of  active  tuberculosis  by  bed  rest  alone 
hardly  justifiable.  The  problem  of  the  future  will 
be  to  determine  how  much  bed  rest,  strict  or  modi- 
fied, is  advisable  in  addition  to  drug  therapy  in  the 
management  of  each  patient. 

— By  Albert  I.  DeFriez,  M.D.,  William  E.  Patton,  M.D.,  Ed- 
ward J.  Welch,  M.D.,  and  Theodore  L.  Badger,  M.D.,  The 

New  England  Journal  of  Medicine,  January  14,  1954. 


APPELLA  AND  HIGH-CALORY  DIET 
EFFECTIVE  IN  INFANT  DIARRHEA 

A high-calory  diet,  including  use  of  Appella,  an 
apple  powder,  effected  a considerably  higher  weight 
gain  in  infants  suffering  from  diarrhea  than  a star- 
vation or  minimal  feeding  diet,  according  to  a study 
made  by  Dr.  Edward  S.  O’Keefe  of  Lynn  Hospital, 
Lynn  Mass.  His  report  appears  in  Medical  Times 
(82:241,  April,  1954). 

He  concludes  that  the  long-established  practice 
in  diarrhea  of  starving  infants  or  reducing  their 
caloric  intake  “is  based  upon  the  false  premise  that 
the  entire  intestinal  tract  is  affected  by  the  dis- 
ease.” That  this  does  not  occur  was  demonstrated 
by  the  normal  weight  gains  recorded  by  the  group 
given  a high  calory  diet.  Thus,  Dr.  O’Keefe  states, 
the  “absorptive  function  is  clearly  unimpaired.” 

The  high  calory  diet  was  fed  orally  to  an  unse- 
lected series  of  infants  in  private  practice.  The  diet 
consisted  of  Appella,  boiled  whole  milk  or  evap- 
orated milk  and  water  in  equal  parts,  cereal, 
strained  beef  or  lamb,  a multivitamin  and  liquid  iron 
preparation.  The  net  weight  gain  of  this  group 
reached  “the  amazing  total  of  351  ounces,”  the 
article  notes.  Appella  is  manufactured  by  Winthrop- 
Stearns,  Inc. 

The  groups  on  starvation  and  low  calory  diets 
were  both  treated  in  a hospital.  Glucose,  blood 
serum  and  the  usual  mineral  solutions  were  fed  in- 
travenously to  the  former  group  until  the  diarrhea 
showed  definite  improvement.  None  of  the  infants 
showed  normal  weight  gain,  the  net  gain  amounting 
to  five  ounces.  In  the  series  on  minimal  feeding, 
mostly  given  orally,  caloric  intake  was  below  that 
of  a normal  infant,  and  the  net  gain  was  three  and 
one-half  ounces. 
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METAMUCIL®  IN  CONSTIPATION 


Ulcerative  Colitis 


Normal  Colon 


Atonic  Colon 


Smoothage  in  Correction  of  Colon  Stasis 

To  initiate  the  normal  defecation  reflex , 

the  “ smoothage ” and  bulk  of  Metamucil  provide 

the  needed  gentle  rectal  distention. 


Once  the  habit  of  constipation  has  been  estab- 
lished, due  to  any  of  a large  number  of  causes,  it 
becomes  a major  problem.  Self-medication  with 
irritant  or  chemical  laxatives,  or  repeated  enemas, 
usually  causes  a decreased,  sluggish  defecation 
reflex  and  may  result  in  its  complete  loss. 

Rectal  distention  is  a vital  factor  in  initiating 
the  normal  defecation  reflex,  and  sufficient  bulk 
is  thus  of  obvious  importance  in  restoring  this 
reflex.  Metamucil  provides  this  bulk  in  the  form 
of  a smooth,  nonirritating,  soft,  hydrophilic  col- 
loid which  gently  distends  the  rectum  and  initiates 
the  desire  to  evacuate.  Metamucil  demands  ex- 
tra fluid,  imparting  even  greater  smoothage  to 
the  intestinal  contents. 

It  is  indicated  in  chronic  constipation  of 
various  types — including  distal  colon  stasis  of  the 


“irritable  colon”  syndrome,  the  atonic  colon  fol- 
lowing abdominal  operations,  repressions  of  def- 
ecation after  anorectal  surgery  and  in  special  con- 
ditions such  as  the  management  of  a permanent 
ileostomy.  Metamucil  is  the  highly  refined  mucil- 
loid  of  Plantago  ovata  (50%),  a seed  of  the  psyl- 
lium group,  combined  with  dextrose  (50%)  as  a 
dispersing  agent. 

The  average  adult  dose  is  one  rounded  tea- 
spoonful of  Metamucil  powder  in  a glass  of  cool 
water,  milk  or  fruit  juice,  followed  by  an  addi- 
tional glass  of  fluid  if  indicated. 

Metamucil  is  supplied  in  containers  of  4,  8 and 
16  ounces.  It  is  accepted  by  the  Council  on 
Pharmacy  and  Chemistry  of  the  American  Med- 
ical Association.  G.  D.  Searle  & Co.,  Research 
in  the  Service  of  Medicine. 
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ASPIRIN  FOUND  USEFUL 
IN  CHILDREN’S  HEART  FAILURE 

In  treating  congestive  heart  failure  in  children, 
aspirin  has  been  found  to  be  effective  when  hor- 
monal therapy  is  unnecessary  or  undesirable,  ac- 
cording to  Dr.  R.  B.  Logue  and  J.  W.  Hurst  of 
Emory  University,  writing  in  GP  (8:41,  Dec.,  1953). 

Aspirin’s  value  in  managing  heart  failure  is  in 
“lessening  the  metabolic  demands  on  the  heart  by 
its  antipyretic  effect.”  The  authors  point  out  that 
aspirin  is  not  only  “as  effective  as  sodium  salicy- 
late but  the  dose  may  be  less.”  Use  of  bicarbonate 
of  soda,  which  is  often  necessary  with  sodium  salicy- 
late, should  be  avoided,  they  add,  since  it  may  result 
in  further  fluid  retention. 


Discussing  other  therapeutic  measures,  the  doc- 
tors state  that  digitalis  is  indicated  in  treating  con- 
gestive heart  failure  in  children  although  the  “re- 
sponse is  less  dramatic  than  is  usual  in  adults.” 
This  is  due  to  the  “predominance  of  inflammatory 
lesions”  in  children. 

Mercurial  diuretics  are  “very  helpful”  in  man- 
aging the  condition,  and  should  be  given  when 
dyspnea,  cough,  enlargement  of  the  liver,  ascites 
and  edema,  due  to  heart  failure,  are  observed. 
Oxygen  is  useful  in  acute  cases,  especially  where 
respiratory  infection  and  heart  failure  co-exist.  But 
oxygen  has  limited  value  in  chronic  heart  failure, 
they  say. 
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EDITORIAL 

TO  SECTION  OR  NOT  TO  SECTION 

Tonsils,  adenoids,  foreskins,  hernial  sacs, 
and  a dozen  or  more  other  assorted  tissues 
removed  by  the  surgeons  do  not  have  to  be 
sectioned  and  examined  microscopically,  as 
a routine  procedure.  In  fact,  microscopic 
examination  of  each  of  a long  list  of  tissues 
must  be  carried  out  only  in  rare  instances. 

Controversy  about  the  routine  microscopic 
examination  of  every  fragment  of  tissue  re- 
moved by  the  surgeon  seems  to  have  been 
precipitated  by  several  factors.  Some  of 
these  factors  probably  are  related  to  the 
charges  made  by  members  of  the  American 
College  of  Surgeons  about  ghost  surgery,  un- 
necessary surgery,  and  fee-splitting,  charges 
that  have  sired  and  brought  to  fruition  many 
stories  tending  to  besmirch  the  whole  medi- 
cal profession  because  some  doctors  have 
sinned.  The  oldest  and  strongest  emotion  of 
man,  fear,  seems  to  have  seized  us  and  to 
have  created  in  the  minds  of  many  a desire 
to  hedge  ourselves  with  more  stringent  rules 
and  regulations.  Tissue  committees,  for  ex- 
ample, may  have  been  born  of  this  fear. 

It  is  not  that  we  should  fail  to  make  every 
reasonable  effort  to  promote  higher  stand- 
ards for  our  hospitals  and  their  staffs;  it  is 
not  that  the  profession  should  hesitate  to 
police  its  own  members;  it  is  not  that  the 
“tissue  committee,”  for  example,  is  anything 
other  than  an  admirable  means  of  upholding 
and  of  raising  hospital — and  staff-standards 
— of  policing  ourselves  in  an  effort  to  avoid 
the  sins  we  have  mentioned.  It  is  that, 
through  over-enthusiasm,  misunderstanding, 
or  for  some  less  obvious  reason,  the  matter 
of  probing  for  sins  may  be  carried  to  ludic- 
rous as  well  as  expensive  depths. 


It  is  a matter  of  record  that  the  Joint 
Commission  for  the  Accreditation  of  Hos- 
pitals believes  only  that  every  single  piece  of 
tissue  removed  at  operation  should  be  sent 
to  the  laboratory.  The  Commission  has  nev- 
er said,  so  far  as  we  know,  that  every  piece 
of  tissue  must  be  sectioned,  but  believes  that 
the  hospital's  staff  should  adjudicate  this 
question  and  formulate  its  own  rules  in  this 
matter.  The  Commission  states  that  the 
pathologist  should  acknowledge  each  and 
every  piece  of  tissue  in  such  a way  as  to  le- 
gally protect  the  hospital,  but  that  in  the  case 
of  a considerable  list  of  tissues  microscopic 
examination  need  be  made  only  at  the  discre- 
tion of  the  pathologist.  A list  furnished  by 
the  Joint  Commission  contains  twenty-five 
tissues  and  objects  that  fall  in  the  category 
under  discussion. 

Members  of  the  medical  profession,  in  the 
main,  are  honest  men  and  women  who  will 
not  sanction  the  removal  of  normal  organs 
or  tissues  for  a fee.  Most  of  them  are  proud 
individuals  who  are  as  desirous  of  maintain- 
ing an  honest  standard  of  practice  as  are 
those  who  formulate  our  rules  and  regula- 
tions. Very  few  of  our  doctors  merit  the 
scathing  denunciations  that  popular  writers 
have  heaped  upon  the  profession  — for  a 
price.  Furthermore,  most  members  of  our 
profession  are  sympathetic  with  the  public 
who  must  pay  a high  price  for  good  medical 
care.  They  would  not  want  to  have  their 
patients  “stuck”  with  an  extra  fee  for  a use- 
less pathologic  examination,  whether  the  fee 
be  large  or  small.  They  are  satisfied,  how- 
ever, with  any  fair  fee  for  an  examination 
that  is  useful  and  necessary.  If  the  fee 
charged  for  an  unnecessary  examination 
happens  to  be  passed  on  to  the  patient’s  in- 
surance carrier,  money  that  should  be  avail- 
able for  increased  coverage  or  for  more  real- 
istic fee-schedules  is  thereby  wasted. 
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The  staff  of  each  hospital  should  accept 
the  invitation  of  the  Joint  Commission  on 
Accreditation  of  Hospitals  to  adjudicate  the 
question  of  which  tissues  must  be  routinely 
examined  microscopically,  and  which  ones 
may  be  sectioned  or  not,  depending  upon  the 
expert  opinion  of  the  pathologist.  The  cost 
to  the  patient  should  be  as  little  as  is  con- 
sistent with  the  time  and  energy  expended 
on  this  group  of  tissues.  Certainly  these 
tissues  should  not  be  a source  of  unwarrant- 
ed income  for  the  hospital  or  for  the  pathol- 
ogist. 


EPONYMIC  TERMINOLOGY 

Medical  language  has  become  cluttered  with 
eponymic  terms.  Sometimes  it  is  necessary 
to  have  a dictionary  at  hand  in  order  to  read 
a medical  article  with  complete  understand- 
ing. If  the  trend  toward  attaching  names  of 
men  to  tests,  syndromes,  and  diseases,  as 
well  as  to  objects  and  materials  used  in  the 
practice  of  medicine,  grows  in  the  future  as 
it  has  in  the  past,  the  ability  to  use  the  lan- 
guage of  medicine  may  become  a test  of 
memory  of  the  history  of  science. 

Three  categories  of  items  that  frequently 
bear  eponymic  names  were  examined  in  Dor- 
land’s  American  Illustrated  Medical  Diction- 
ary, 22nd  edition.  In  this  manner  one  thou- 
sand and  three  tests,  three  hundred  and 
seventeen  syndromes,  and  six  hundred  and 
ninety-three  diseases  were  found  to  bear 
eponymic  titles. 

An  eponym  is  “one  whose  name  is  so  prom- 
inently connected  with  anything  as  to  be  a 
figuxative  designation  for  it”  (Webster’s  In- 
ternational Dictionary,  Second  Edition),  and 
eponymic  means  “bearing  the  name  of  an 
eponym”  (Ibid).  Eponymic  terms  have  a 
certain  value.  They  draw  attention  to  the 
eponym,  usually  a person  whose  work  has  re- 
sulted in  new  knowledge  or  skill.  Such  use 
of  a name  tends  to  give  that  person  a prom- 
inent place  in  the  history  of  medicine  and 
to  constantly  remind  us  of  him  and  of  his 
work.  There  are  certainly  a considerable 
number  of  persons  who  deserve  such  promi- 
nence. Might  it  be  wiser,  however,  to  choose 
the  few  whose  work  has  led  to  epochal  dis- 
coveries? When  almost  every  “discovery” 
must  be  eponymically  named,  and  when  even 
a change  in  the  current  concept  of  a syn- 
drome discovered  nearly  150  years  ago  must 
have  the  recent  student’s  name  attached  to 


it,  the  eponymic  habit  may  have  outgrown 
its  usefulness.  Any  historical  value  attached 
to  eponymic  names  is  thus  submerged  or  lost. 

It  is  not  difficult  to  visualize  a disease- 
process,  a test,  or  a syndrome  when  called 
by  the  discoverer’s  name,  so  long  as  the  epo- 
nym remains  conspicuous,  either  through  the 
magnitude  of  his  work  or  through  his  prom- 
inence in  the  history  of  medicine.  On  the 
other  hand,  a man’s  name  does  not  bear  any 
logical  connotation  as  to  functional  or  struc- 
tural abnormality,  chemical  process,  or  to 
any  other  quality  or  quantity  relating  to  dis- 
ease. When,  therefore,  one  is  bombarded 
by  over  a thousand  eponymic  names  of  tests, 
by  more  than  three  hundred  eponyms  applied 
to  syndromes,  and  by  almost  seven  hundred 
eponymic  designations  for  diseases,  he  may 
no  longer  be  able  to  visualize  the  process  so 
named.  The  habit,  then,  of  using  eponymic 
terms  has  lost  its  historical  value  and  its 
mark  of  esteem  for  the  eponym,  and  may 
serve  only  to  confuse  the  reader  or  the  listen- 
er. 

Perhaps  the  excessive  use  of  eponymic 
terms  should  be  regarded  as  a mark  of  lazi- 
ness or  of  ignorance.  It  may  be  that  the 
coining  of  a logical  name  for  a disease,  a 
syndrome,  or  for  a test  entails  too  much 
work.  It  may  be,  too,  that  our  knowledge 
of  language  is  so  limited  that  we  can  not 
dig  out  the  proper  Latin,  Greek,  or  English 
roots  and  combine  them  into  a meaningful 
term  that  would  logically  apply  to  the  sub- 
ject at  hand. 

It  would  be  a gratifying  task  to  cull  out 
from  all  these  thousands  of  eponyms  the  few 
whose  work  and  whose  historical  prominence 
in  medicine  really  justify  their  position.  In 
these  instances,  let  the  eponymic  term  stand, 
and  standing,  indicate  that  this  person  en- 
joys a position  in  the  Medical  Hall  of  Fame. 


PATIENT  WANTS  TO  PAY  40- YEAR  OLD  BILL 

A Denver  specialist  who  practiced  in  a small 
Colorado  community  40  years  ago,  was  surprised 
beyond  words  the  other  day  when  he  received  a 
letter  from  a former  patient  offering  to  pay  for 
services  rendered  the  family  in  1914, 

A widow,  who  wrote  the  letter,  explained  that 
she  knew  the  family  owed  a bill  when  the  physician 
left  the  community,  but  was  unable  to  pay  it  at 
the  time. 

“I  always  said  I would  take  care  of  the  bill  when 
I was  able,”  she  wrote,  “and  if  you  will  send  the 
amount  I will  send  you  a check.” 
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Congenital  Heart  Disease * 


Basically,  the  majority  of 

congenital  heart  lesions  affect 
the  circulation  in  one  or  more  of 
three  ways : by  obstructing  blood  flow  from 
a chamber  or  vessel;  by  increasing  blood 
flow  to  a chamber  or  vessel ; or  by  interfer- 
ing with  flow  of  oxygenated  blood  to  the 
heart  muscle. 

Obstruction  to  flow  may  exist  on  the 
venous  side  (tricuspid  stenosis  or  atresia, 
narrowing  of  the  infundibulum  of  the  right 
ventricle,  pulmonary  valve  stenosis,  narrow- 
ing of  pulmonary  artery  or  pulmonary  arter- 
ioles) or  the  systemic  (mitral  stenosis,  sub- 
aortic stenosis,  aortic  valve  stenosis,  coarcta- 
tion of  the  aorta).  Flow  to  a chamber  or 
vessel  is  increased  by  shunting  of  blood 
through  a defect  from  one  circulation,  venous 
or  arterial,  to  the  other.  This  occurs  as  a re- 
sult of  holes  in  the  septa  between  atria  or 
ventricles,  communications  between  the  aorta 
and  pulmonary  artery,  or  abnormality  of 
great  vein  insertion.  Effective  blood  flow 
to  the  heart  muscle  may  be  diminished  by 
the  fact  of  abnormal  origin  or  partial  ab- 
sence of  the  coronary  arteries,  by  decreased 
left  ventricular  output  due  to  obstruction, 
or  by  abnormalities  of  heart  wall. 

Obstruction  to  flow  in  a fluid  system  re- 
sults in  increased  pressure  proximal  to  the 
obstruction.  This  increase  is  necessary  to 
force  the  fluid  past  the  obstruction.  Obstruc- 
tion to  blood  flow  from  a heart  chamber  re- 
sults in  hypertension  within  the  chamber. 
The  generation  of  sufficient  energy  to  main- 
tain output  places  a burden  upon  the  cham- 
ber involved  and  this  results  in  hypertrophy 
of  its  wall.  Increased  flow  to  a heart  cham- 
ber likewise  increases  its  work  load  and  leads 
to  hypertrophy.  The  same  effect  is  seen  to 
follow  inadequate  blood  supply  to  the  myo- 
cardium. 

Combinations  of  obstructing  lesions  and 
defects  between  chambers  have  additive  ef- 
fects, the  obstruction  serving  to  increase 
the  amount  of  shunted  blood.  If  the  obstruc- 
tion is  on  the  venous  side  and  distal  to  the 
communication  and  is  sufficiently  severe, 
blood  will  be  directed  to  the  systemic  circuit 

•From  the  Division  of  Pediatrics,  Hahnemann  Medical  Col- 
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without  going  to  the  lungs.  Cyanosis  re- 
sults. 

These  methods  through  which  congenital 
heart  malformations  affect  the  circulation 
are  reflected  in  changes  which  are  apparent 
to  the  physician  who  looks  for  them:  in- 

crease in  chamber  size,  increase  or  decrease 
in  pulmonary  vessel  size,  cyanosis.  Based 
upon  them,  a classification  of  certain  les- 
ions may  be  offered,  a classification  which 
allowrs  one  to  narrow  the  diagnostic  possibil- 
ities to  a few. 

Chamber  Enlargement.  The  detection  of 
atrial  enlargement  on  physical  examination 
is  practically  impossible.  Left  ventricular 
hypertrophy,  too,  cannot  be  appreciated. 
Great  dilatation  of  the  chamber  results  in 
displacement  of  the  apex  impulse  downward. 
Right  ventricular  hypertrophy  can  often  be 
determined  at  a glance.  Because  it  is  anter- 
ior and  presents  in  part  toward  the  anterior 
chest  wall,  hypertrophy,  if  it  occurs  early 
in  life  when  the  ribs  are  easily  moulded, 
will  cause  them  to  bow  outward,  and  the 
left  anterior  thorax  will  become  more  prom- 
inent than  the  right.  Thoracic  asymmetry 
should  be  sought  in  every  patient  considered 
to  have  congenital  heart  disease. 

Roentgen  demonstration  of  specific  cham- 
ber enlargement  requires  that  films  be  taken 
in  the  postero-anterior,  right  and  left  anter- 
ior obliques  and  right  lateral  positions.  On 
the  PA  film  right  ventricular  hypertrophy  is 
evidenced  by  rounding  and  elevation  of  the 
apex.  As  noted  above,  this  chamber  lies  an- 
teriorly. It  also  presents  interiorly  and  in- 
crease in  the  thickness  of  its  wall  results  in 
the  lifting  of  the  apex  away  from  the  dia- 
phragm. Rounding  alone  is  seen  in  both 
right  ventricular  and  left  ventricular  hyper- 
trophy. Rounding  and  depression  of  the 
apex  indicates  left  ventricular  hypertrophy 
with  or  without  dilatation.  In  the  right  an- 
terior oblique  view,  right  ventricular  enlarge- 
ment is  determined  by  the  height  of  the  en- 
croachment of  the  cardiac  shadow  on  the 
retro-sternal  space.  The  left  anterior  oblique 


March,  1955 


79 


view  is,  as  a rule,  valuable  in  determining 
the  position  of  the  aorta  and  the  size  of  the 
left  pulmonary  artery.  Encroachment  of  the 
posterior  portion  of  the  heart  shadow  on  the 
spine  is  not  a trustworthy  sign  of  left  ven- 
tricular enlargement.  A big  right  ventricle 
will  push  the  left  posteriorly.  It  is  only 
when  there  is  other,  confirmatory  evidence 
that  this  sign  may  be  relied  upon.  Anterior 


The  electrocardiogram  most  sensitively  re- 
flects ventricular  hypertrophy.  That  of  the 
right  ventricle  is  indicated  by  reversal  of 
the  RS  from  right  precordial  leads  to  left. 
The  R waves  are  tall  in  V4R,  V1,  V2  and  the 
S waves  are  small  in  these  leads.  Over  the 
left  precordium  there  are  deep  persistent 
S waves.  The  intrinsicoid  deflection  is  de- 
layed over  the  right  precordium.  Leads 


TABLE  I 

CLASSIFICATION  OF  CERTAIN  CONGENITAL  CARDIAC  LESIONS 

NO  SHUNT 

Effect  on  Right  Side  Effect  on  Left  Side 

Coarctation  of  aorta 
Subaortic  stenosis 

Left  coronary  artery  from  pulmonary  artery 

Pulmonary  Flow  Normal  Pulmonary  Flow  Decreased 

Right  coronary  artery  from  pulmonary  artery  Uncomplicated  pulmonic  stenosis 

Ebstein’s  malformation 


RIGHT  TO  LEFT 

Right  Ventricular  Work  Increased 

Pulmonary  Flow  Decreased 


WITH  SHUNT 

LEFT  TO  RIGHT 

Right  Ventricular  Work  Increased 

Pulmonary  Flow  Increased 


Tetralogy  of  Fallot 

Pulmonary  stenosis  with  patent  ^ Atrial  septal  defect 

foramen  ovale  ^ Ventricular  septal  defect 

Truncus  arteriosus 

Transposition  of  great  vessels  and  ^ Aortic  septal  defect* 

closed  septa 

Pulmonary  Flow  Increased 

Transposition  of  great  vessels  and  ventricular 
septal  defect 

Left  Ventricular  Work  Increased  Left  Ventricular  Work  Increased 

Pulmonary  Flow  Decreased 

Tricuspid  atresia  ^ Patent  ductus  arteriosus 

Ebstein’s  malformation  with  patent  ^ Aortic  septal  defect* 

foramen  ovale 

Note:  ”131  indicates  that  shunt  may  be  reversed. 

* Either  ventricle  may  he  affected  more  than  the  other. 


displacement  of  the  interventricular  notch 
in  this  view  is  of  value  in  indicating  left 
ventricular  enlargement  but,  too  frequently, 
the  notch  cannot  be  made  out.  Right  atrial 
enlargement  is  most  difficult  to  determine. 
Prominence  of  the  right  inferior  portion  of 
the  heart  shadow  in  the  PA  projection  is  a 
valuable  sign  if  present.  Extension  of  the 
postero-inferior  cardiac  shadow  beyond  the 
esophagus  in  the  right  anterior  oblique  posi- 
tion is  occasionally  of  help.  However,  the 
majority  of  patients  with  dilated  right  atria 
will  present  no  x-ray  evidence.  Left  atrial 
enlargement  causes  backward  displacement 
of  the  esophagus,  best  shown  if  this  organ 
is  opacified  by  lipiodol  (in  infants)  or  barium 
and  the  patient  is  examined  in  the  right 
lateral.  On  the  PA  view  dilatation  of  this 
chamber  will  produce  a concave  shadow 
medial  and  somewhat  superior  to  the  true 
right  heart  border. 


V3R  and  V4R  should  be  secured  routinely  in 
all  cases  of  congenital  heart  disease  for  in 
these  may  be  found  the  evidence  of  right 
heart  strain  missing  in  all  other  leads.  Most 
frequently,  right  ventricular  hypertrophy  is 
associated  with  right  axis  deviation.  Left 
ventricular  hypertrophy  is  manifest  by  deep 
S waves  over  the  right  precordium.  R waves 
are  tall  in  V5  and  V6.  The  sum  of  the  S in 
V4  and  the  R in  V5  or  V6  is  greater  than  35 
milivolts.  There  are  also  segment  deformi- 
ties : ST  depression  in  V5  and  V6  and  T wave 
inversions.  Conversely,  the  ST  segment  is 
elevated  in  V4  and  the  T wave  is  upright. 

Pulmonary  Flow.  The  status  of  pulmonary 
blood  flow  may  be  determined  in  some  pa- 
tients from  the  character  of  the  second 
heart  sound  in  the  second  and  third  left  in- 
terspaces near  the  sternal  border.  So  far  as 
we  know,  this  sound  is  produced  by  closure 
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of  the  pulmonary  valve  cusps.  Absence  of 
the  sound  would  be  expected  in  pulmonary 
stenosis.  Increased  blood  flow  through  the 
valve,  on  the  other  hand,  as  a result  of  left- 
to-right  shunts,  causes  accentuation  of  the 
sound,  whether  or  not  there  is  also  pulmon- 
ary hypertension.  Of  course,  transmission 
of  the  aortic  second  sound  is  a frequent 
source  of  confusion. 

The  most  reliable  information  regarding 
pulmonary  flow  is  gained  from  x-ray  exam- 
ination. Attention  is  given,  first,  to  the 
size  of  the  peripheral  pulmonary  vessels.  If 
they  are  diminutive  and  the  lung  fields  ex- 
ceptionally clear,  decreased  flow  is  almost 
certain.  If  they  are  prominent,  increased 
flow  is  indicated.  The  size  of  the  main  pul- 
monary artery  and  its  right  and  left  branch- 
es is  significant  of  the  character  of  flow 
only  if  they  are  small.  They  then  signify 
a decrease.  A large  pulmonary  artery  may 
be  present  with  pulmonary  valve  stenosis  as 
well  as  in  lesions  causing  a large  left-to- 
right  shunt.  The  dilatation  of  the  vessel  in 
stenosis  is  probably  caused  by  the  forceful 
jet  coming  through  the  narrow  orifice  strik- 
ing the  wall  over  a period  of  time,  causing  it 
to  stretch. 

Cyanosis  in  an  individual  with  congenital 
heart  disease  almost  always  is  due  to  a flow 
of  blood  from  the  right  heart  or  pulmonary 
artery  to  the  left  heart  or  aorta.  Partially 
unoxygenated  blood  from  the  venous  sys- 
tem is  mixed  with  oxygenated  blood  and  the 
mixture  going  to  the  tissues  is  dark  rather 
than  bright  red.  It  bespeaks,  in  most  in- 
stances, obstruction  to  pulmonary  flow  plus 
a septal  defect  or  origin  of  the  aorta,  in 
whole  or  in  part,  from  the  right  ventricle. 

The  cyanosis  may  appear  early  or  late 
in  life,  and  the  time  of  its  appearance  may 
be  of  some  help  in  diagnosis.  If  it  was  pres- 
ent at  or  shortly  after  birth  and  persisted, 
the  mechanism  allowing  a right  to  left  shunt 
must  have  been  present  then:  pulmonary 

stenosis  plus  a ventricular  septal  defect ; tri- 
cuspid atresia  plus  an  interatrial  communica- 
tion; or  transposition  of  the  great  vessels 
are  examples.  If  it  appeared  late,  one  would 
consider,  as  a rule,  that  the  obstruction  to 
right  ventricular  outflow  developed  with  the 
passage  of  time  and  was  not  present  at  birth, 
or  that  the  communication  between  the 
venous  and  arterial  systems  was  such  that 
it  did  not  become  significant  until  certain 
events  had  taken  place. 


Increasing  resistance  to  right  ventricular 
output  is  found  in  some  lesions  ordinarily 
not  considered  to  produce  cyanosis.  They 
are  those  in  which  a left-to-right  shunt, 
rather  than  a right-to-left,  is  expected : atrial 
septal  defect;  ventricular  septal  defect; 
aortic  septal  defect;  patent  ductus  arter- 
iosus. The  resistance  to  flow  in  these  cases 
results  from  narrowing  of  the  lumina  of  the 
pulmonary  arterioles  consequent  upon  thick- 
ening of  the  intima  or  media  or  both.  The 
cause  of  the  vascular  changes  is  not  clear. 
The  increased  volume  of  blood  flowing 
through  them  initially  must  play  a part.  The 
increased  oxygen  content  of  the  blood  may 
be  a factor.  Whatever  the  causes,  it  is  ob- 
vious that  the  changes  at  first  are  protective. 
By  increasing  resistance  to  flow  they  insure 
that  the  lesser  circulation  will  not  be  con- 
tinuously flooded.  Eventually,  however,  pul- 
monary resistance  may  become  so  great  that 
the  right  ventricle  more  easily  pumps  blood 
through  the  defect  into  the  systemic  circuit 
rather  than  to  the  lungs.  Naturally,  cyanosis 
develops. 

If  a patient  has  pulmonary  stenosis,  an 
intact  ventricular  septum  and  a patent  for- 
amen ovale,  the  situation  is  such  that  the 
communication  between  the  venous  and  ar- 
terial circuits  may  not  function  until  long 
after  birth.  Ultimate  failure  of  the  right 
ventricle  to  completely  expel  its  contents, 
or  incompetence  of  the  tricuspid  due  to  dila- 
tation of  the  chamber,  results  in  the  right 
atrial  hypertension.  The  pressure  becomes 
high  enough  to  force  away  the  lip  of  the 
lower  portion  of  the  interatrial  septum  from 
the  upper,  and  relatively  unoxygenated  blood 
can  then  flow  from  right  atrium  to  left. 

SPECIFIC  LESIONS 

Atrial  Septal  Defect,  Ventricular  Septal 
Defect.  These  two  malformations  may  be  con- 
sidered together  because  of  their  many  sim- 
ilarities. They  allow  a left-to-right  shunt 
with  resulting  extra  work  for  the  right  ven- 
tricle and  increased  pulmonary  flow.  Con- 
trary to  the  opinion  frequently  expressed, 
neither  lesion  is  benign.  The  majority  of 
patients  have  symptoms,  particularly  easy 
fatigue  and  shortness  of  breath.  Heart  fail- 
ure occurs  in  a large  percentage,  and  death 
comes  at  a relatively  early  age. 

Although  one  can,  in  a large  series  of  each 
defect,  indicate  differences  in  the  cardiac 
findings,  this  is  of  no  help  in  the  individual 
patient  because  the  findings  are  similar  in 
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such  a large  number:  a systolic  murmur 

in  the  region  of  the  third  left  interspace  near 
the  sternal  border;  a systolic  thrill  in  the 
same  area;  accentuation  of  the  pulmonic  sec- 
ond sound;  frequently  prominence  of  the 
left  anterior  chest;  not  uncommonly  an 
apical  or  basal  diastolic  murmur. 

X-ray  and  fluoroscopy  demonstrate  some 
degree  of  increase  in  pulmonary  vascular 
markings,  prominence  of  the  main  pulmon- 
ary artery  and  its  right  and  left  branches, 
cardiac  enlargement  to  the  left  with  round- 
ing and  elevation  of  the  apex,  encroachment 
of  the  right  ventricle  on  the  retro-sternal 
space. 

The  electrocardiogram  frequently  shows 
right  ventricular  strain.  Conduction  disturb- 
ances occur  with  both  lesions,  but  particu- 
larly with  atrial  septal  defects. 

Cardiac  catheterization  is  necessary  in  dif- 
ferentiation. In  the  interatrial  defect,  the 
oxygen  content  of  right  atrial  blood  is  high- 
er than  that  in  the  venae  cavae.  At  least 
2 volumes  per  cent  difference  is  significant. 
Often,  the  catheter  tip  will  pass  from  right 
atrium  to  left.  In  ventricular  septal  defects, 
the  rise  in  oxygen  content  is  found  in  the 
right  ventricle,  a difference  of  1 volume  per 
cent,  when  compared  to  the  right  atrium, 
being  considered  significant.  The  catheter 
sometimes  passes  from  the  ventricle,  via 
the  defect,  into  the  aorta.  Pulmonary  hy- 
pertension is  more  frequently  found  in  ven- 
tricular than  atrial  defects.  In  either  an- 
omaly it  may  progress  to  the  point  where 
it  equals  the  systemic.  Indeed,  in  atrial  de- 
fects it  may  exceed  the  systemic.  Cyanosis 
appears  in  such  cases  because  of  reversal  in 
direction  of  the  shunt.  The  oft-mentioned 
Eisenmenger  complex,  I feel,  represents 
merely  a ventricular  septal  defect  with 
marked  pulmonary  resistance  and  consequent 
right-to-left  shunt.  It  is  not  a distinct  entity, 
and  the  term  should  be  dropped. 

Differentiation  of  the  two  conditions  is 
important  because  atrial  septal  defects  can 
be  closed,  using  Bailey’s  technique  (atrio- 
septo-pexy).  Operation  is  indicated  in  those 
patients  who  are  in  difficulty  as  a result 
of  the  lesion.  It  is  contraindicated  in  those 
who  have  developed  such  a degree  of  pul- 
monary resistance  and  hypertension  that 
there  has  been  a complete  reversal  of  the 
shunt.  In  these  unfortunates  the  defect  now 
acts  as  a means  of  relieving  right  heart  pres- 
sure. 


Pure  Pulmonary  Stenosis.  During  recent 
years  this  term  has  been  much  abused,  being 
used  to  designate  pulmonary  stenosis  with 
an  intact  ventricular  septum  whether  or  not 
an  interatrial  communication  might  be  pres- 
ent. Inasmuch  as  an  interatrial  communi- 
cation such  as  a patent  foramen  ovale 
changes  the  dynamics  and  the  manifesta- 
tions, the  two  lesions  must  be  considered  sep- 
arately. 

In  pure  pulmonary  stenosis  both  cardiac 
septa  are  intact.  There  is  present  a fusion 
of  the  pulmonic  valve  cusps,  or,  much  less 
frequently,  a normal  valve  and  a ridge  of  ob- 
structing tissue  in  the  outflow  tract  of  the 
right  ventricle.  The  result  is  resistance  to 
output  from  this  chamber.  Compensation 
is  maintained  by  hypertrophy  of  the  right 
ventricular  myocardium  and  hypertension. 

There  may  be  no  symptoms,  even  in  cases 
in  which  the  stenosis  is  severe.  Obviously, 
these  individuals  have  exceptionally  good 
cardiac  muscle  which  is  able  to  function  well 
even  on  great  exertion.  The  majority,  how- 
ever, complain  of  fatigue  and  shortness  of 
breath.  On  physical  examination  there  is 
almost  always  a harsh  systolic  murmur  best 
heard  in  the  third  left  interspace  near  the 
sternal  border.  The  pulmonic  second  sound 
at  the  base  to  the  left  of  the  sternum  is  fre- 
quently absent.  Thoracic  asymmetry  is  like- 
ly to  be  found. 

X-ray  and  fluoroscopy  show  the  pulmonary 
vascular  markings  to  be  decreased  or  normal. 
However,  the  main  pulmonary  artery  is,  as 
a rule,  dilated.  Cardiac  enlargement  of  vary- 
ing degree  is  seen.  The  heart  may  be  huge, 
extending  far  to  right  and  left.  It  may, 
however,  be  of  normal  size,  but  rounding  and 
elevation  of  the  apex  and,  perhaps,  encroach- 
ment on  the  retrosternal  space  bespeak  right 
ventricular  hypertrophy. 

The  electrocardiogram  shows  right  heart 
strain  and,  often,  P wave  abnormalities. 

Cardiac  catheterization  data  reveal  no 
shunt.  Arterial  oxygen  saturation  is  normal. 
There  is  found  hypotension  or  a normal  pres- 
sure in  the  pulmonary  artery,  while  right 
ventricular  pressure  is  increased.  It  may 
be  greater  than  the  systemic. 

Treatment  is  surgical.  The  indication  for 
operation  is  the  existence  of  the  lesion  pro- 
vided it  be  of  physiologic  significance.  Ar- 
bitrarily, I consider  this  to  mean  a right  ven- 
tricular pressure  of  over  50  mm.  of  mercury. 
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Patients  with  lower  pressures  may  be  ac- 
cepted for  surgery  on  the  basis  of  symptoms. 
Absence  of  symptoms  in  a patient  with  ele- 
vated right  ventricular  pressure  is  no  reason 
for  withholding  operation.  They  are  symp- 
tomless because  the  heart  is  compensating 
well.  There  is  no  way  of  determining  when 
compensation  will  no  longer  be  possible,  and 
if  one  waits  until  failure  appears,  a poor  risk 
is  substituted  for  a good  one. 

Pulmonary  Stenosis  with  Patent  Foramen 
Ovale.  This  should  be  considered  a distinct 
entity  and  should  not  be  designated  as  pure 
pulmonary  stenosis.  Neither  should  it  be 
called  the  trilogy  of  Fallot  or  by  any  other 
term  which  an  individual  might  consider  a 
splendid  inspiration. 

It  is  similar  to  pure  pulmonary  stenosis 
in  that  the  obstruction  to  right-heart  out- 
flow is,  as  a rule,  due  to  fusion  of  the  pul- 
monic cusps,  and  only  occasionally  to  a ridge 
of  obstructing  tissue  in  the  outflow  tract. 
The  chief  symptoms  are  the  same:  fatigue 
and  shortness  of  breath.  On  physical  exam- 
ination the  distinguishing  element  is  the 
presence  of  cyanosis.  As  a result  of  eventual 
failure  of  the  right  ventricle  to  empty  com- 
pletely, or  to  incompetence  of  the  tricuspid 
valve  or  both,  right  atrial  pressure  rises. 
When  it  becomes  greater  than  that  of  the 
left,  the  protecting  flap  is  forced  away  from 
the  foramen  ovale  and  a right-to-left  shunt 
ensues.  The  arterial  unsaturation  increases 
the  fatigue  and  dyspnea. 

X-ray  examination  shows  the  same  find- 
ings as  pure  pulmonary  stenosis.  The  card- 
iac mass  doesn’t  become  as  large,  however, 
because  the  right-to-left  shunt  spares  great 
dilatation  of  the  right  atrium. 

The  electrocardiogram  shows  right  ven- 
tricular hypertrophy  and,  perhaps,  P wave 
abnormalities. 

Cardiac  catheterization  is  productive  of  the 
same  data  as  pure  stenosis  except  that  ar- 
terial oxygen  saturation  is  reduced.  In  addi- 
tion, the  catheter  tip  may  pass  from  right 
atrium  to  left,  particularly  if  the  procedure 
be  carried  out  via  the  saphenous  or  femoral 
vein. 

Angiocardiography,  if  it  be  performed  via 
a catheter,  will  usually  demonstrate  simul- 
taneous opacification  of  the  atria  and  inter- 
ference with  egress  of  the  opaque  medium 
from  the  right  ventricle. 


The  treatment  is  surgical,  and  the  same 
indication  holds  in  this  defect  as  in  pure 
pulmonary  stenosis. 

Pulmonary  Stenosis  with  Ventricular  Sep- 
tal Defect.  This  lesion  is  known  as  the  tet- 
ralogy of  Fallot.  Eponyms  intrigue  but  they 
also  confuse.  It  is  particularly  unfortunate 
that  this  one  was  ever  coined.  Students  hap- 
pily recite,  “The  tetralogy  of  Fallot  consists 
of  four  defects:  pulmonary  stenosis;  ven- 
tricular septal  defect ; overriding  of  the 
aorta;  and  right  ventricular  hypertrophy.” 
Obviously,  the  concept  is  wholly  wrong  on 
one  count;  on  another  it  is  less  obviously 
in  error.  Right  ventricular  hypertrophy  in 
this  situation  is  not  a defect.  It  is  a phe- 
nomenon of  compensation.  So,  tetra  is  re- 
duced to  tri.  In  many  cases  the  overriding  of 
the  aorta  is  present  in  the  physiologic  sense 
alone  and  not  in  the  anatomic.  So,  tri  is 
further  reduced  to  duo. 

The  simplest  and  most  rewarding  way  to 
resolve  one’s  thinking  in  regard  to  this  con- 
dition is  to  consider  that  there  are  present 
two  basic  lesions : obstruction  in  the  normal 
path  of  right  ventricular  outflow  (pulmon- 
ary stenosis)  and  an  alternative  route  (the 
ventricular  septal  defect).  The  course  of 
the  blood  stream  from  the  right  ventricle 
will  depend  upon  the  resistance  it  meets.  If 
the  pulmonary  stenosis  offers  greater  resist- 
ance than  the  systemic  circuit  (and  it  must 
be  remembered  that  normally  the  left  ven- 
tricle must  generate  5 or  6 times  the  pres- 
sure of  the  right),  there  will  be  a flow  of 
blood  from  right  ventricle  through  the  de- 
fect into  the  aorta.  If,  on  the  other  hand, 
the  obstruction  offered  to  the  action  of  the 
right  ventricle  is  less  than  normally  occuring 
in  the  systemic  circuit,  right  heart  blood 
will  follow  the  path  of  least  resistance  and 
go  to  the  lungs.  Thus,  the  degree  of  right 
to  left  shunt  will  vary  with  the  degree  of 
stenosis.  It  can  be  seen  that  overriding  of 
the  aorta  is  not  necessary  to  the  production 
of  cyanosis,  the  best  known  sign  of  the  con- 
dition. That  it  actually  exists  in  some  cases 
is  undoubted,  and  it  is  probably  safe  to  say 
that  these  patients  are  the  ones  who  have 
a right  aortic  arch.  It  develops,  then,  that 
if  there  is  pulmonary  stenosis,  a ventricular 
septal  defect  and  a normal  aortic  arch  in  a 
cyanotic  individual,  he  has  functional  over- 
riding; if  a right  aortic  arch,  he  has  both 
functional  and  anatomic  overriding. 

The  symptoms  and  signs  of  the  complex 
can  be  deduced  from  what  has  been  said 
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about  the  two  other  conditions  in  which  pul- 
monary stenosis  is  the  significant  feature. 
Inasmuch  as  the  mechanism  for  a right-to- 
left  shunt  is  more  immediate,  cyanosis  will 
appear  earlier. 

X-ray  and  fluoroscopy  show  decreased 
vascular  markings.  Because  the  obstruction 
in  a majority  of  cases  is  presented  by  a 
ridge  of  tissue  in  the  right  ventricular  out- 
flow tract,  the  main  pulmonary  artery  can 
be  expected  to  be  small.  In  those  with  valvu- 
lar stenosis  it  may  be  dilated.  The  small 
size  of  the  main  pulmonary  artery  accents 
its  left  main  branch,  which  may  appear  rel- 
atively prominent.  The  heart  is,  as  a rule, 
not  increased  in  mass.  Unlike  the  two  con- 
ditions previously  discussed,  there  is  an  im- 
mediate escape  vent  for  right  ventricular 
blood  and  the  right  heart  need  not  enlarge 
greatly.  Right  ventricular  hypertrophy  is 
indicated  by  rounding  and  elevation  of  the 
apex  (accentuated  by  the  small  or  absent 
pulmonary  artery  segment)  and  by  encroach- 
ment on  the  retro-sternal  space.  The  aorta 
may  ascend  to  the  right  and  indent  the  right 
border  of  the  opacified  esophagus. 

The  electrocardiogram  shows  right  ven- 
tricular strain. 

Cardiac  catheterization  demonstrates  a 
pressure  gradient  between  pulmonary  artery 
and  right  ventricle.  Frequently,  a blood  sam- 
ple secured  from  the  chamber  just  below  the 
obstruction  will  contain  a significantly  high- 
er content  of  oxygen  than  samples  from 
lower  in  the  ventricle  or  from  the  right 
atrium.  This  may  indicate  an  actual  left- 
to-right  shunt  through  the  ventricular  septal 
defect  or  merely  reflect  the  suction  effect 
of  securing  the  blood.  Arterial  oxygen  un- 
saturation is  present  in  the  majority  as  a 
result  of  the  right-to-left  shunt.  Often,  the 
catheter  will  enter  the  aorta  from  the  right 
ventricle. 

An  angiocardiogram  demonstrates  simul- 
taneous opacification  of  right  ventricle,  pul- 
monary artery  and  aorta,  with  evidence  of 
obstruction  to  pulmonary  flow. 

The  treatment  is  surgical.  Two  methods 
have  been  devised.  One  calls  for  the  creation 
of  a communication  between  aorta  and  pul- 
monary artery  (Blalock,  Potts).  The  other 
demands  the  partial  removal  of  obstruction 
to  pulmonary  flow.  There  should  be  no  ques- 
tion as  to  the  choice  of  procedure  — that  dic- 
tated by  physiologic  considerations  is  the 
better.  Partial  removal  of  the  obstruction 


is  certainly  physiologically  superior  to  the 
creation  of  another  abnormal  communication 
between  the  two  circulations.  Therefore  the 
former  is  the  procedure  of  choice.  The  truth 
of  this  syllogism  has  been  accepted  but  the 
practice  it  preaches  has  been  scorned.  One 
may  venture,  however,  that  this  will  not  al- 
ways be  true.  The  direct  operation  is  more 
quickly  performed  than  a shunting  proced- 
ure, a consideration  of  importance  in  a 
severely  affected  infant;  the  mortality  is 
reasonable  (9.7  per  cent)  ; the  results  are 
excellent,  98  per  cent  being  definitely  im- 
proved. 

Patent  Ductus  Arteriosus.  This  defect  is 
so  well  known  that  only  two  points  need  be 
stressed.  The  first  is  that  operative  mortal- 
ity is  so  low  (less  than  1 per  cent),  and  the 
dangers  of  the  untreated  ductus  (cardiac 
failure,  subacute  bacterial  endocarditis)  so 
real,  that  there  is  no  reason  for  surgery  to 
be  withheld  in  (1)  any  patient  who  has 
symptoms  referable  to  the  ductus,  or  (2) 
any  patient  over  1 year  of  age  whether  or 
not  he  has  symptoms.  Incidentally,  almost 
invariably  operative  death  occurs  in  patients 
who  were  seriously  affected  or  long  neglect- 
ed. 

The  second  point  is  that  any  individual 
thought  to  have  a patent  ductus  and  who 
has  signs  of  right  ventricular  hypertrophy 
or  is  cyanotic  should  be  given  the  benefit 
of  definitive  study  before  being  subjected  to 
surgery.  Definitive  study  in  this  instance 
means  cardiac  catheterization,  thoracic  aorto- 
graphy, or  both.  Such  a patient  may  have 
a patent  ductus  with  reverse  flow,  coexisting 
pulmonary  stenosis,  or  an  aortic  septal  de- 
fect. In  any  case,  the  unprepared  surgeon 
might  meet  disaster. 

Coarctation  of  the  Aorta.  The  effects  of 
this  malformation,  too,  are  so  well  known 
that  only  brief  comment  is  necessary.  First, 
the  discovery  of  hypertension  in  the  arms 
demands  determination  of  the  blood  pres- 
sure in  the  lower  extremities  even  though 
femoral  pulsations  are  palpable.  Second,  the 
clinical  diagnosis  is  not  sufficient  indication 
for  surgery.  Before  operation  the  surgeon 
should  know  the  extent  of  the  narrowed  seg- 
ment. It  may  be  so  long  that  even  a graft 
is  impractical.  If  this  decision  is  made  only 
on  surgical  exploration,  the  patient  has  been 
greatly  harmed  because  the  thoracotomy  has 
necessitated  destruction  of  valuable  collat- 
eral channels.  Thoracic  aortography  allows 
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the  decision  to  be  made  in  a dry  field  and 
sometimes  may  allow  respite  from  the  cer- 
tain death  which  would  follow  surgery. 
Third,  the  indication  for  surgery  is  the  pres- 
ence of  the  resectable,  physiologically  signif- 
icant lesion.  Cardiac  failure  should  not  be 
the  determinant.  As  in  patent  ductus,  the 
mortality  is  so  low  and  the  penalty  of  neg- 
lect so  severe  that  operation  cannot,  in  con- 
science, be  withheld. 

SUMMARY 

The  primary  criteria  involved  in  the  clin- 
ical diagnosis  of  a congenital  cardiac  mal- 
formation have  been  described.  These  are 


the  heart  chamber  primarily  affected,  the 
character  of  pulmonary  flow  and  the  pres- 
ence or  absence  of  cyanosis. 

Some  of  the  facts  regarding  certain  lesions 
have  been  presented.  Emphasis  has  been 
placed  upon  the  pathologic  physiology  and 
upon  the  indications  for  surgery. 

The  conclusion  is  invited  that  this  field  is 
not  one  of  mystery  entirely.  One  needs  only 
to  understand  the  direction  of  normal  blood 
flow  and  the  principles  of  function  of  the 
ordinary  garden  hose  to  appreciate  the  ef- 
fects, subjective  and  objective,  of  the  com- 
mon anomalies. 


Notes  on 

History  of  Radiology  and  ifs  Contribution 

To  the  Practice  of  Medicine 


This  author  points  out,  very  briefly,  that  medical 
science  has  made  tremendous  advances  during  the 
past  century  and  indicates  some  of  the  fields  of  great- 
est advancement.  He  then  limits  his  remarks  to  the 
field  of  radiology  giving  a rapid  inventory  of  the 
prodigious  increase  in  usefulness  of  this  special  type 
of  physical  examination  of  the  patient.  He  also 
touches  briefly  on  the  therapeutic  aspects  of  radia- 
tion therapy. 

EDITOR 

WITHIN  the  last  century  we 
have  seen  the  greatest  advance 
in  medical  learning  since  the 
days  of  Hippocrates,  many  of  whose  obser- 
vations apply  today.  During  the  course  of 
the  centuries  increase  in  the  accuracy  of 
concept  of  disease  and  in  clinical  examin- 
ation has  been  quite  apparent.  In  the  latter 
part  of  the  19th  century,  the  laboratory  aids 
to  medical  diagnosis  were  first  evolved  and 
great  advances  have  been  made  in  these 
fields  since  that  time. 

Roentgen  announced  the  discovery  of  the 
x-ray  in  1895,  and  within  a year  or  two 
after  his  announcement,  x-ray  was  being 
used  in  diagnosis.  During  the  past  two  de- 
cades x-ray  has  opened  up  a vast  new  field 
of  physical  examination  of  the  patient  of 
special  significance.  In  addition  to  direct 
visualization  of  bone  and  of  soft  tissue- 
structures  of  the  body,  special  opaque  media 
have  been  introduced  and  employed  in  the 
visualization  of  the  gall  bladder,  the  kidneys, 
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the  ureters  and  bladder,  the  spinal  canal, 
the  uterus,  and  so  forth. 

Barium  is  one  of  the  first  substances 
which  was  utilized  for  the  visualization  of 
the  gastrointestinal  tract.  Doctor  George 
W.  Holmes  stated  that  “We,  as  radiologists, 
owe  a special  debt  to  Walter  Cannon.  The 
radiological  diagnosis  of  diseases  of  the 
gastrointestinal  tract,  based  on  his  early 
work,  has  been  an  important  factor  in  the 
maintenance  of  radiology  as  a specialty.” 

With  air  as  a contrast  medium,  pneu- 
monencephalography  was  introduced  by 
Doctor  Walter  E.  Dandy  thirty-five  years 
ago.  This  procedure  has  been  especially  valu- 
able in  the  diagnosis  of  intracranial  lesions 
including  brain  tumors.  Simultaneously,  in 
Europe,  Moniz  began  his  work  on  the  visual- 
ization of  the  cerebral  arterial  circulation. 
In  this  country,  since  World  War  II,  great 
strides  have  been  made  in  cerebral  arterio- 
graphy and  venography  with  the  practical 
application  of  serialographic  filming  which 
permits  a rapid  sequence  of  films  to  be 
made.  With  the  increase  in  experience  as 
well  as  correlation  with  pathology  in  surgi- 
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cal  findings,  there  has  been  an  increase  in 
the  number  of  diseases  detectable  and  also 
in  the  accuracy  of  diagnosis. 

Probably  the  greatest  use  of  routine 
roentgenology  has  been  made  in  the  study 
of  thoracic  and  gastrointestinal  diseases.  As 
in  any  other  field  of  endeavor,  it  is  not  the 
generating  apparatus  and  the  resultant  x- 
ray  films  that  are  important  as  much  as  the 
judgment  in  interpretation  of  them.  This 
is  dependent  upon  the  skill  and  experience 
of  the  individual  making  the  examination 
with  the  result  that  the  art  of  medicine  is 
not  lost  but  enhanced.  With  the  acceleration 
of  the  production  of  new  and  more  compli- 
cated technical  apparatus,  the  emphasis  on 
the  technique  of  the  examination  is  apt  to 
be  misplaced.  In  order  that  the  patient  ob- 
tains the  utmost  value,  the  examination 
must  still  be  considered  as  a consultation 
between  the  radiologist  and  the  referring 
physician.  The  field  of  roentgen  diagnosis 
is  enormous  and  is  expanding  rapidly.  The 
individual  who  works  in  this  field  must  con- 
stantly keep  abreast  of  new  advancements 
and  their  proper  practical  application  to  the 
practice  of  medicine. 

Among  the  distinct  advances  in  diagnostic 
radiology  within  the  last  ten  years  has  been 
the  development  of  cardioradiology.  This 
has  been  accomplished  by  the  use  of  opaque 
media  such  as  Diodrast,  Urokon,  and  Neo- 
iopax,  and  the  development  of  serialographic 
apparatus  for  the  rapid  filming  of  the  pass- 
age of  the  opaque  material  through  the 
heart.  Much  of  this  work  has  been  pioneered 
in  this  country  by  Robb  and  Steinberg  of 
New  York.  Cardiac  catheterization  has  been 
aided  by  the  use  of  fluoroscopy  for  the 
placement  of  the  catheter,  but  the  informa- 
tion gained  is  primarily  that  of  instru- 
mentation and  laboratory  analysis  of  blood 
samples  and  pressures.  A similar  technique 
for  the  visualization  of  the  abdominal  aorta 
and  its  tributaries  is  known  as  aortography 
and  has  been  useful  in  the  visualization  of 
the  splenic,  hepatic,  and  renal  circulations. 

Body  section  roentgenography  is  useful 
for  the  visualization  of  parts  which  are 
otherwise  difficult  to  see  because  of  super- 
imposed shadows,  as  for  example,  the  third 
and  fourth  ventricle  in  encephalography  and 
for  the  visualization  of  various  portions  of 
the  lung,  particularly  in  the  identification 
of  tuberculous  cavities. 


Even  microscopic  techniques  have  em- 
ployed radiography  in  the  form  of  micro- 
radiography in  which  a 10  per  cent  silver 
iodide  in  a 3 per  cent  acacia  medium  is  in- 
jected under  pressure  into  a particular 
organ  through  a small  catheter  in  the  appro- 
priate vessels  of  a laboratory  animal.  The 
organ  is  then  removed  and  sections  two  to 
three  hundred  microns  thick  are  cut  by  a 
frozen  section  technic.  Exposure  is  then 
made  on  Kodak  spectroscopic  plates.  These 
plates  are  exceptionally  fine  grain  allowing 
three  to  five  hundred  times  magnification 
without  visible  grain-effect.  Beautiful  stud- 
ies of  the  kidneys  have  been  made  by  this 
technique. 

Photofluorography  for  the  detection  of 
chest  diseases  has  been  established  as  a 
routine  procedure  for  mass  surveys  of  the 
general  population.  This  was  given  great 
impetus  during  World  War  II  in  the  exam- 
ination of  recruits  and  since  then  has  been 
utilized  particularly  in  case  finding  studies 
of  general  population  for  tuberculosis  and 
carcinoma.  It  has  also  been  used  for  the 
detection  of  heart  disease. 

Pediatric  radiology  with  its  special  prob- 
lems is  gradually  emerging  as  a subspecialty 
in  radiology. 

One  of  the  more  recent  developments  has 
been  fluoroscopic  screen  amplification  in 
which  the  dim  fluoroscopic  image  is  magni- 
fied electronically  and  the  brilliant  electronic 
image  is  then  viewed  on  a screen  similar  to 
a television  screen.  With  the  increased 
brilliance,  finer  details  are  observed,  and 
the  necessity  for  prolonged  dark  adaption 
of  the  eyes  is  reduced  considerably.  Al- 
though the  apparatus  is  still  quite  large  and 
clumsy,  it  is  extremely  useful  in  detail  work, 
and  the  apparatus  is  now  becoming  avail- 
able for  clinical  radiology.  As  an  adjunct 
to  this,  televising  of  the  fluoroscopic  image 
has  become  practical  and  has  been  utilized 
more  for  exhibition  purposes;  but  it  is  fore- 
seen that  it  can  be  used  for  special  types 
of  teaching  and  possibly  even  utilized  for 
remote  districts  where  the  distribution  of 
radiologists  is  sparse.  At  the  present  time, 
the  Telephone  Company  has  inaugurated  a 
service  in  which  the  radiographs  of  an  in- 
dividual can  be  transmitted  through  the 
telephone  lines  for  several  hundred  miles 
with  a facsimile  of  sufficient  detail  for  good 
interpretation  of  the  radiograph.  This,  too, 
can  be  applied  to  remote  districts  where 
radiographic  services  may  be  scarce. 
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The  Poloroid  Company  has  developed  a 
method  of  paper  film  rapid  processing  for 
use  in  the  operating  room,  particularly  for 
hip-pinning.  This  works  on  a principle  sim- 
ilar to  that  of  a Poloroid  Land  camera. 

The  latest  development,  which  is  still  in 
the  experimental  stage,  is  the  use  of  radio- 
active isotopes  to  serve  as  sources  of  radia- 
tion for  diagnostic  radiology.  This  may 
eventually  replace  the  conventional  radio- 
graphic  tube  as  a source  of  radiation.  At 
the  present  time,  however,  this  application 
of  radioactive  isotopes  has  not  been  found 
practical  except  in  dental  radiology  where  it 
has  been  put  to  some  use  in  England. 

THERAPEUTIC  RADIOLOGY 

Simultaneously  with  the  discovery  of  the 
properties  of  the  roentgen  ray  which  would 
allow  it  to  effect  the  photographic  film 
emulsion  for  the  visualization  of  body  struc- 
tures, the  physiological  effects  were  discov- 
ered by  accident,  and  many  of  the  early 
workers  in  radiology  became  martyrs  to  the 
science  with  the  loss  of  extremities  and  with 
development  of  carcinoma  in  the  heavily 
irradiated  extremities.  At  that  time  the 
dangers  were  not  realized,  and  protective 
measures  which  are  now  well  developed 
were  unused.  Along  with  the  development 
of  x-ray  radiation  came  the  discovery,  in 
1896,  by  A.  H.  Becquerel,  of  radioactive 
radiations  emitted  by  uranium  compounds. 
At  that  time,  these  compounds  were  so 
scarce  that  their  source  for  practical  radia- 
tion therapy  was  not  sufficient.  However, 
in  1898,  Marie  and  Pierre  Curie  announced 
the  discovery  of  polonium  and  of  radium,  in 
December,  and  at  the  same  time  Villard 
discovered  gamma  rays  from  radium  and 
found  them  to  be  the  same  type  of  ray  as 
the  x-ray.  Around  the  turn  of  the  century, 
a number  of  different  dosimeters  were  de- 
veloped, because  it  was  very  soon  discovered 
that  some  method  of  dosage  determination 
was  necessary  before  proper  therapy  could 
be  given.  Also,  there  has  been  a constant 
struggle  to  increase  the  efficiency  of  the 
production  of  x-rays,  especially  to  overcome 
the  high  intensity  on  the  skin,  in  order  to 
give  a sufficient  depth  dose.  This  effort  has 
required  higher  and  higher  kilovoltages, 
with  the  present  apparatus  in  the  several- 
million-volt-range,  to  produce  x-rays  of  the 
same  general  quality  as  the  deeply  pene- 
trating rays  of  radium  and  cobalt,  the  latter 
being  a radioactive  isotope  which  is  now 


being  used  as  a substitute  for  high  voltage 
apparatus. 

It  can  be  seen  then  that  the  start  of  this 
century  has  inaugurated  an  entirely  new  era 
in  medicine  with  the  discovery  and  utiliza- 
tion of  radiation  in  the  x-ray  and  gamma 
ray  spectrum.  It  can  also  be  seen  that  num- 
erous fields  of  endeavor  were  opened  in 
physics,  therapy,  and  diagnostic  radiology. 
With  the  early  apparatus,  radiation  therapy 
was  necessarily  limited  to  surface  lesions 
because  of  the  low  penetration.  With  the 
greater  knowledge  of  radium  and  gamma 
rays  the  application  of  radium  needles  and 
various  types  of  radium  applicators  became 
the  method  of  treatment  of  many  of  the 
deeper  seated  lesions,  particularly  those 
which  were  surgically  accessable. 

In  about  1926,  high  voltage  transformers 
and  valve  tube-rectification  came  into  use, 
and,  by  1932,  at  least  200  kilovolts  radiation 
therapy  was  available  in  most  centers.  At 
about  this  time,  also,  a practical  ionization 
chamber  for  the  measurement  of  radiation 
dosage  was  developed  by  H.  Fricke  and  0. 
Glasser.  The  roentgen  as  a unit  was  fairly 
well  standardized,  although  it  has  undergone 
changes  in  definition  and  measurement  since 
that  time;  however,  with  this,  the  dosage 
could  be  more  definitely  prescribed  and 
measured,  and  therapeutic  radiology  became 
more  controllable  with  the  knowledge  of 
more  precise  dosage  measurements. 

The  art  of  therapeutic  radiology  is  an  ex- 
tremely difficult  and  exacting  one  requiring 
the  utmost  in  patience,  tolerance,  and  know- 
ledge of  the  entire  field  of  medicine.  Since 
the  patients  are  often  suffering  from  cancer, 
which  might  be  wide-spread,  all  of  the  pal- 
liative measures  in  the  physician’s  arma- 
mentarium must  be  utilized.  In  addition  to 
this,  one  is  constantly  faced  with  the  com- 
plications of  radiation  therapy.  It  is  for 
this  reason  that  adequately  trained  and  cap- 
able therapeutic  radiologists  are  few  in 
number.  This  statement  is  not  made  in 
disparagement  but  to  merely  indicate  the 
degree  of  training,  time,  patience,  and  cour- 
age required  to  develop  the  radiotherapist. 
The  accumulation  of  experience  in  thera- 
peutic radiology  is  a much  slower  process 
than  in  diagnostic  radiology.  The  thera- 
peutic radiologists  and  surgeons  have,  for 
many  years,  striven  against  the  advance- 
ment of  cancer,  and  with  developments  in 
other  fields  of  medicine  keeping  patients 
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alive  in  the  cancer  age,  this  has  become  a 
more  and  more  pressing  problem.  Early 
diagnosis  and  proper  therapy  have  done 
much  to  help,  and  the  pathologist  has 
contributed  by  more  exact  methods  of 
early  diagnosis.  The  field  has  been  greatly 
broadened  by  the  radioisotopes,  in  both 
diagnostic  and  therapeutic  radiology  of 
neoplastic  disease.  Paralleling  the  develop- 
ment of  radioisotopes  has  been  the  develop- 
ment of  chemical  adjuncts  in  form  of  vari- 
ous nuclear  toxins  such  as  nitrogen  mustard, 
aminopterin,  and  the  use  of  hormones  such 
as  testosterone  and  cortisone. 
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Medical  Grand  Rounds * 

Patent  Ductus  Arteriosus 

University  of  Nebraska  College  of  Medicine 


THE  Medical  and  Surgical  De- 
partments of  the  University  of 
Nebraska  Hospital  have  worked 
together  to  achieve  a cure  in  this  pregnant 
woman  with  congenital  patent  ductus  arteri- 
osus. 

DR.  PORTER  (Interne):  The  patient  is  an  18- 

year-old  white  married  woman,  who  entered  the 
University  Hospital  for  the  first  time  on  October 
26,  1954,  with  the  complaints  of  dyspnea  and  palpi- 
tation in  her  chest  after  exercise  for  a period  of 
ten  years.  She  had  a normal  birth  and  infancy.  As 
a child,  however,  she  did  not  play  vigorously  with 
other  children  because  of  ready  development  of 
fatigue.  She  does  not  recall  having  to  squat  in 
order  to  “get  her  breath,”  but  she  frequently 
stopped  running  to  rest  and  to  relieve  pain  in  her 
side.  At  the  age  of  eight,  she  had  an  appendectomy. 
After  this,  she  noted  a pounding  sensation  in  her 
chest  which  was  brought  on  by  exercise.  At  the 
age  of  fifteen  the  patient  had  her  first  x-ray  of 
the  chest  at  a Tuberculosis  Mobile  X-Ray  Unit, 
where  she  was  told  that  her  heart  had  an  “irregular 
shape.”  She  sought  her  physician  wTho  told  her  that 
she  had  a murmur,  but  that  there  wasi  nothing  that 
could  be  done  for  it  at  that  time.  The  symptoms 
became  more  pronounced  during  the  next  three 
years,  and  she  developed  a feeling  of  retrosternal 
pressure,  especially  when  she  lifted  heavy  objects 
or  raised  her  left  arm  over  her  head.  The  patient 
was  married  in  September  of  1953,  and  subsequently 
found  that  it  was  difficult  for  her  to  do  housework 
because  of  fatigue.  Her  last  normal  menstrual 
period  was  July  15,  1954,  and  she  believes  she  is 
ten  weeks  pregnant  at  the  present  time. 

Physical  Examination:  The  patient  is  a mature 

woman  who  speaks  freely  of  her  “illness.”  The 

♦Conducted  at  the  University  Hospital,  Nov.  3,  1954. 
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skin  is  warm  and  dry.  There  is  no  clubbing  of  the 
fingers.  In  the  right  ocular  fundus  there  is  a 
proliferation  of  medullated  nerve  fibers  below  the 
disk  for  approximately  IV2  disk-diameters,  which 
our  ophthalmologist  believes  is  a normal  variant. 
The  vessels  are  non-pulsatile;  the  arteriole : venule 
ratio  is  normal;  and  there  are  no  exudates  or  hem- 
orrhages. No  petechiae  have  been  found  in  the 
mouth,  the  conjunctivae  or  in  the  skin.  A diffuse 
pulsation  is  visible  in  the  upper,  anterior  left  chest, 
and  a continuous  systolic-diastolic  thrill  is  palpable. 
A machinery-like  murmur  is  heard,  loudest  in  the 
first  and  second  interspaces  on  the  left.  The  maxi- 
mum cardiac  impulse  is  palpable  in  the  5th  left  inter- 
space at  the  mid-clavicular  line.  The  blood  pressure 
while  recumbent  is  118/68  in  each  arm.  The  lungs 
are  normal,  and  a systolic  murmur  is  heard  over 
both  lungs  posteriorly,  especially  at  the  apices. 
The  liver,  spleen  and  kidneys  are  not  palpable.  The 
fundus  of  the  uterus  is  approximately  four  finger- 
breadths  above  the  pubis. 

Laboratory  Data:  At  entry,  the  patient’s  hemo- 

globin was  13.2  grams  per  100  cc.  with  red  blood 
count  of  4.75  million/cmm.  and  packed  cell  volume 
of  40’  per  cent.  White  blood  count  was  13,500/cmm., 
and  differential  was  73  segmented  leucocytes,  23 
lymphocytes  and  4 monocytes.  Sedimentation  rate 
was  9 mm.  per  hour.  Catheterized  urine  was  normal, 
and  serology  was  negative.  The  electrocardiogram 
was  interpreted  as  normal. 

DR.  GRISSOM:  Thank  you,  Dr.  Porter. 
Can  you  tell  us,  Dr.  Johnson,  what  problems 
this  patient  presents  to  you  on  the  ward? 
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DR.  JOHNSON  (Resident  in  Internal 
Medicine)  : The  service  opinion  is  that  our 
patient  does  have  a patent  ductus  arteriosus 
because  of  the  characteristic  machinery-like 
murmur  heard  in  the  first  and  second  left 
interspaces.  There  is  no  other  condition 
that  will  produce  this  murmur,  with  the 
possible  exception  of  the  rare  aortic-pul- 
monary artery  window,  so  we  are  reason- 
ably sure  of  the  diagnosis.  The  questions 
that  concern  the  service  are:  first,  how 

large  is  this  ductus  and  what  is  the  degree 
of  abnormal  blood  flow  into  the  pulmonary 
circuit;  second,  whether  she  might  have  a 
subacute  bacterial  endarteritis  superimposed 
upon  it;  and,  third,  what  effect  this  will 
have  on  her  pregnancy.  We  believe  we  have 
ruled  out  the  possibility  of  subacute  endart- 
eritis by  frequent  blood  cultures  and  by  the 
absence  of  any  fever  or  other  signs  that 
would  make  us  suspicious  of  the  endarteritis. 
The  service  believes  that  it  is  in  her  best 
interest  to  have  this  ductus  corrected  sur- 
gically at  this  time,  rather  than  to  wait 
until  after  the  delivery.  She  is  being  pre- 
sented this  morning  mainly  for  decision  as 
to  when  and  if  she  should  be  operated  upon. 

QUESTION  FROM  THE  AUDIENCE: 
In  view  of  the  dyspnea  and  palpitation  for 
a ten  year  period  and  fatigability  with  exer- 
cise even  as  a child,  does  the  service  believe 
that  she  has  any  element  of  cardiac  neurosis  ? 

DR.  JOHNSON : We  have  not  considered 
that  problem  in  detail,  because  she  does  not 
appear  overly  concerned  about  her  defect  as 
we  evaluate  her  on  daily  ward  rounds.  How- 
ever, she  has  related  symptoms  which  seem 
out  of  proportion  to  her  cardiac  enlarge- 
ment and  cardiac  rate.  I wonder  if  we 
could  show  the  x-rays  at  this  time. 

DR.  GUNDERSON  (Resident  in  Radio- 
logy) : The  x-ray  view  (Figure  1)  reveals 
a transverse  cardiac  diameter  of  125  mm., 
approximately  a 10  per  cent  increase  over 
the  predicted  “average  normal.”  The  pul- 
monary conus  was  seen  to  be  full,  and  the 
left  cardiac  border  straightened  when  a 
fluoroscopic  examination  was  made.  The 
left  ventricle  appeared  slightly  enlarged 
without  any  enlargement  of  the  left  atrium 
or  right  ventricle.  Pulmonary  congestion 
was  moderate,  but  no  hilar  dance  was  found. 
These  findings  are  consistent  with,  but  not 
diagnostic  of,  patent  ductus  arteriosus. 

DR.  MACQUIDDY  (Attending):  Do 

these  x-rays  show  the  Cap  of  Zinn? 


DR.  GUNDERSON:  The  Cap  of  Zinn*1’ 
uses  an  eponym  to  describe  the  arching  of 
the  pulmonary  artery  on  the  left  side  of 
the  chest  where  the  vascular  density  gives 
the  impression  of  a kind  of  cap  overlying 
the  heart.  Yes,  one  can  see  a small  cap  here. 

QUESTION : Isn’t  the  Cap  of  Zinn  sup- 
posed to  represent  the  arching  of  the  pul- 
monary arteries  on  both  sides  of  the  chest 
away  from  the  heart,  like  a broad-brimmed 
hat? 

DR.  GUNDERSON : As  I understand  it, 
the  Cap  of  Zinn  represents  only  the  vascular 
shadow  on  the  left  side  of  the  heart.  It  has 
some  historical  interest,  but  it  is  my  impres- 


Figure  1 

En’arged  pulmonary  artery  and  moderate  pulmonary  con- 
gestion. The  left  ventricle  is  slightly  enlarged. 

sion  that  this  eponym  should  be  dropped 
since  it  gives  undue  importance  to  a uni- 
lateral development  and  does  not  contribute 
to  the  understanding  of  the  disease. 

QUESTION : Can  the  ductus  be  seen 

there  ? 

DR.  GUNDERSON:  To  my  knowledge,  a 
ductus  arteriosus  cannot  be  seen  on  plain 
films  of  the  chest  under  any  circumstances. 
All  that  we  can  see  are  the  secondary  effects 
from  the  increased  pulmonary  blood  flow. 
There  is  no  way  that  the  ductus  can  be 
demonstrated  visually  other  than  at  opera- 
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tion,  except  in  certain  instances  during 
angiocardiography.  To  do  this,  the  x-rays 
must  be  taken  in  the  left  anterior  oblique 
view,  and  if  one  is  extremely  fortunate,  the 
ductus  can  be  seen  in  the  shunting  of  the 
contrast  media.  Our  best  examples  are  some 
loops  of  x-rays  which  have  been  taken  by 
the  technique  of  cinefluorography.  These, 
likewise,  do  not  demonstrate  the  ductus  well, 
but  do  illustrate  the  blanching  and  filling 
of  the  pulmonary  artery  and  also  of  the 
aorta  during  the  shunting  of  blood  from  the 
aorta  to  the  pulmonary  artery.  This  tech- 
nique illustrates  the  dynamics  that  occur, 
but  is  not  considered  necessary  to  make  the 
diagnosis  in  the  usual  case. 

DR.  GRISSOM : Thank  you,  Dr.  Gunder- 
son. I wonder  if  we  could  bring  in  the 
patient  now. 

(The  patient  is  brought  in  and  presented 
by  Dr.  MacQuiddy.) 

DR.  MAC  QUIDDY : This  is  the  patient 
about  whom  you  have  heard  the  discussion, 
and  you  can  see  that  she  appears  to  be 
healthy  and  in  no  distress.  There  are  no 
physical  findings  that  can  be  shown  by  in- 
spection. However,  this  is  the  area  (point- 
ing to  the  first  and  second  left  interspaces) 
where  the  thrill  is  felt.  It  is  continuous  dur- 
ing both  systole  and  diastole.  The  “machin- 
ery” mumur  can  be  heard  best  here  also.  I 
would  like  to  ask  you,  Mrs.  S.,  if  you  are 
in  any  distress  now. 

PATIENT:  No,  I am  not  having  any 
trouble  now.  Since  I have  become  pregnant, 
I find  that  I have  to  rest  more  than  pre- 
viously, but  I have  not  been  any  more  short 
of  breath. 

DR.  MAC  QUIDDY : During  what  month 
were  you  born? 

PATIENT : In  October. 

DR.  MACQUIDDY:  Thank  you.  The 

reason  I ask  this  is  that  it  has  been  shown 
that  most  patients  with  patent  ductus  arteri- 
osus, for  an  unknown  reason,  are  born  be- 
tween the  months  of  October  and  Janu- 
ary^. Do  you  have  relatives  who  might 
have  any  sort  of  heart  trouble? 

PATIENT:  No  (The  patient  leaves). 

DR.  MAC  QUIDDY : Patent  ductus 

arteriosus  represents  one  of  the  few  con- 
genital cardiac  lesions  in  which,  by  surgery, 
we  can  accomplish  a complete  cure.  It  was 


the  first  of  the  congenital  lesions  which  was 
treated  with  surgery,  and  now  coarctation 
and  anomalous  aortic  arches  and  certain 
septal  defects  are  being  operated  upon  with 
complete  cure.  A gentleman  named  Botallo 
first  described  this  lesion  over  four  hundred 
years  ago  and,  in  his  honor,  the  lesion  is 
sometimes  called  the  patent  ductus  Botallo. 
It  is  third  in  frequency  in  congenital  heart 
disease,  and  in  Maude  Abbott’s  series  of 
1,000  patients  with  congenital  heart  disease, 
there  were  one  hundred  and  fifty.  Of  this 
150,  ninety- two  were  uncomplicated.  The 
question  of  complication  by  other  congenital 
cardiac  defects  is  an  important  one,  since 
in  certain  instances  the  ductus  acts  as  a 
compensatory  adjustment  for  the  other  con- 
genital lesions.  In  such  a case  it  should  not 
be  disturbed,  because  its  ligation  or  division 
will  make  the  congenital  heart  lesion  much 
worse.  It  is  said  that  rubella  occurring  in 
the  mother  is  an  etiological  f actor (2)  in  the 
development  of  congenital  cardiac  disease 
of  the  patent  ductus  variety,  which  is  of 
some  interest  since  the  ductus  normally 
stays  open  until  after  birth.  Hence,  the 
relationship  of  this  early  pregnancy  disease 
to  the  closure  of  the  ductus,  some  seven  or 
eight  months  later,  is  certainly  a delayed 
one.  Another  feature  which  we  do  not 
understand  about  this  disease  is  its  occur- 
rence in  females  two  to  three  times  more 
often  than  in  males. 

As  was  mentioned,  the  diagnostic  murmur 
which  was  described  by  Gibson  and  is  some- 
times called  by  his  name  is  a harsh,  rasping 
murmur  with  late  systolic  accentuation.  The 
murmur  is  continuous  during  both  cycles, 
and  it  should  not,  therefore,  be  called  a systo- 
lic and  diastolic  murmur,  since  there  is  no 
separation  of  the  elements  of  the  murmur. 
Other  names  that  have  been  applied  to  this 
sound  are  picturesque;  “humming  top,” 
“train  in  the  tunnel,”  “churning,”  “saw- 
ing,” and  “rolling  thunder.”  The  murmur  is 
best  heard  in  the  first  or  second  interspace 
to  the  left  of  the  sternum,  but  may  be  widely 
transmitted;  in  fact,  it  has  been  heard  in 
the  back  and  may  be  heard  also  at  the  car- 
diac apex.  In  certain  patients  it  may  not 
be  heard  at  all.  For  example,  in  patients 
who  have  gone  into  congestive  failure(3) 
because  of  pulmonary  hypertension  from 
long  standing  increased  flow,  the  equalized 
pressures  in  aorta  and  pulmonary  artery 
do  not  shunt  enough  blood  across  the  de- 
fect to  produce  any  amount  of  noise.  In 
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such  instances  more  complicated  tests,  such 
as  cardiac  catheterization,  must  be  under- 
taken. Our  patient’s  findings  are  typical 
and  we  have  not  done  a catheteriza- 
tion. About  half  the  patients  have  a thrill, 
and  the  size  of  the  heart  may  be  variable, 
depending  on  the  size  of  the  ductus  and  the 
duration  of  the  time  that  it  has  been  pre- 
sent. One  helpful  sign  is  that,  as  in  all 
arterio-venous  defects,  the  peripheral  pulse 
pressure  is  wide.  You  will  recall  that  the 
blood  pressure  in  our  patient  was  118/68. 
In  addition,  there  may  be  a water-hammer 
pulse  in  the  femoral  vessels,  and  in  the 
fingernails  a so-called  “capillary”  pulse  may 
be  seen.  The  clinical  findings  in  children 
may  be  at  some  variance  with  those  in 
adults.  In  young  children  and  infants,  a 
systolic  murmur  may  or  may  not  be  present, 
and  a diastolic  murmur  is  usually  absent.  If 
a murmur  is  present,  it  may  disappear  upon 
coughing  or  crying,  because  this  raises  the 
pulmonary  pressure  to  a level  near  the 
systemic  pressure.  It  is  quite  unusual  to 
hear  the  characteristic  murmur  before  the 
age  of  one  or  two  years.  As  the  diastolic 
pressure  in  the  systemic  circulation  increases 
with  age,  cross-flow  occurs  in  a greater 
amount  into  the  pulmonary  artery,  and  the 
murmur  becomes  continuous. 

Children,  as  a rule,  do  not  have  any  symp- 
toms— they  certainly  do  not  have  cyanosis 
or  clubbing  in  the  uncomplicated  patent 
ductus  — and  often  they  are  excessively 
active  in  their  physical  behavior,  in  contrast 
to  our  own  patient.  In  adults,  however,  the 
situation  is  somewhat  different.  If  symp- 
toms appear,  they  ordinarily  correlate  with 
the  size  of  the  ductus  and  with  the  cardiac 
enlargement;  the  larger  the  ductus,  by  and 
large,  the  more  apt  the  patient  is  to  have 
symptoms.  If  the  heart  is  greatly  enlarged 
there  may  be  dyspnea  and  palpitation,  the 
latter  probably  because  of  the  increased 
cardiac  pumping  action.  Instead  of  a normal 
cardiac  output  of  four  or  five  liters  of  blood 
per  minute  by  the  left  ventricle,  it  may 
pump  four  or  five  times  that  amount.  If 
the  flow  to  the  lesser  circulation  is  truly 
enormous,  there  may  be  stunting  of  growth. 
This,  our  patient  does  not  show.  Because 
of  the  very  large  pulmonary  artery,  the  re- 
current laryngeal  nerve,  which  encircles  the 
aorta  in  the  region  of  the  ductus,  may  be- 
come injured  due  to  pressure,  so  that  hoarse- 
ness and  dysphonia  result.  One  of  the  com- 
mon complications  that  occurs,  in  about  25 


per  cent  of  the  patients,  is  that  of  subacute 
bacterial  endocarditis  or  endarteritis (4>  5). 
In  general,  these  implants  occur  opposite 
the  ostium(6),  presumably  where  the  impact 
of  the  blood  flow  occurs.  Sometimes  a 
fungating  mass  is  found  at  the  aortic  end 
of  the  ductus.  At  one  time  active  bacterial 
endarteritis  was  cured  by  ligation(6)  alone, 
but  this  is  no  longer  the  policy  since  we  have 
penicillin.  Another  complication  that  occurs 
to  a greater  or  lesser  extent  in  most  all  ducti, 
is  an  aneurysmal  dilatation  of  the  ductus. 
This  is  the  principal  reason  why  surgery 
should  not  be  postponed  too  long,  inasmuch 
as  it  makes  the  handicap  to  the  surgeon  a 
greater  one.  In  the  presence  of  aneurysmal 
dilatation,  the  wall  of  the  pulmonary  and 
aortic  artery,  and  also  of  the  ductus,  be- 
comes so  thin  that  the  risk  of  serious  hem- 
orrhage at  the  time  of  closure  is  great.  In 
addition  to  aneurysmal  dilatation  of  the 
ductus,  there  may  be  actual  aneurysm  of 
the  pulmonary  artery.  An  analysis  was 
made  at  the  age  of  seventeen  in  one  rather 
large  series  of  cases (7)  which  showed  that 
life  expectancy  of  the  untreated  patient  was 
only  50  per  cent  that  of  the  normal  popula- 
tion. That  is  not  to  say  that  some  patients 
with  a patent  ductus  do  not  live  for  a long 
time,  and  one  patient  has  been  recorded  to 
have  died  at  the  age  of  seventy-two.  When 
death  occurs,  if  caused  by  the  ductus,  it  is 
said  that  40  per  cent  die  of  myocardial  fail- 
ure, about  25  per  cent  of  subacute  bacterial 
endarteritis  and  25  per  cent  as  a result  of 
embolic  phenomena. 

The  electrocardiographic  findings  are  us- 
ually of  very  little  help  in  the  uncomplicated 
case.  The  findings  are  variable,  but  almost 
always  the  electrocardiogram  is  normal,  as 
it  is  in  our  patient.  On  occasion,  the  electro- 
cardiogram may  show  evidence  of  left  heart 
strain  or  hypertrophy,  and  now  and  then, 
even  in  the  uncomplicated  case(3> 4),  some 
evidence  of  right  heart  strain  or  hyper- 
trophy. In  general,  however,  if  it  shows  ab- 
normalities, we  have  to  be  on  the  lookout 
for  another  congenital  complication  which 
is  producing  electrocardiographic  findings 
and  for  which  the  ductus  is  compensatory. 

There  are  certain  acquired  lesions  produc- 
ing extraneous  sounds  that  have  to  be  dif- 
ferentiated from  this  characteristic  murmur. 
One  of  them  is  the  venous  hum.  If  careful 
auscultation  is  practiced,  however,  it  will  be 
noted  that  the  venous  hum  has  a diastolic 
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accentuation,  whereas  the  patent  ductus 
murmur  has  a systolic  accentuation.  Also, 
the  venous  hum  is  louder  when  the  patient 
is  erect,  and  its  intensity  can  be  changed  by 
altering  the  position  of  the  patient,  neither 
of  which  is  true  with  a ductus.  Sometimes, 
severe  anemia  causes  enough  turbulence  to 
produce  a continuous  type  of  murmur,  but 
this  is  unusual,  and  ordinarily  the  diagnosis 
is  obvious.  It  can  be  shown  experimentally 
that  pressure  on  the  pulmonary  artery  can 
produce  a continuous  murmur,  but  the  clin- 
ical counterpart  of  this  has  not  been  known. 
In  rheumatic  heart  disease  with  aortic  in- 
sufficiency and  mitral  insufficiency,  systolic 
and  diastolic  murmurs  are  heard  which  may 
be  confusing.  Careful  auscultation,  how- 
ever, will  show  that  these  murmurs  are  not 
continuous.  The  similarity  of  the  x-ray  ap- 
pearance to  that  of  auricular  septal  defect 
may  lead  to  difficulty  in  differentiating  the 
two  lesions,  and,  where  careful  attention  to 
the  diastolic  component  of  the  continuous 
murmur  is  not  made,  it  is  possible  to  make 
an  error.  In  over  90  per  cent  of  the  pa- 
tients(4),  however,  the  diagnosis  should  be 
made  correctly  simply  by  examination  with 
the  stethoscope.  We  plan  to  refer  this  pa- 
tient to  the  surgical  service  at  this  time.  I 
wonder  if  one  of  the  surgeons  present  would 
comment  on  that. 

DR.  BISGARD:  We  have  seen  this  pa- 
tient, and  it  is  our  feeling  that  she  should 
be  operated  on,  and  that  the  ductus  is  uncom- 
plicated. Because  of  the  likelihood  of  devel- 
opment of  endarteritis  or  of  increased  strain 
on  the  heart  by  the  pregnancy,  it  would  be 
well  to  correct  it  at  this  time.  What  we  ex- 
pect to  find  at  surgery  is  a rather  short  duc- 
tus, perhaps  as  wide  across  as  a pencil.  At 
the  present  time  there  is  some  controversy 
as  to  whether  a ductus  should  be  ligated  only 
or  divided  and  sutured.  In  some  clinics  it  is 
done  one  way  and  in  others,  the  other.  It  is 
said  that  the  advantage  of  separating  the 
two  ends  is  that  there  is  less  possibility  of  re- 
canalization (4).  However,  others  have  re- 
ported that  whether  ligated  only  or  divided 
and  sutured,  ducti  have,  on  occasion,  re- 
canalized. It  seems  to  me  that  division  of  the 
ductus,  particularly  if  it  is  short,  raises  an 
increased  hazard.  The  ideal  age  to  operate 
on  such  patients  is  between  four  and  perhaps 
twelve  or  fifteen  years.  We  consider  that 
our  present  patient,  even  though  eighteen, 
represents  a satisfactory  candidate,  and  the 
lesion  should  be  corrected  at  this  time.  We 


plan  to  ligate  the  ductus  and  not  attempt  di- 
vision. I wonder  if  there  is  any  danger  so 
far  as  the  baby  is  concerned. 

DR.  MAC  QUIDDY : No,  providing  there 
are  no  serious  arrhythmias  and  no  difficulty 
with  oxygenation  or  with  hypotension  dur- 
ing surgery.  There  is  no  reason  why  there 
should  be,  and  with  good  anesthesia  avail- 
able we  do  not  anticipate  any  difficulty 
with  the  fetus.  Reversal  of  shunt  and  in- 
fection are  the  principal  hazards.  Are  there 
any  other  comments? 

QUESTION : Are  efforts  made  to  avoid 
spontaneous  abortion  occurring  during  the 
operation,  such  as  the  use  of  certain  drugs? 

DR.  MAC  QUIDDY : It  is  not  our  inten- 
tion to  use  any  drugs  to  quiet  the  uterus. 
We  will  avoid  using  quinidine  if  she  deve- 
lops an  arrhythmia,  of  course.  In  view  of 
the  serious  effects  of  anoxia,  and  the  possi- 
bility that,  despite  all  our  care,  she  might 
develop  some  anoxia  during  the  procedure, 
it  is  perhaps  just  as  well  that  she  is  beyond 
that  critical  period  of  the  first  three  months 
gestation.  In  early  pregnancy,  anoxic  dis- 
turbances in  experimental  animals  have  in- 
terfered with  the  development  of  the  fetal 
cardiac  structure  and  have  thus  produced 
congenital  defects  in  the  heart  in  the  off- 
spring. Because  our  patient  is  already  be- 
yond that  stage,  and  the  differentiation  of 
the  fetal  heart  is  relatively  complete,  we 
do  not  anticipate  that  the  fetus  will  suffer 
from  this  procedure. 

DR.  GRISSOM : Thank  you  for  this  pre- 
sentation of  pregnancy  complicated  by  pa- 
tent ductus  arteriosus.  The  patient’s  symp- 
toms are  apparently  more  related  to  her 
knowledge  that  she  has  a ductus  than  to 
actual  discomfiture  produced  by  the  leakage 
of  blood  from  the  aorta  into  the  pulmonary 
artery.  Our  patient  will  go  to  surgery  very 
shortly  and  have  her  ductus  ligated,  not  be- 
cause of  symptoms,  but  to  protect  her 
against  further  myocardial  strain  and  risk 
of  infection. 

Addendum : 

Surgical  ligation  of  the  ductus  was  suc- 
cessfully made  by  Dr.  Stanley  Potter  a few 
days  later,  and  the  patient  made  an  unevent- 
ful recovery.  A slight  systolic  murmur  per- 
sisted, but  the  “machinery”  character  dis- 
appeared. 
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Rehabilitation  from  the 

Orthopedist's  Viewpoint* 


THE  term,  Rehabilitation,  is  now 
widely  accepted  to  define  a 
group  of  activities  designed  to 
restore  maximum  function  and  to  prepare 
the  individual  physically,  mentally,  socially, 
and  vocationally  for  the  fullest  life  compati- 
ble with  his  disabilities  and  his  abilities (1). 
Orthopedic  surgeons  have  been  pioneers  in 
the  original  rehabilitation  routines;  these 
date  back  to  the  “brace  and  buckle”  stage 
of  orthopedics  when  the  latter  represented 
the  acme  of  results  in  injuries,  anterior 
poliomyelitis,  arthritis,  cerebral  palsy,  et  cet- 
era. The  marked  progress  in  allied  specialties 
made  it  impossible  for  any  one  specialty  to 
develop  all  possible  leads  in  treatment  of  the 
crippled  individual.  Gradually  each  con- 
cerned specialty  has  assumed  its  facet  in  the 
rehabilitation-picture ; the  specialists  con- 
cerned with  a problem  thus  constitute  a 
team. 

Rehabilitation  is  the  responsibility  o f 
every  physician.  It  is  synonymous  with  the 
term  cure,  and  begins  when  the  patient  pre- 
sents himself  for  treatment.  As  soon  as  the 
acute  reconstruction  or  repair  is  over,  re- 
conditioning measures  are  instituted  to 
build  up  the  patient’s  physical  ability.  When 
available,  a department  of  physical  and  oc- 
cupational therapy  may  offer  more  pro- 
longed and  intensive  training.  As  the  pa- 
tient improves,  supervised  exercises  and 
activities  are  increased.  Every  step  must 
be  under  the  supervision  of  a responsible 
physician.  The  purpose  of  this  stage  is  to 
effect  sufficient  physical  and  psychological 
recovery  to  develop  basic  activities  of  daily 
living. 

Maximum  physical  restoration,  however, 
is  not  the  ultimate  goal.  The  individual’s 
vocational  possibilites  must  be  developed,  be- 
cause few  cripples  can  return  to  the  vocation 
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responsible  for  their  disability.  His  new 
vocation  must  match  his  physical  limitations 
and  special  abilites.  Thus  it  may  be  possible 
to  engage  in  a special  occupation  for  which 
he  is  fitted  by  aptitude  or  experience,  or  it 
may  be  necessary  to  rearrange  the  job  to  fit 
the  individual (2). 

Rehabilitation,  then,  is  not  a technique, 
but  a series  of  techniques  united  into  a phil- 
osophy of  total  medical  care.  Every  med- 
ical specialty  may  be  necessary  to  complete 
a specific  team  for  a specific  problem  in 
medical  rehabilitation. 

There  is  no  doubt  that  the  “Rehabilitation 
Center”  principle  represents  the  ideal  meth- 
od in  the  care  of  the  severely  disabled;  the 
localized  facilities  for  treatment  and  the 
team  work  of  the  concerned  medical,  voca- 
tional, and  social  specialties  produce  the  de- 
sired result  economically  and  in  the  short- 
est possible  period  of  time.  In  the  absence 
of  a rehabilitation  center,  however,  excellent 
results  are  obtainable,  although  probably 
more  time  consuming.  To  date,  our  experi- 
ences are  entirely  in  the  latter  category. 

The  prolonged  period  of  time  necessary 
for  obtaining  the  final  result  in  an  orthopedic- 
reconstruction  patient  is  a severe  depressor 
of  his  morale.  Vocational  guidance  improves 
the  patient’s  outlook  markedly  during  this 
trying  time  as  he  becomes  aware  of  future 
possibilities  of  making  a livelihood ; voca- 
tional instruction,  if  possible,  will  further 
improve  his  morale.  On  occasion,  even  sur- 
gical wounds  seem  to  heal  better  in  keeping 
with  the  patient’s  improved  morale.  This  is 
best  illustrated  by  the  following  synopsis: 
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A 39-year-old  male,  a laborer  was  first  seen  on 
May  5,  1942,  presenting  an  infected  pseudo-arthrosis 
with  one  inch  of  bone-loss  of  the  right  tibia.  He 
was  depressed  and  very  antagonistic  to  society  in 
general.  One  year  prior  to  admission  he  had  been 
crushed  under  a collapsing  concrete  roof  while  em- 
ployed as  a wrecker.  The  combination  of  bone- 
infection  and  bone-loss  had  resulted  in  a final  sug- 
gestion to  amputate  the  leg.  This  the  patient  re- 
fused to  accept.  A prolonged  period  of  reconstruc- 
tion was  carried  out,  consisting  of  drainage  of  the 
pseudo-arthrosis,  transplantation  of  the  upper  end 
of  fibula  into  the  tibia,  transplantation  of  the  low- 
er end  of  fibula  into  tibia,  and,  eventually,  a sliding 
bone  graft  across  the  tibial  defect  at  one,  two,  three, 
and  eighteen  months  after  first  examination.  Ob- 
viously, the  patient  would  not  be  able  to  return  to 
heavy  labor  even  after  optimal  recovery,  hence,  he 
was  immediately  referred  to  the  Vocational  Reha- 
bilitation Department.  Before  the  final  healing  of 
his  bone  graft  and  discharge  from  treatment  on 
April  4,  1954,  the  patient  had  completed  training 
as  an  accountant  and  was  immediately  placed  in 
suitable  employment.  At  this  time,  he  is  the  man- 
ager of  a seed  company.  His  business  training 
served  both  as  a morale-booster  and  as  a means  of 
promotion. 


Dental  Caries  h ° 

Problem  of  Medicine* 


The  author  points  to  the  relatively  small  amount  of 
money  and  energy  given  to  research  into  the  problem  of 
dental  caries  in  comparison  to  that  given  to  other  dis- 
eases. This  inequity  is  highlighted  by  the  fact  that  dental 
caries  is  probably  the  most  universal  disease  of  mankind 
and  is  expensive  both  in  health  and  money.  Doctor 
Paynter  then  summarizes  the  progress  that  has  been  made 
in  control  of  dental  caries. 

EDITOR 

MR.  PRESIDENT,  Guests  and 
Members  of  the  Nebraska 
State  Medical  Association:  1 

am  very  glad  to  be  able  to  appear  here  to- 
day to  bring  you  the  good  wishes  of  the 
Nebraska  State  Dental  Association.  Our 
Association,  consisting  of  over  900  mem- 
bers, is  now  enjoying  its  Fifty-ninth  Annual 
Meeting  in  Omaha.  At  this  time  I wish  to 
thank  your  President,  Doctor  James  F.  Kelly, 
for  appearing  at  our  opening  session  on 
Monday  and  extending  the  greetings  of  your 
organization.  We  all  enjoyed  his  educational 
and  informative  talk  on  cancer  very  much. 

The  higher  refinements  of  civilization  are 
certainly  exemplified  by  the  progress  of  the 
American  Profession  of  Medicine.  This  state- 

*Read  at  the  eighty-sixth  Annual  Session,  Nebraska  State 
Medical  Association,  May,  1954,  where  Doctor  Paynter  was  a 
guest  of  honor. 


The  absence  of  a Rehabilitation  Center  has 
stimulated  individuals,  or  groups  of  individ- 
uals, interested  in  the  problem  of  a specific 
disease  to  develop  answers  for  their  own  par- 
ticular needs.  Such  an  approach  has  an  ap- 
peal only  to  individuals  interested  in  this 
same  problem  which  in  its  final  analysis  can 
seldom  be  solved  by  a small  section  of  our 
population.  The  resulting  trend  to  form 
societies  for  the  care  of  specific  diseases 
divides  our  community  resources,  whether 
medical,  educational,  or  social,  to  the  extent 
that  no  single  group  answers  its  own  prob- 
lems completely,  and  many  problems  are  left 
unanswered  entirely.  The  obvious  solution 
would  appear  to  be  a pooling  of  all  resources 
into  a common  denomination,  a “Rehabilita- 
tion Center.” 
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ment  is  borne  out  as  witness  the  following 
facts:  The  number  of  days  duration  of  an 

illness  has  been  reduced  considerably;  pa- 
tient days  in  a hospital  per  disability  have 
been  reduced  to  a very  large  extent  over  that 
of  a few  years  ago;  the  average  of  service 
men,  particularly  between  our  two  great 
wars,  increased  ten  pounds  in  weight  and  one 
inch  in  height.  Perhaps  the  average  weight 
and  height  since  then  has  been  quite  mark- 
edly increased.  These  facts  are  probably  due 
to  the  increase  of  knowledge  the  medical  pro- 
fession has  been  able  to  teach  the  public  as 
to  diet  and  nutrition,  hygiene,  and  in  general 
the  science  of  living. 

Peoples’  life  expectancy  has  been  increased 
in  the  last  few  years  from  46.6  years  in  1911, 
to  68.4  years  in  1951,  according  to  records 
kept  by  actuaries  of  insurance  companies. 

Perhaps  the  fact  that  we  will  live  longer 
will  not  appeal  to  everyone.  The  knowledge 
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that  we  will  live  better  as  long  as  we  do  live, 
for  the  reason  that  medicine  is  more  able  to 
keep  us  healthy  than  formerly,  is  a com- 
forting thought  indeed. 

There  is,  of  course,  no  need  for  me  to 
further  extol  the  accomplishments  of  med- 
icine to  this  association.  You  people  are  far 
more  cognizant  of  the  accomplishments  of 
medicine  than  I am.  Furthermore,  you  all 
no  doubt  are  aware  of  the  many  limitations 
of  the  practice  of  medicine.  These  limita- 
tions are  constantly  being  attended  to  by  re- 
search, and  one  by  one  the  diseases  and  af- 
flictions of  mankind  are  falling  victim  to  the 
onslaught  of  the  efforts  of  research. 

It  is  this  field  of  research  that  I would 
like  to  dwell  on,  in  consideration  of  the  many 
problems  of  dentistry. 

Dental  caries  is  the  most  prevalent  dis- 
ease afflicting  mankind  today.  Possibly  every 
person  within  the  sound  of  my  voice  has 
been,  or  is  now,  the  victim  of  this  disease. 
If  that  is  not  so  I would  certainly  like  to 
view  a perfect  set  of  teeth  because,  in  over 
thirty  years  of  dental  experience,  I have 
never  seen  a perfect  set  of  teeth.  The  in- 
cidence of  other  diseases  cannot  be  compared, 
even  to  the  slightest  degree,  with  that 
amount.  Surely  the  small  amount  of  re- 
search and  funds  for  research  are  infinitesi- 
mal compared  to  the  great  amount  of  for- 
tune and  man  hours  of  effort  applied  to  other 
afflictions  of  people.  Yet  many  patients  have 
their  life  span  reduced  or  lost  due  to  maloral 
conditions.  Think  of  the  many  hours  of  lost 
time  for  patients  in  their  efforts  to  attain 
oral  rehabilitation. 

Dental  research  in  the  past  decade  has  ex- 
panded greatly  but  its  acceleration  has  been 
snail-like  in  comparison  to  the  research  de- 
veloped in  medicine.  Estimations  on  the 
United  States  expenditure  for  medical  re- 
search increased  from  the  annual  rate  of  18 
million  dollars  in  1941,  to  115  million  dollars 
in  1946,  and  181  million  dollars  in  1951. 
Dentistry’s  participation  in  this  phenomenal 
growth  was  largely  that  of  the  onlooker; 
probably  not  more  than  two  million  dollars 
are  now  being  spent  annually  in  the  United 
States  on  dental  research.  That  research  in 
dentistry  is  wholly  inadequate  in  relation  to 
the  magnitude  of  the  problem,  is  obvious.  A 
health  problem  costing  the  American  people 
well  over  a billion  dollars  in  1952,  has  been 
almost  completely  ignored  in  the  march  of 
millions  of  dollars  into  medical  research.  The 


niggardly  amount  of  funds  made  available 
to  dental  research  may  bespeak  a complete 
indifference  to  dentistry  in  those  whose  duty 
it  is  to  develop  a broad  perspective-vision  of 
the  whole  health  field. 

Well  you  might  inquire  what  has  dentistry 
acomplished  toward  control  of  dental  caries. 
There  have  been  many  attempts  to  conquer 
this  disease.  Part  of  these  will  now  be  con- 
sidered. 

DIET 

Patients  who  persist  in  a high  sugar- 
intake,  particularly  children,  are  inviting  the 
bacteria  to  propagate  and  multiply.  The 
mouth,  being  a perfect  incubator,  is  ideal  for 
these  conditions.  Once  the  bacteria  find  a 
fault  in  the  enamel  the  lactic  acid  they  pro- 
duce dissolves  the  cementing  substances 
causing  the  enamel  rods  to  fall  in.  The  dis- 
ease process  continues,  spreads  throughout 
the  tooth,  and  results  in  death  of  the  tooth. 
The  disease  also  may  spread  from  one  tooth 
to  others  like  one  rotten  apple  spoils  a bushel. 
The  death  process  also  proceeds  from  the 
dead  infected  tooth  to  the  mandibular  or 
maxillary  bones  where  it  results  in  abscess, 
cysts,  necrosis,  and  even  pathological  frac- 
tures. It  may  spread  to  the  sinuses  and  is 
frequently  the  cause  of  osteomyelitis.  We 
have  succeeded,  in  Omaha  and  in  many  cities 
and  towns  of  Nebraska,  in  banning  the  dis- 
pensing machines  from  the  schools.  The  child 
who  continually  eats  candy,  chews  gum,  and 
drinks  soft  drinks  containing  sugar,  is  the 
child  who  will  suffer  from  dental  caries.  I 
know  of  some  dentists  who  abstain  and  also 
take  away  all  sugar  from  their  families’  diets. 
Our  general  advise  is  to  cut  down  or  elim- 
inate the  use  of  sugar  except  as  it  occurs 
naturally  in  foods. 

ORAL  HYGIENE 

It  is  a fact  that  a clean  tooth  does  not 
decay.  But  how  are  we  to  keep  teeth  clean? 
A tooth  brush  will  not  do  the  job  because 
there  are  many  inaccessible  spots  in  a set 
of  teeth  where  the  bristles  will  not  reach. 
These  are  the  deep  occlusal  fissures,  grooves, 
and  pits  on  some  teeth,  the  contact  points  on 
most  teeth,  and  the  distal  surfaces  of  pos- 
terior teeth.  In  addition  to  these  reasons, 
many  people  have  poor  digital  dexterity  and 
find  themselves  unable  to  properly  brush  the 
teeth.  Consequently  there  will  always  be 
dentists.  Regular  periodic  appointments  in  a 
competant  operator’s  practice  is  a sure  way 
to  reduce  decay.  Tooth  brushing  takes  train- 
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ing  and  instruction  to  master.  The  patient 
should  learn  inter-dental  brushing,  a system 
that  concentrates  on  the  areas  between  the 
teeth.  Each  adult  should  have  a tooth  brush 
at  his  office  in  order  to  clean  his  teeth  after 
lunch.  Children  of  course  should  brush  their 
teeth  at  home  after  lunching.  The  proper 
system  is  to  brush  teeth  within  five  minutes 
after  eating,  thereby  cutting  down  the  time 
in  which  bacteria  can  get  their  processes 
started.  If  it  is  impossible  to  brush  teeth 
after  eating  it  is  a very  good  plan  to  forcibly 
swish  water  in  and  out  through  the  teeth 
with  a continuous  rinsing,  as  this  will  elim- 
inate the  remnants  of  food  left  between  the 
teeth  and  also  cut  down  the  bacteria  count 
considerably. 

TOOTHPASTES  AND  POWDERS 

Despite  lavish  claims  of  pharmaceutical 
houses  for  the  therapeutic  value  of  tooth- 
pastes and  powders  none  has  been  recog- 
nized by  the  American  Dental  Association 
Council  on  Dental  Therapeutics.  The  miracle 
cleaners  of  green,  red,  or  white  toothpastes 
that  will  magically  prevent  dental  caries  or 
eradicate  gingival  disease  will  do  no  such 
thing.  Advertising  misrepresentation  can 
lull  the  credulous  into  a false  sense  of  secur- 
ity, and  the  user  will  believe  he  has  reached 
a state  of  immunity.  There  has  been  a steady 
succession  of  these  miracle  cleaners,  and  they 
have  been  disproved  one  by  one  by  carefully 
controlled  experiments  in  the  hands  of  skilled 
dental  investigators. 

These  compounds  that  were  enthusiastic- 
ally received  were:  the  vitamin  K group; 

the  ammoniated  dentifrices  which  had  the 
theory  that  their  high  urea  content  prevent- 
ed decay;  the  chlorophyl  compounds;  the 
penicillin  preparations;  and  now  the  “anti- 
enzyme”  toothpastes.  The  Council  on  Dental 
Therapuetics  has  reviewed  the  evidence  con- 
cerning “anti-enzyme”  dentifrices  and  has 
found  no  clinical  evidence  of  their  effective- 
ness against  caries.  Another  claim  is  that  an 
enzyme  inhibitor  containing  2 per  cent  sod- 
ium N-lauroyl  sarcosinate  will  prevent  the 
occurence  of  a significally  low  pH  level  on  the 
tooth  surface.  This  also  the  Council  believes 
to  be  unproven.  Like  dentifrices,  mouth- 
washes have  little  therapeutic  effect.  The 
mouth  should  be  rinsed  after  brushing,  to 
flush  out  all  remaining  debris.  The  least  ex- 
pensive and  most  available  mouth  wash  is 
water. 


FLUORIDATION 

Three  of  the  greatest  public  health  meas- 
ures ever  developed  are  : immunization 

against  infectious  diseases;  chlorination  of 
drinking  water ; and  pasteurization  of  milk. 
Now  the  fluoridation  of  water  for  control  of 
dental  caries  is  becoming  recognized  as  a 
public  health  measure.  There  are  now  over 
1,000  communities  that  fluoridate  their  water 
up  to  one  part  per  million.  Many,  many  con- 
trolled experiments  have  proven  that  use  of 
water  treated  in  this  manner  reduces  dental 
decay  in  children  as  much  as  two  thirds. 
The  safety  of  fluoridation  has  been  estab- 
lished because  many  generations  of  people 
have  lived  in  communities  where  the  drink- 
ing water  carried  as  high  (or  higher)  a con- 
centration of  fluorides  as  that  advocated, 
with  no  adverse  physiological  effects. 

The  American  Dental  Association’s  Coun- 
cil on  Dental  Health  has  reported  that  a 
“voluminous  amount  of  scientific  data  as- 
sembled over  a long  period  of  time  has  estab- 
lished the  efficacy  of  fluoridation.” 

This  data  has  also  been  reviewed  by  such 
groups  as:  the  American  Medical  Associa- 

tion; The  National  Research  Council;  The 
American  Hospital  Association;  The  Amer- 
ican Public  Health  Association;  and  many 
others. 

NEGLECT 

Many  times  we  have  to  debunk  the  old 
wives’  tale  that  a tooth  is  lost  for  each  child 
born.  Physicians  and  dentists  now  are  in 
agreement  that  a visit  to  the  family  dentist 
is  not  only  safe  to  the  expectant  mother  but 
it  is  essential.  Calcium  salts  are  not  drained 
from  the  mother’s  teeth  during  pregnancy, 
nor  is  her  saliva  unusually  acid.  The  decay 
rate  during  pregnancy  is  normal ; therefore, 
if  the  expectant  mother  has  an  increase  of 
dental  caries,  it  is  probably  due  to  an  in- 
crease in  the  consumption  of  sweets  and  to 
lack  of  regular  dental  treatment.  Many  dent- 
ists advise  mouth  prophylaxis  at  intervals 
of  every  three  or  four  months. 

CONCLUSIONS 

In  synopsis : Dental  Caries,  which  is  Amer- 
ica’s most  prevalent  ailment,  affecting  at 
least  95  per  cent  of  all  people,  and  costing 
about  a billion  dollars  per  year  in  dental  bills, 
should  be  the  subject  of  considerable  re- 
search. In  children  alone,  there  are  some  300 
million  decayed  teeth,  and  the  backlog  is 
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growing  at  the  rate  of  about  40  million  a 
year. 

Efforts  put  forth  by  the  Dental  Profession 
in  trying  to  combat  the  terrific  incidence  of 
dental  caries  consists  of: 

1.  Diet.  Reduce  the  consumption  of  such 
foods  as  refined  flour,  sugar,  and  other  car- 
bohydrates, and  urge  greater  consumption  of 
foods  such  as  milk,  vegetables,  fruit,  eggs, 
butter,  and  meat. 

2.  Oral  Hygiene.  The  efficient  use  of  the 
toothbrush  helps  to  keep  the  teeth  clean  and 
the  gums  in  a healthy  condition.  It  does  this 
by  washing  away  the  soil  in  which  the  little 
acid-producing  bacteria  of  the  mouth  thrive. 
The  teeth  should  be  brushed  after  every  meal 
and  after  each  snack. 

3.  Toothpastes  and  Powders.  It  is  elbow 
grease  that  cleans  teeth  and  not  toothpastes 
or  tooth-powders. 

4.  Fluoridation  of  our  public  water  sup- 
ply will  reduce  the  incidence  of  dental  decay 
in  children  as  much  as  two  thirds  of  the  ex- 
pected number  of  cavities. 

5.  Many  teeth  are  lost  by  expectant  moth- 
ers during  pregnancy  due  to  neglect.  They 
should  receive  regular  dental  inspection  and 
treatment  every  3 or  4 months,  pay  strict 
attention  to  mouth  hygiene,  and  go  easy  on 
the  sweets. 


RURAL  MEDICAL  SERVICE 

The  Rural  Medical  Service  Committee  met  Fri- 
day, October  22,  1954,  at  the  Hotel  Cornhusker, 
Lincoln,  Nebraska. 

Present  were  Drs.  Charles  Ashby,  Chm.,  Geneva; 
E.  G.  Brillhart,  Columbus;  Walter  Reiner,  Hold- 
rege;  Clyde  Kleager,  Hastings;  R.  B.  Adams,  Sec.- 
Treas.,  Lincoln;  and  Mr.  M.  C.  Smith,  Executive 
Secretary,  Lincoln. 

Dr.  Ashby  opened  the  meeting  by  reading  a letter 
from  the  officials  of  the  National  Rural  Health 
Conference  which  extended  an  invitation  to  the  com- 
mittee to  send  a guest  speaker  to  the  annual  meet- 
ing of  the  conference  February  24-26,  1955,  at  Mil- 
waukee. He  asked  the  committee  if  anyone  wanted 
to  accept  this  invitation  at  their  own  expense. 
There  were  no  volunteers.  Mr.  Smith  said  he  had 
sent  a resume  of  the  Senior  Medical  Day  program 
to  the  conference  officials  to  be  used  on  the  pro- 
gram. He  felt  that  none  of  the  committee  should 
be  expected  to  pay  their  expenses  to  the  conference 
if  they  wre  to  speak. 

The  Senior  Medical  Day  program  was  brought  up 
by  Dr.  Ashby  for  discussion.  He  read  a portion  of 
the  minutes  from  a Public  Relations  Committee 
meeting  in  which  they  had  discussed  Senior  Med- 
ical Day  with  the  thought  of  possibly  injecting 
more  public  relations  in  the  program.  Mr.  Smith 
said  the  Public  Relations  Committee  had  discussed 
the  program  with  the  thought  of  getting  more  stu- 
dent participation.  They  felt  this  could  be  accom- 
plished by  breaking  the  students  into  small  groups 
during  the  program  instead  of  one  single  body. 

Dr.  Brillhart  felt  that  the  preceptorship  program 
was  an  excellent  means  of  teaching  public  relations 
to  the  students.  He  said  that  The  Creighton  Univer- 
sity has  a public  relations  program  course  for  its 
students.  The  committee  was  in  agreement  with 
him,  but  felt  that  the  program  could  be  changed  to 
better  suit  its  purpose. 

Mr.  Smith  suggested  that  a doctor  could  be  placed 
at  each  table  during  the  evening  banquet  of  the 
Senior  Medical  Day  program.  It  would  be  his  job 
to  discuss  various  subjects  with  the  students  at  his 
table  during  the  course  of  the  dinner.  After  the 
dinner,  a question  and  answer  period  would  ensue 
in  which  the  doctors  sitting  at  the  various  tables 
would  present  the  questions  he  had  gathered  to 
the  panel  of  afternoon  speakers  seated  at  the  head 
table.  He  felt  that  the  students  would  talk  more 
freely  to  the  doctors  seated  at  their  table  than  they 
would  if  they  had  to  ask  the  question  from  the 
floor.  The  committee  was  in  agreement  with  this 
suggestion  and  felt  it  would  be  more  valuable  than 
an  after-dinner  speaker. 

Dr.  Reiner  felt  that  all  preceptors  should  be  urged 
to  attend  this  meeting,  and  that  a list  should  be 
compiled  so  there  would  be  one  doctor  assigned  to 
each  table  of  students  during  the  dinner  hour. 

The  deans  of  the  two  medical  schools  will  be  con- 
tacted and  asked  to  set  a date  for  the  1955  program. 


Now  that  it  is  possible  to  bring  dental 
varies  under  a large  measure  of  control  the 
dental  practice  of  tomorrow  will  be  drawn 
more  and  more  into  the  biological  aspects  of 
oral  medicine  and  the  concomitant  develop- 
ment of  preventative  dentistry. 

I trust  I have  here  presented  the  story  of 
Dental  Caries,  America’s  most  prevalent  ail- 
ment, in  an  enlightening  manner. 

Thanks  very  sincerely  for  your  kind  at- 
tention and  consideration. 
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Further  action  will  be  taken  on  the  program  at 
the  next  meeting. 

Meeting  adjourned. 
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Coming  Meetings 

CRIPPLED  CHILDREN’S  CLINICS— 

March  5,  Broken  Bow,  High  School 
March  19,  Alliance,  St.  Joseph  Hospital 
April  2,  Grand  Island,  St.  Francis  Hospital 
April  13,  Ainsworth,  High  School 
April  30,  Wayne,  State  Teachers  College 

ANNUAL  SESSION  OF  THE  AMERICAN  COL- 
LEGE OF  PHYSICIANS— April  25-29,  1955,  Phil- 
adelphia, Pennsylvania. 

ANNUAL  SESSION  OF  THE  NEBRASKA  STATE 
MEDICAL  ASSOCIATION— May  16-19,  1955,  Ho- 
tel Paxton,  Omaha,  Nebraska. 

MIDWEST  REGIONAL  RESEARCH  CONFER- 
ENCE OF  THE  AMERICAN  PSYCHIATRIC  AS- 
SOCIATION—April  22-23,  1955,  Nebraska  Psy- 
chiatric Institute,  Omaha,  Nebraska. 


LAKESIDE  DEVELOPS  NEW  DRUG,  DACTIL, 
DISTINCT  FROM  ORDINARY 
“ANTISPASMODICS” 

Dactil,  a new  visceral  “eutonic”  that  has  been 
found  clinically  to  relieve  pain  and  spasm  rapidly 
while  relaxing  the  viscus  and  permitting  it  to  act 
normally,  has  been  developed  by  Lakeside  Labora- 
tories, Inc.,  after  five  years  of  research,  and  made 
available  to  the  medical  profession,  it  was  announced 
by  Dr.  Harvey  L.  Daiell,  scientific  director. 

The  first  in  a series  of  piperidols  being  developed 
by  the  firm,  the  preparation  has  an  action  distinct 
from  the  usual  “antispasmodics,”  which  tend  to  pro- 
duce visceral  atony  with  consequent  side  effects. 


Organization  Section 

News  and  Views 

“DOCTOR-DRAFT”  LAW— 

President  Eisenhower  wants  the  “Doctor- 
Draft”  act  kept  on  the  books.  The  admini- 
stration, he  said  in  a special  message  to 
Congress,  recommends  that  the  law  be  ex- 
tended another  two  years  beyond  next  July 
1,  1955,  as  part  of  a three-point  military  pro- 
gram for  the  next  few  years. 

In  urging  extension  of  the  doctor  draft 
until  July  1,  1957,  the  President  made  no 
mention  of  the  $100-a-month  equalization 
pay  now  going  to  physicians  called  up  under 
the  doctor  draft. 

GOVERNMENT  HEALTH  PROJECTS— 

The  government’s  budget  included  the  fol- 
lowing projects  for  the  fiscal  year  beginning 
July  1,  1955 : 

Reinsurance.  The  actual  budget  did  not 
provide  money  for  the  administration’s  re- 
insurance plan,  but  the  President  said  that 
he  would  ask  Congress  for  25  million  dollars 
for  this  purpose  at  a later  date.  He  de- 
scribed the  reinsurance  proposal,  defeated 
last  year  in  the  House,  as  “.  . . the  best  meth- 
od yet  proposed  for  encouraging  adequate 
health  insurance  coverage  for  our  people.” 

Hill-Burton  Hospital  and  Medical  Facili- 
ties Grants.  The  budget  proposes  65  million 
dollars  for  the  regular  Hill-Burton  program 
— construction  grants  for  “complete  hospit- 
als”— and  60  million  dollars  for  the  new  pro- 
gram to  assist  rehabilitation  facilities,  diag- 
nostic and  treatment  centers,  chronic  disease 
hospitals,  and  nursing  homes.  The  60  mil- 
lion is  the  maximum  authorized  under  the 
law  and  contrasts  with  the  21  million  voted 
by  Congress  for  the  current  fiscal  year. 

VETERANS’  BENEFITS— 

The  VA  is  of  the  opinion  that  the  Presi- 
dent’s proclamation  setting  January  31, 
1955,  as  the  end  of  the  period  of  eligibility 
for  certain  veterans’  benefits  will  result  in  a 
reduction  of  care  for  non-service-connected 
disabilities.  The  order  would  eliminate  the 
following  benefits  for  any  person  joining  the 
services  after  January  31,  1955:  education, 
training,  and  loans  under  the  Korean  GI  bill ; 
vocational  rehabilitation  by  the  VA  for  the 
disabled;  compensation  and  pension  for  liv- 
ing veterans  and  dependents  of  deceased  vet- 
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erans,  medical,  hospital,  and  domiciliary 
care,  automobiles  for  the  seriously  disabled. 

The  VA  said  those  entering  the  services 
after  January  31,  1955,  will  be  entitled  to 
VA  hospitalization,  domiciliary  care,  and 
outpatient  medical  and  dental  care  only  if 
they  are  discharged  for  disabilities  incurred 
in  service  in  line  of  duty  or  if  they  are  re- 
ceiving VA  compensation  for  service-con- 
nected disabilities. 

FROM  THE  LINCOLN  STAR— 

A center  for  rehabilitation  and  schooling 
of  Nebraska’s  physically  handicapped  chil- 
dren was  proposed  recently.  It  would  be  lo- 
cated on  the  University  of  Nebraska  College 
of  Medicine  campus. 

A group  of  school  and  university  officials, 
certain  members  of  the  Legislature,  physi- 
cians, state  and  local  organizations  inter- 
ested in  improving  opportunities  for  handi- 
capped children  joined  in  the  proposal. 

Omaha  School  Superintendent  Harry  A. 
Burke  released  a report  census  of  the  various 
interested  persons.  It  called  for  a school  to 
be  built  by  the  Omaha  School  Board  on  land 
acquired  by  the  state.  The  school  would  edu- 
cate about  200  handicapped  children  includ- 
ing outstate  youngsters  admitted  on  a tuition 
basis.  It  would  also  serve  as  a training 
center  for  occupational  and  physical  thera- 
pists under  college  of  medicine  direction. 

FROM  THE  OMAHA  WORLD-HERALD— 

To  date  close  to  half-million  dollars  has 
been  spent  on  the  new  Cheyenne  County 
Memorial  Hospital,  now  nearing  its  last 
stages. 

A check  of  figures  reveals  that  approxi- 
mately 200  thousand  dollars  more  will  be 
spent  on  various  contracts  before  the  struc- 
ture will  be  opened  in  late  March  or  April. 
Thus  far  more  than  16  thousand  dollars  has 
been  raised  through  fund  drives.  The  local 
donation  goal  is  75  thousand  dollars. 

FROM  THE  OMAHA  WORLD-HERALD— 

Clearview  Home,  Douglas  County’s  one- 
time “poor  farm,”  has  been  converted  into  a 
hospital  for  the  aged  and  chronically  ill  at  a 
cost  of  about  one  thousand  dollars  per  bed. 
Cost  of  new  hospital  construction  in  these 
days  runs  as  high  as  15  thousand  dollars 


per  bed.  The  new  hospital  will  take  much  of 
the  pressure  off  County  Hospital.  It  can 
be  devoted  now  to  the  treatment  of  the  cur- 
able. The  Clearview  conversion  is  another 
example  of  the  generally  common  sense  ad- 
ministration of  Douglas  County  institutions 
under  the  direction  of  Welfare  Director  Phil 
Vogt. 

FROM  THE  HASTINGS  TRIBUNE— 

Adoption  of  former  Governor  Crosby’s 
budget  might  mean  Nebraska  could  miss  out 
on  a federal  program,  Dr.  E.  A.  Rogers,  Di- 
rector of  the  State  Department  of  Health, 
said  recently.  Mr.  Crosby,  who  recommend- 
ed a lower  appropriation  for  the  Health  De- 
partment, conceded  later  that  his  slash  may 
have  been  too  great. 

Dr.  Rogers  said  the  program  he  was  mak- 
ing reference  to  is  the  federal  medical  serv- 
ice facilities  program  which  allows  federal 
aid  for  building  nursing  homes,  diagnostic 
and  treatment  centers,  chronic  and  conval- 
escent hospitals  and  rehabilitation  centers. 
Dr.  Rogers  said  before  any  state  can  quali- 
fy for  the  money,  a survey  must  be  made. 
He  said  the  $8,000  necessary  for  the  survey 
was  trimmed  from  Crosby’s  budget. 

FROM  THE  OMAHA  WORLD-HERALD— 

Governor  Victor  E.  Anderson  plans  to  ex- 
plore the  possibility  of  selecting  a single 
state  hospital  for  a treatment  center  for 
mental  patients.  All  three  state  mental  hos- 
pitals would  continue  in  operation,  but  cur- 
able patients  could  be  concentrated  at  one 
of  the  three,  he  indicated. 

This,  he  said,  might  be  more  practical 
than  to  try  to  build  big  staffs  to  treat  and 
cure  patients  at  all  three  hospitals.  The  Gov- 
ernor emphasized  that  he  only  has  the  idea 
under  consideration  and  has  made  no  deci- 
sion. He  said  he  wants  to  discuss  it  with  the 
Governor’s  Mental  Health  Committee  and 
learn  what  other  states  are  doing  in  this  re- 
gard. 

FROM  THE  OMAHA  WORLD-HERALD— 

The  chairman  of  the  18-month-old  State 
Board  of  Health  hints  that  the  State  Health 
Department  needs  more  money,  more  em- 
ployes and  more  office  and  laboratory  space. 

Dr.  J.  E.  M.  Thomson  of  Lincoln  said: 
“The  board  intends  to  accept  full  responsi- 


March,  1955 


99 


bility  in  connection  with  programs  of  mental 
health,  prevention  of  poliomyelitis,  cancer, 
and  every  other  challenge  that  is  presented. 
“But  in  developing  any  program  we  must 
have  a qualified  personnel  and  increased 
funds.  Also,  the  lack  of  space  for  labora- 
tory research,  and  for  office  space,  forms  a 
limiting  barrier  to  our  expansion.” 

Perhaps  the  greatest  need,  the  Board  of 
Health  chairman  said,  is  to  “augment  our 
efficient  staff,”  particularly  with  an  asso- 
ciate or  deputy  director  who  could  take  over 
some  of  the  detail  work  from  State  Health 
Director  Dr.  E.  A.  Rogers. 

This  year  for  the  first  time  the  Health  De- 
partment budget  request  comes  through  the 
State  Board  of  Health. 

FROM  THE  CAMBRIDGE  CLARION— 

Sherman  Lehman,  Eustis  Korean  War 
Veteran,  is  thankful  to  be  alive — and  justi- 
fiably so,  too! 

About  midnight,  July  2,  1954,  he  was  driv- 
ing east  on  Highway  23,  when  his  car  went 
out  of  control  on  a bridge  located  three  and 
one-half  miles  east  of  Eustis.  The  car  hit 
the  end  of  the  iron  bridge  railing  which 
pierced  the  car’s  radiator,  and  the  body  of 
Sherman,  pinning  him  to  the  back  of  the  rear 
seat.  The  railing,  which  was  an  angle  iron, 
2 inches  by  2 1/2  inches,  with  a quantity  of 
wire  bent  through  a hole  at  its  end,  entered 
Sherman’s  side  near  his  appendix,  and 
emerged  through  his  back,  taking  part  of  his 
twelfth  rib  with  it.  Dr.  0.  P.  Rosenau  of 
Eustis  was  called  and  found  that  the  rail- 
ing would  have  to  be  cut  in  two  before  Sher- 
man could  be  moved.  A hacksaw  was  ob- 
tained from  the  trunk  of  the  car  of  one  of 
the  persons  discovering  the  accident  and  the 
iron  was  severed. 

Doctors  were  on  hand  at  Cozad  when  Dr. 
Rosenau  arrived  with  his  patient  and  as- 
sisted him  in  removing  the  railing  and  mak- 
ing temporary  repairs.  He  remained  at  the 
Cozad  hospital  for  12  days,  and  was  then 
taken  to  the  Veterans  Hospital  in  Omaha, 
where  he  spent  68  days.  Modest  Dr.  Rose- 
nau give  the  entire  credit  to  promptness  of 
Cozad  doctors  in  being  on  hand  to  assist  him 
when  he  arrived  at  the  hospital.  Mr.  Sher- 
man now  appears  to  be  healthy,  and  says  he 
feels  fine,  although  he  is  carrying  a scar 
about  2*4  feet  long,  which  goes  more  than 
half  way  around  his  body. 


DETAILED  PLANS  MADE  FOR  FURTHER 
VACCINATION  AGAINST  POLIO— 

The  National  Foundation  for  Infantile 
Paralysis  with  representatives  from  the 
American  Medical  Association,  the  Ameri- 
can Academy  of  Pediatrics,  the  Association 
of  State  and  Territorial  Health  Officers,  the 
American  Public  Health  Association,  and  the 
U.  S.  Department  of  Health,  Education  and 
Welfare  have  discussed  and  decided  upon  de- 
tailed plans  for  the  program  of  vaccination 
against  poliomyelitis  for  1955.  These  plans 
were  formulated  on  the  assumption  that  the 
field  trials  of  1954  will  be  reported  as  favor- 
able. Controlled  mass-vaccinations  will  be 
confined  to  children  in  the  first  and  second 
grades  and  will  be  managed  through  the  lo- 
cal health  authorities.  Vaccine  will  prob- 
ably be  available  through  commercial  chan- 
nels for  the  use  of  practitioners  in  their  pri- 
vate practices.  Further  and  more  detailed 
information  will  become  available  through 
the  State  Health  Department. 

STATE  MEDICAL  JOURNAL  ACCEPTANCE 
PARALLED  BY  INCREASE  IN  ADVERTISING— 

A report  from  the  State  Journal  Adver- 
tising Bureau  indicates  that  advertising  has 
increased  in  State  Medical  Journals  that 
form  the  membership  of  the  Bureau  by  22.3 
per  cent  in  1954.  The  following  quotation 
from  the  report  indicates  a major  reason  for 
this  increase: 

“This  progress  is  not  a result  of  increased 
advertising  rates  but  is  significant  of  great- 
er acceptance  of  our  journals,  as  advertising 
media,  by  leading  firms.  Continued  im- 
provement of  our  member  publications  dur- 
ing the  past  several  years,  both  in  reading 
content  and  format,  and  new  cover  designs 
have  played  important  parts  in  the  progress 
of  our  journals  in  regard  to  advertising 
sales.  Another  result  has  been  increased 
reader  interest  which  makes  advertising  pro- 
ductive.” 

ATOM-POWERED  PORTABLE  X-RAY 
DEVELOPED  BY  ARMY— 

According  to  a release  from  Department 
of  the  Army,  Office  of  the  Surgeon  General, 
under  date  of  Jan.  29,  we  are  informed  that 
“x-rays  of  wounded  soldiers  on  the  battle- 
field with  a newly  designed  x-ray  unit  pow- 
ered by  radioactive  thulium  will  soon  be  pos- 
sible . . .” 

This  new  unit  will  take  the  x-ray  picture 
without  electricity,  water,  or  a darkroom. 
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The  complete  unit,  weighing  only  48  pounds 
may  be  carried  on  the  back  of  the  aid-man. 
The  developer  is  a self-contained  cassette  in 
which  the  pictures  are  made  with  radio- 
sensative  paper  instead  of  film.  Operation 
of  the  apparatus  is  simple  and  the  cost  per 
unit  will  be  $200. 

A NATIONAL  SOCIETY  OF  FLYING 
PHYSICIANS— 

Interest  has  been  aroused  and  steps  tak- 
en toward  the  formation  of  a national  society 
of  flying  physicians.  About  twenty-eight 
physician-pilots  attended  the  American  Col- 
lege of  Surgeons  meeting  in  Atlantic  City 
and  twenty-four,  the  AMA  session  in  Miami. 
The  proposed  society  will  be  scientific,  edu- 
cational,  and  social.  It  is  hoped  to  promote 
greater  aviation  safety,  and  that  physician- 
flyers  will  learn  much  of  the  technical  as- 
pects of  flying  from  their  association  with 
each  other. 

The  immediate  objects  are:  compilation 
of  a complete  list  of  physician-pilots;  ap- 
pointment of  temporary  local-area  chairmen ; 
collection  of  ideas  and  suggestions;  encour- 
agement of  doctors  to  fly  to  Atlantic  City  for 
the  AMA  meeting,  June  6-10,  1955.  All  in- 
terested physician-pilots  send  name,  plane 
flown,  and  landing  field  to  local  area  chair- 
man or  to  H.  D.  Vickers,  M.D.,  25  Jackson 
Street,  Little  Falls,  New  York. 

INSECTICIDES  MAY  BE  DANGEROUS— 

The  Council  on  Pharmacy  and  Chemistry 
again  calls  attention  to  dangers  arising  from 
the  use  of  pesticides.  The  following  quota- 
tions are  taken  from  a published  report  from 
the  Committee  on  Pesticides: 

“The  experience  of  the  last  several  years  in 
the  use  of  devices  to  volatilize  insecticides 
into  the  atmosphere  of  the  homes  and  com- 
mercial establishments  has  provided  proof 
of  the  dangers  of  excessive  exposure  to  the 
vapors  and  fumes  of  lindane  (chloropheno- 
thane,  DDT)  . . . Overliberal  use,  inadequate 
ventilation,  poorly  constructed  equipment, 
and  a peculiar  sensitivity  of  those  so  in- 
jured have  been  cited  as  causative  factors. 
Accumulating  clinical  evidence  suggests  that 
initial  findings  on  toxicity  of  this  compound 
in  experimental  animals  are  not  always  con- 
vertible to  human  beings. 

“Single  doses  of  lindane  given  orally  to 
experimental  animals  have  been  reported  to 
be  moderately  toxic,  whereas  inhalation  of 
vapors  and  fumes  is  highly  toxic  . . . Re- 


cently, it  has  been  discovered  that  lindane 
is  stored  in  significant  amounts  in  the  brain 
and  functioning  liver  tissue  of  certain  spe- 
cies of  laboratory  animals  and  that  in  rela- 
tively high  doses  it  may  induce  profound  and 
long-lasting  effects  on  the  central  nervous 
system.”  (J.A.M.A.,  156:607,  Oct.  9,  1954). 

INFANT,  FETAL,  AND  MATERNAL  DEATH 
RATES  IN  THE  AMERICAS 

A report  in  Health  Statistics , a quarterly 
bulletin  published  by  the  Pan  American  San- 
itary Bureau,  gives  interesting  data  on  in- 
fant, fetal,  and  maternal  deaths  in  the  coun- 
ries  of  North,  Central,  and  South  America 
(excluding  Canada).  The  United  States  is 
far  below  any  of  the  other  countries  in  all 
categories.  For  1952,  infant  deaths  ranged 
from  28.5  per  1,000  live  births  in  the  U.S.  to 
184.6  in  Bolvia;  fetal  deaths,  from  about  18 
in  the  U.S.,  to  75.2  in  Brazil;  maternal 
deaths,  from  0.7  in  the  U.S.,  to  15.5  in  Bo- 
livia. 

AMERICAN  MEDICAL  WRITERS  ASSOCIATION 
GROWS  AND  MATURES— 

This  association  was  organized  as  the 
Mississippi  Valley  Medical  Editors’  Associa- 
tion in  1940.  There  were  five  members.  It 
was  reorganized  and  renamed  in  1948.  In 
1950,  there  were  92  members;  in  1955,  603 
members.  Great  names  in  the  field  of  medi- 
cal writing  are  to  be  found  in  its  present 
roster.  This  association  has  been  respon- 
sible for  the  institution  of  a course  in  medi- 
cal journalism  in  each  of  three  of  our  large 
universities  and  now  is  occupied  in  setting 
up  a Traveling  or  Visiting  Lectureship  on 
Medical  Writing. 

NEW  PAMPHLET  ON  CARE  OF  FEET 
IN  DIABETIC— 

A pamphlet  has  been  compiled  by  the  Ne- 
braska Association  of  Chiropodists  that  deals 
with  the  care  of  the  feet  in  the  diabetic  pa- 
tient. This  little  treatise  is  clear,  concise, 
and  couched  in  language  the  patient  can 
understand.  It  deals  with  the  subject  in  a 
thoroughly  complete  manner.  A copy  of  this 
little  booklet  will  be  of  considerable  value 
as  a supplement  to  the  instructions  the  physi- 
cian gives  his  patient.  It  is  something  that 
will  serve  to  recall  the  words  of  the  doctor 
and  as  a constant  reminder  to  the  patient 
that  the  feet  of  the  diabetic  need  constant 
care.  Copies  may  be  obtained  from  your 
chiropodist  or  by  addressing  the  Nebraska 
Association  of  Chiropodists,  401  First  Na- 
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tional  Bank  Building,  Lincoln,  or  640  City 
National  Bank,  Omaha. 

TOILET  TISSUE  TIZZY— 

For  those  readers  who  did  not  see  the  Sec- 
retary’s Letter  No.  313,  Jan.  17,  1955,  the 
following  is  quoted: 

“The  British  Medical  Journal  of  October 
30  reports  on  correspondence  between  the 
Ministry  of  Health  and  a certain  hospital 
management  committee  concerning  the  com- 
position, strength,  and  size  of  toilet  paper. 

“Here  is  the  story  as  reported  by  the 
A.M.A.  Journal  correspondent  in  England: 

“ ‘The  Ministry  takes  exception  to  the 
quality  of  the  paper  purchased  by  the  com- 
mittee. It  is  said  to  contain  20  per  cent  ‘me- 
chanical wood’  and  to  burst  at  5i/2  to  7-lb. 
pressure,  whereas  the  specified  minimum 
burst  is  at  8 lb.  Again,  the  pieces  are  6V2 
inches  long  instead  of  the  prescribed  6 
inches,  which  means,  as  a little  calculation 
shows,  that  instead  of  getting  100  pieces  in 
a roll  the  hospital  is  only  getting  92.  Even 
that  is  not  all,  for,  if  the  hospital  rolls  weigh 
12  oz.  including  the  core,  the  Stationery  Of- 
fice rolls  weigh  12  oz.  without  the  core,  an- 
other loss  of  5 per  cent  to  the  hospital. 

“The  management  committee  points  out 
that  its  12  oz.  rolls  do  exclude  the  core,  so 
that  5 per  cent  shortage  does  not  arise.  As 
for  the  length  of  the  pieces,  it  is  considered 
that  6Y2~ in.  provide  a greater  margin  of 
safety  than  6-in.  No  adverse  effects  have 
been  observed  from  using  paper  of  lower 
bursting  strength  or  including  mechanical 
wood.  The  important  thing  is  that  the  man- 
agement committee  claims  that  by  using  a 
toilet  paper  that  does  not  comply  with  speci- 
fications something  like  $560  a year  is 
saved.” 

WORLD  HEALTH  ORGANIZATION 
WANTS  MORE  MONEY— 

As  was  predicted  in  an  editorial,  page  1, 
of  the  present  volume  of  this  journal,  one 
may  expect  a bill  to  be  dropped  into  the 
House  hopper  any  day,  which,  if  passed,  will 
authorize  the  United  States  to  pay  as  much 
as  $5  million  toward  the  $10  million  dollar 
budget  of  WHO.  There  are  more  than  eighty 
member  nations.  Congress  originally  lim- 
ited the  amount  the  United  States  could  pay 
to  $3  million  and  was  so  liberal  because  some 
nations  were  so  hard-up.  Is  this  a pattern 
for  other  United  Nations  subdivisions  to  fol- 


low ? Those  who  do  not  favor  piecemeal  rob- 
bery of  the  American  tax  payers  should  con- 
tact their  Congressmen  and  make  their  ob- 
jections known. 

THE  MONTH  IN  WASHINGTON— 

A bill  that  is  not  a part  of  the  official 
Eisenhower  health  program  is  causing  a 
stir  in  Congress. 

The  bi-partisan  measure  would  provide 
$90  million  dollars  to  be  spent  over  three 
years  to  help  construct  and  equip  non-fed- 
eral  medical  research  and  laboratory  facili- 
ties. Often  in  the  past  five  years  efforts 
have  been  made  to  get  Congress  to  set  up  va- 
rious huge  new  research  programs  pointed 
at  one  disease  and  calling  for  direct  federal 
operation  of  the  project.  Without  exception 
they  have  been  turned  down,  Congress  decid- 
ing that  the  existing  National  Institutes  of 
Health  are  the  proper  vehicles  for  such  all- 
federal  research. 

The  bill  that  Congress  now  is  interested  in 
takes  a different  approach.  It  would  have 
the  federal  government  “get  in  and  get  out,” 
a system  used  successfully  in  the  Hill-Bur- 
ton hospital  construction  program.  Grants 
would  go  to  nonprofit  hospitals,  medical 
schools,  medical  laboratories  and  like  insti- 
tutions, and  the  institution  itself  would  have 
to  match  the  federal  money.  Once  the  par- 
ticular construction  had  been  completed  and 
equipped,  the  federal  government  would  re- 
linquish all  control  or  influence  over  the 
project,  as  under  Hill-Burton.  Unlike  the 
Hill-Burton  plan,  the  grants  would  go  direct- 
ly from  the  U.S.  to  the  project. 

The  Senate  sponsors  of  this  bill  carry  more 
than  ordinary  weight  within  their  own  par- 
ties. They  are  Senator  Lister  C.  Hill  (D., 
Ala.),  who  not  only  is  chairman  of  the  Labor 
and  Public  Welfare  Committee,  but  also 
heads  the  subcommittee  that  passes  on  most 
health  appropriations,  and  Senator  Styles 
Bridges  (R.,  N.H.).  The  latter  has  added 
prestige  as  chairman  of  the  Senate  Repub- 
lican Policy  Committee.  The  House  sponsor 
is  Rep.  Percy  Priest  (D.,  Tenn.),  chairman 
of  the  Interstate  and  Foreign  Commerce 
Committee,  which  like  Senator  Hill’s  com- 
mittee is  in  charge  of  most  health  bills. 

Introduction  of  specific  bills  to  implement 
the  President’s  own  health  program  disclosed 
a few  more  details  of  what  he  wants  from 
Congress,  but  generally  the  suggestions  are 
the  same  Mr.  Eisenhower  offered  in  his 
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State  of  the  Union  Message,  his  Health  Mes- 
sage and  other  earlier  statements. 

The  reinsurance  bill,  again  the  center  of 
controversy,  is  much  the  same  as  last  year’s 
bill,  but  singles  out  certain  areas  where  the 
administration  believes  reinsurance  would 
be  particularly  helpful.  They  are  the  cover- 
age of  rural  families,  greater  protection  for 
low-income  families  (including  home  and  of- 
fice calls),  and  the  insurance  of  major  medi- 
cal costs.  The  new  bill  also  makes  some 
technical  changes  designed  to  assure  that 
the  federal  government  does  not  intend  to 
regulate  the  insurance  industry. 

The  bill  for  federal  guarantee  of  private 
mortgages  on  health  facilities  follows  the 
general  lines  of  last  year’s  Kaiser-Wolverton 
plan,  but  makes  some  concessions.  For  ex- 
ample, the  new  bill  drops  the  requirement 
that  a facility  has  to  devote  most  of  its  serv- 
ices to  prepayment  plan  patients. 

As  introduced,  the  Defense  Department’s 
bill  for  more  medical  care  for  military  de- 
pendents had  no  surprises  at  all.  It  is  ex- 
actly the  same  bill  offered  last  year.  Ef- 
forts had  been  made  to  write  in  some  com- 
promises, but  these  were  given  up  for  the 
time  being.  The  major  question,  as  it  has 
been  from  the  start,  is  whether  most  depend- 
ents are  to  get  their  medical  care  from  an 
insurance  plan  such  as  is  proposed  for  other 
U.S.  employees  and  their  dependents,  or  are 
to  be  cared  for  by  uniformed  physicians  in 
military  hospitals. 

Other  parts  of  the  President’s  program, 
now  up  for  action  in  Congress,  propose  more 
money  for  the  medical  care  of  public  assist- 
ance recipients,  grants  to  states  for  training 
practical  nurses  and  for  more  advanced 
nurse  training,  and  more  research  and  train 
ing  in  mental  health. 

A surprise  Eisenhower  request  is  that  this 
country  lift  its  statutory  restriction  on  the 
amount  of  money  U.S.  may  contribute  to- 
ward the  World  Health  Organization.  Un- 
der present  law  the  U.S.  may  not  pay  more 
than  $3  million  annually.  The  administra- 
tion wants  this  ceiling  lifted  to  $5  million. 

Congress  currently  is  deciding  how  much 
money  to  allow  for  health  programs  for  the 
next  fiscal  year,  starting  July  1.  Although 
the  administration  requested  for  Mrs.  Hob- 
by’s department  only  about  what  it  is  spend- 
ing this  year  ($2  billion),  the  budget  for 
Public  Health  Service  was  upped  about  $77 
million.  Most  of  the  research  institutes  are 
scheduled  for  substantial  increases. 


Announcements 

LINCOLN-LANCASTER  MEDICAL 
CONFERENCE— 

This  conference,  The  Lincoln-Lancaster 
Medical  Conference,  will  be  held  at  the  Corn- 
husker  Hotel  in  Lincoln,  March  17th.  All 
physicians  are  cordially  invited.  The  follow- 
ing program  promises  to  make  this  an  inter- 
esting and  instructive  day. 

PROGRAM 

9 :00 — Registration 
10:25 — Welcoming  Address 
10:30 — “The  Problem  of  Obesity” 

William  McConnell  McConahey,  M.D.,  Con- 
sultant, Internal  Medicine,  Mayo  Clinic 
11:15 — “Pharmacological  and  Clinical  Aspects  of 
Reserpine” 

J.  H.  Walton,  M.D.,  Research  Department, 
Ciba  Pharmaceutical  Products,  Inc. 

12:00 — Luncheon  and  Questions  and  Answers  to  the 
Morning  Program 

2:00 — “Intestinal  Obstruction  in  Infants  and 
Children” 

F.  John  Lewis,  M.D.,  Associate  Professor  of 
Surgery,  University  of  Minnesota 
2 :30 — Discussion 

2:45 — “Etiology  and  Treatment  of  Common  Foot 
Disorders” 

Rex  L.  Diveley,  M.D.,  Professor  of  Ortho- 
pedics, University  of  Kansas 
3:15 — Discussion 
3:30 — “Diseases  of  the  Cervix” 

David  Danforth,  M.D.,  Associate  Professor  of 
Obstetrics  and  Gynecology,  Northwestern 
University 
4 :00 — Discussion 

5:40 — Social  Hour  (Ladies  invited) 

7:00 — Banquet  (Ladies  invited) 

J.  Marshall  Neely,  M.D.,  presiding 
“Medical  Application  of  Atomic  Energy” 
Shields  Warren,  M.D.,  Cancer  Research  In- 
stitute, New  England  Deaconess  Hospital, 
Boston 

PG  COURSES  AT  UNIVERSITY  OF  IOWA— 

1.  Urology  for  the  General  Practitioner — 
March  18  and  19.  One  and  one-half  days 
plus  a dinner  and  program  on  evening  of 
18th.  Infertility,  injuries  to  male  genitalia, 
benign  hypertrophy  of  prostate  and  carci- 
noma of  prostate,  useful  hints  for  manage- 
ment of  urologic  patient  by  general  practi- 
tioner, question  and  answer  period,  problems 
of  urologic  disease  in  children  will  be  some 
of  problems  discussed.  Fee,  $15. 

2.  Neurology  for  the  Practitioner — April 
6.  Latest  concepts  of  some  of  most  common- 
ly encountered  diseases  of  the  nervous  sys- 
tem will  be  discussed,  among  them,  cerebro- 
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vascular  disease,  convulsive  seizures,  menin- 
gitis, encephalitis,  and  acute  trauma  to  brain 
and  spinal  cord.  Fee,  $10. 

Communicate  with  Dr.  W.  C.  Keettel,  Di- 
rector, Postgraduate  Medical  Studies,  Office 
of  the  Dean,  State  University  of  Iowa  Col- 
lege of  Medicine,  Iowa  City,  Iowa,  for  de- 
tails. 

NO  PLAGUE  IN  TACOMA,  WASHINGTON— 

The  only  item  printed  in  English  in  the 
Weekly  Epidemiological  Report  from  W.H.O. 
(of  which  the  writer  receives  two  copies 
each  week,  one  by  air-mail,  the  other, 
franked)  states  in  one  brief  paragraph  that 
Tacoma  is  declared  free  from  plague.  The 
rest  is  in  Spanish  and  concerns  us  but  little 
less  than  the  above  information  about  Ta- 
coma. 

SURGICAL  MEETING  IN  SUN  VALLEY, 

IDAHO,  APRIL  18-20— 

Surgeons  and  members  of  the  medical 
profession  at  large  are  invited  to  attend  a 
Sectional  Meeting  of  the  American  College 
of  Surgeons  in  Sun  Valley,  April  18  through 
20,  at  Sun  Valley  Lodge.  Pediatric  Surgery, 
gynecology,  urology  and  many  phases  of 
general  surgery  will  be  discussed.  If  inter- 
ested, communicate  with  Dr.  H.  Prather 
Saunders,  40  East  Erie  St.,  Chicago  11,  111. 

TRUDEAU  SCHOOL  OF  TUBERCULOSIS, 
FORTY-FIRST  ANNUAL  SESSION— 

A course  covering  all  aspects  of  pulmon- 
ary tuberculosis  as  well  as  certain  phases  of 
other  chronic  diseases  of  the  chest  will  be 
held  at  the  Trudeau  Sanitarium,  June  1-29, 
1955.  Registrations  will  be  limited.  The 
tuition  is  $100.  A few  scholarships  are 
available.  The  Trudeau  School  of  Tuber- 
culosis has  been  approved  for  training  of 
veterans  under  Public  Laws,  and  any  veteran 
desiring  to  obtain  veteran’s  benefits  should 
clear  his  registration  with  the  VA  before  the 
session  begins.  Anyone  who  may  be  inter- 
ested may  write  to  Secretary,  Trudeau 
School  of  Tuberculosis,  Box  200,  Trudeau, 
N.Y.,  for  further  details. 

AERO  MEDICAL  ASSOCIATION,  TWENTY- 
SIXTH  ANNUAL  MEETING— 

A three-day  program  will  be  held  at  the 
Hotel  Statler,  Washington,  D.C.,  March  21- 
23.  The  detailed  program  for  these  three 
days  appears  to  be  highly  interesting  and 
instructive  to  those  interested  in  this  branch 


of  medicine.  Further  details  may  be  ob- 
tained by  writing  Robert  J.  Benford,  M.D., 
General  Chairman,  P.O.  Box  1607,  Wash- 
ington 13,  D.C. 

PAGITANE  ACOEPTED  BY  COUNCIL  ON 
PHARMACY  AND  CHEMISTRY— 

Cycrimine  Hydrochloride  (Pagitane  Hy- 
drochloride, Lilly)  has  been  accepted  by  the 
Council  as  antispasmodic  agent  “that  consti- 
tutes a useful  addition  to  the  class  of  drugs 
employed  in  the  symptomatic  treatment  of 
Parkinson’s  disease  (paralysis  agitans).” 

ATTENTION  ALL  STUDENTS  OF  CLINICAL 
HYPOXIA  (RESUSCITATION  THROUGH 
PNEUMATOLOGY)— 

The  Society  for  the  Prevention  of  As- 
phyxial  Death  Inc.  has  called  a meeting  to 
be  held  March  24,  1955  at  8 p.m.  at  the  New 
York  Academy  of  Sciences  to  celebrate  the 
completion  of  100  Courses  in  Clinical  Hy- 
poxia (Resuscitation  through  Pneumatology) . 
The  nine  hundred  students  who  have  attend- 
ed these  courses  are  invited. 

An  award  consisting  of  “Assembled  case 
records  of  rescues”  will  be  made  to  Dr. 
Paluel  J.  Flagg  who  organized  and  has  di- 
rected the  courses  since  their  inception. 

Since  many  students  have  changed  their 
addresses,  it  is  hoped  that  this  article  will 
come  to  their  attention.  Those  who  are  un- 
able to  attend  are  asked  to  participate  by 
mailing  their  case  records  of  rescues,  how- 
ever brief  these  may  be,  (diagnosis  of  the 
degree  of  asphyxia  met,  indications  for 
treatment  and  the  technique  employed  will 
suffice). 

Admission  to  the  meeting  will  be  by  card, 
indicating  class  number  and  date.  Cards 
will  be  mailed  out  as  soon  as  requested.  A 
eolation  will  be  served  after  the  meeting. 

Please  address  Secretary,  S.P.A.D.  Inc., 
2 East  63rd  Street,  New  York  City  21,  stat- 
ing “Admission  card  requested.” 

AMERICAN  GOITER  ASSOCIATION 
WILL  MEET— 

The  American  Goiter  Association  will 
hold  its  meeting,  for  1955,  at  the  Skirvin  Ho- 
tel, Oklahoma  City,  April  28-30.  The  pro- 
gram will  consist  of  papers  and  discussions 
dealing  with  the  physiology  and  diseases  of 
the  thyroid  gland. 
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CLINICAL  PATHOLOGY  AND  PATHOLOGY  OF 
PARASITIC  DISEASES:  A SHORT  COURSE— 

A short  intensive  course  on  the  laboratory 
diagnosis  and  pathology  of  parasitic  infec- 
tions will  be  presented  August  15-17,  1955, 
at  the  Louisiana  State  University  School  of 
Medicine  in  New  Orleans.  The  instruction 
and  training  will  be  of  assistance  to  patholo- 
gists who  are  preparing  for  board  examina- 
tions, to  pathologists  and  physicians  who  are 
responsible  for  the  diagnosis  of  parasitic 
infections  in  their  laboratories  and  to  tech- 
nologists engaged  in  this  specialty.  Other 
interested  physicians  are  invited.  The  fee 
will  be  $50.  The  number  of  registrants  will 
be  limited.  If  interested,  communicate  with 
Doctor  Clyde  Swartzwelder,  Department  of 
Microbiology,  Louisiana  State  University 
School  of  Medicine,  1542  Tulane  Avenue, 
New  Orleans  12,  Louisiana. 

MEDICAL  LIBRARY  ASSOCIATION  SETS 
UP  TWO  SCHOLARSHIPS— 

Two  scholarships  of  $150  each  for  a sum- 
mer course  on  Bibliography  of  Bio-Medical 
and  Physical  Sciences  at  the  University  of 
Southern  California  School  of  Library  Sci- 
ence have  been  approved  by  the  Medical 
Library  Association  in  New  York.  The  ses- 
sion will  be  from  June  20,  to  July  29.  Dead- 
line on  applications  is  April  1,  1955.  If  in- 
terested, write  at  once  to  Acting  Director, 
School  of  Library  Science,  University  of 
Southern  California,  Los  Angeles  7,  for  ap- 
plication blanks  and  further  information. 

DOCTOR  FAWCETT  TO  SPEAK  TO  LINCOLN 
CHILD  GUIDANCE  GROUP— 

Dr.  Robert  Fawcett  of  the  Mayo  Clinic 
Department  of  Psychiatry  will  speak  on  men- 
tal and  emotional  problems  of  children  at 
the  annual  meeting  of  the  Lincoln  Child 
Guidance  Center,  Thursday,  March  10,  at 
8 o’clock  in  the  Student  Union  Ballroom. 
This  meeting  is  sponsored  jointly  by  the 
Child  Guidance  Center  and  the  Community 
Service  Department  of  the  University  of  Ne- 
braska Extension  Division. 

Both  the  program  and  the  annual  dinner 
at  6 :30  in  the  Student  Union  are  open  to  the 
public.  Dinner  reservations  should  be  sent 
in  to  Mrs.  Jonathan  Waterbury,  3333  Grims- 
by Lane,  Lincoln. 

ANNUAL  POYNTER  DAY  LECTURE  AND 
POST-GRADUATE  ASSEMBLY— 

University  of  Nebraska  College  of  Medi- 
cine, March  29-30-31,  1955.  Guest  speakers 


include:  Melvin  Wahr,  M.D.,  Professor  Neu- 
rology, College  of  Physicians  and  Surgeons, 
Columbia  University;  Paul  Brunz,  M.D.,  As- 
sociate Professor  of  Obstetrics  and  Gynecol- 
ogy, University  of  Colorado;  James  Cain, 
Consultant,  Division  of  Internal  Medicine, 
Mayo  Clinic;  Amos  Christie,  M.D.,  Profes- 
sor of  Pediatrics,  Vanderbilt  University; 
Charles  Pomerat,  Ph.D.,  Professor  of  Cytol- 
ogy, University  of  Texas,  Medical  Branch, 
Poynter  Day  Lecturer.  Watch  for  detailed 
program ! 


WALTER  BRADFORD  CANNON 
(1871-1945) 


The  mortality  among  persons  with  physical  im- 
pairments has  decreased,  in  the  aggregate,  in 
about  the  same  proportion  as  that  among  standard 
risks  during  the  past  15  years,  according  to  the 
Medical  Impairment  Study  just  concluded  by  the 
Society  of  Actuaries. 

Substandard  insurance  has  grown  rapidly  in  the 
past  15  years  but  during  this  period  the  spectacular 
advances  in  medicine  and  public  health  have  raised 
many  questions  as  to  the  mortality  among  persons 
with  different  physical  impairments.  The  infor- 
mation brought  to  light  by  this  study  may  enable 
companies  to  accept  some  risks  which  have  hereto- 
fore been  declined,  and  to  charge  lower  extra  prem- 
iums for  other  conditions  where  the  facts  so  indi- 
cate, it  was  said. 

It  was  reported  that  in  the  current  study,  favor- 
able mortality  was  shown  by  persons  who  had  had 
pulmonary  tuberculosis,  by  women  who  had  reported 
female  diseases  and  conditions,  and  by  persons  who 
had  suffered  nervous  breakdowns  or  who  were  psy- 
choneurotic. A history  of  migraine  headaches  or  of 
cerebral  concussion  without  residual  damage  did  not 
indicate  that  higher  than  average  mortality  might 
be  expected. 
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Human  Interest  Tales 

Dr.  E.  K.  Steenburg,  Aurora,  has  been  appointed 
County  Health  Officer  of  Hamilton  County. 

Dr.  William  Angle,  Omaha,  was  a speaker  at  the 
Northeast  Nebraska  Cardiac  Clinic  held  in  Norfolk, 
in  January. 

Dr.  C.  H.  L.  Stehl,  Scribner,  is  the  newly  elected 
president  of  the  Memorial  Hospital  medical  staff, 
at  West  Point. 

Dr.  Rex  W.  Wilson,  O’Neill,  has  been  elected 
chairman  of  the  Holt  County  chapter  of  the  Ameri- 
can Red  Cross. 

Dr.  J.  H.  Judd,  Omaha,  has  been  elected  presi- 
dent of  the  medical  staff  of  Clarkson  Hospital  for 
the  ensuing  year. 

Dr.  William  Rumbolz,  Omaha,  was  the  guest 
speaker  at  the  February  meeting  of  the  Tri-County 
Medical  Association. 

Dr.  A.  A.  Enos  has  closed  his  practice  in  Kearney 
and  has  moved  to  Salem,  Oregon,  where  he  will 
establish  a new  practice. 

Dr.  John  L.  Gedgoud,  Omaha,  was  a guest  speak- 
er at  a recent  postgraduate  course  in  child  care  at 
Oklahoma  City,  Oklahoma. 

Dr.  R.  H.  Christensen,  Yutan,  recently  discussed 
the  subject  of  common  diseases,  at  a meeting  of  the 
Mead  Reading  Club,  in  Mead. 

Dr.  Gerald  Kuehn,  Hastings,  was  the  guest  speak- 
er at  the  January  meeting  of  the  Morton  Parent 
Teachers  Association,  in  Hastings. 

Dr.  Mary  Mac  Vean-Edmonds,  Nebraska  City,  has 
been  presented  a life  membership  by  the  Parent 
Teachers  Association  of  that  city. 

Dr.  J.  R.  Johnson,  Omaha,  has  been  named  to  the 
national  office  of  deputy  praetor  of  the  Phi  Beta 
Pi,  a professional  medical  fraternity. 

Dr.  Jerone  Rose,  Omaha,  was  the  guest  speaker 
at  a recent  meeting  of  the  Cozad  Woman’s  Club.  He 
spoke  on  the  subject  of  “Child  Psychology.” 

Dr.  J.  R.  Wells,  Grand  Island,  manager  of  the  Vet- 
erans Hospital,  is  the  new  president  of  the  Hall 
County  Medical  Society  for  the  coming  year. 

Dr.  J.  E.  M.  Thomson,  Lincoln,  recently  gave  a 
talk  before  the  American  Academy  of  Orthopedic 
Surgeons  at  their  meeting  in  Los  Angeles. 

Dr.  D.  L.  Larson,  Chappell,  has  purchased  the  of- 
fice building  of  Dr.  A.  C.  Coleman  in  this  city  and 
plans  to  move  into  his  new  offices  by  February  1. 

Dr.  R.  J.  Morgan,  Alliance,  was  a guest  speaker 
at  a program  on  “Child  Health”  which  was  held 
recently  by  the  Junior  Woman’s  Club  of  that  city. 

Dr.  Donald  Nilsson,  Omaha,  gave  a talk  on  “When 
to  Call  the  Doctor,”  at  the  Pre-School  Mothers’ 
Club  monthly  meeting  at  the  First  Christian  Church, 
in  Omaha. 

Dr.  C.  T.  Frerichs,  formerly  of  Rochester,  New 
York,  has  joined  the  Beatrice  Medical  Group,  as  an 
internist.  Dr.  Frerichs  was  raised  in  Coleridge, 
Nebraska. 


Dr.  A.  J.  Callaghan,  North  Platte,  has  been  ap- 
pointed Lincoln  County  Physician,  Health  Officer, 
and  Medical  Advisor  by  the  Board  of  County  Com- 
missioners. 

Dr.  John  L.  McFee,  Ogallala,  has  fully  recovered 
from  pneumonia  which  kept  him  hospitalized  in 
January,  following  a trip  to  the  Rose  Bowl  game 
in  California. 

Dr.  John  A.  Aita,  Omaha,  spoke  on  the  subject, 
“How  Your  Child  Can  Develop  a Healthier  Person- 
ality,” at  a monthly  meeting  of  the  Monmouth  Park 
PTA,  in  Omaha. 

Dr.  Charles  Ashby,  Geneva,  was  the  featured 
speaker  at  the  regular  meeting  of  the  Bruning  Fed- 
erated Woman’s  Club  recently.  His  subject  was 
“Mental  Health.” 

Drs.  Wilmar  and  Coll  Kamprath,  Utica,  have 
moved  into  their  newly  constructed  clinic  building. 
The  building,  which  has  10  rooms,  was  a community- 
sponsored  project. 

Dr.  Walter  M.  Gysin,  Omaha,  chief  of  neuro- 
psychiatric service  at  the  Veterans  Hospital,  has 
been  transferred  to  the  Veterans  Hospital  at  Lex- 
ington, Kentucky. 

Drs.  A.  E.  Reed,  Donald  R.  Jackson  and  W.  J. 
Dickerson,  Omaha,  have  formed  a corporation  as  a 
holding  company  for  the  Dundee  Medical  Clinic, 
5020  Dodge,  in  Omaha. 

Dr.  Wilbert  E.  Hieb  and  family  have  moved  from 
Marion,  South  Dakota,  to  Henderson  where  Dr. 
Hieb  will  be  associated  with  Dr.  H.  F.  Friesen  in 
the  practice  of  medicine. 

Dr.  L.  D.  Ericson  made  a brief  visit  to  West 
Point,  recently.  He  plans  to  resume  his  practice 
in  this  city  after  his  release  from  the  armed  forces 
in  the  latter  part  of  April. 

Dr.  David  Boyd,  secretary  of  the  American 
Board  of  Neurology  and  Psychiatry,  gave  a lecture 
recently  to  graduate  students  of  the  University  of 
Nebraska  College  of  Medicine. 

Drs.  Harry  H.  McCarthy  and  Leon  S.  McGoogan, 
Omaha,  took  part  in  the  program  of  a sectional 
meeting  of  the  American  College  of  Surgeons,  Janu- 
ary 19-20,  at  Galveston,  Texas. 

Dr.  and  Mrs.  W.  J.  McMartin,  Omaha,  have  re- 
turned home  from  a trip  to  Coronado,  California, 
where  Dr.  McMartin  attended  the  meeting  of  the 
American  Urological  Association. 

Dr.  Charles  Ingham,  Norfolk,  has  been  appointed 
health-and-safety  officer  for  the  Elkhom  Valley 
District  Boy  Scout  committee.  Dr.  Ingham  has  been 
active  in  Scouting  for  many  years. 

Dr.  R.  A.  Flebbe,  Sutherland,  was  released  from 
the  Methodist  Hospital,  in  January,  after  receiving 
medical  treatment.  Dr.  and  Mrs.  Flebbe  have  now 
returned  to  their  home  in  Sutherland. 

Dr.  R.  H.  Dickson,  Omaha,  has  been  appointed  to 
the  executive  committee  of  the  Conference  on  Mental 
Health  Clinical  Statistics.  He  is  one  of  four  mem- 
bers-at-large  of  the  national  mental  health  group. 
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Dr.  Charles  Tompkins,  Omaha,  spoke  on  “Person- 
ality Development”  in  the  first  of  a series  of  month- 
ly “Family  Understanding-  Forums”  which  was  held 
recently  at  the  St.  Paul  Methodist  Church  in  Omaha. 

Dr.  and  Mrs.  Walter  C.  Loeffler  and  family  have 
departed  from  Red  Cloud  for  their  new  home  in  Par- 
lier,  California,  where  Dr.  Loeffler  wall  be  associated 
with  his  brother,  Dr.  Fred  Loeffler,  in  the  practice 
of  medicine. 

Dr.  M.  M.  Sullivan,  Spalding,  was  an  honored 
guest  at  the  fiftieth  anniversary  celebration  of  the 
founding  of  the  K.  of  C.  Council  No.  938  of  Colum- 
bus, Nebraska.  Dr.  Sullivan  is  a charter  member 
of  the  organization. 

The  National  Foundation  for  Infantile  Paralysis 
made  a grant  of  $30,429  to  the  Creighton  Univer- 
sity School  of  Medicine,  recently,  to  help  finance 
the  polio  rehabilitation  center  at  St.  Joseph’s  Hos- 
pital. The  center  is  one  of  13  sponsored  by  the 
foundation. 

Dr.  R.  E.  Benner,  Ogallala,  formerly  with  the 
Ogallala  Medical  Clinic,  has  opened  a private  office 
for  the  practice  of  medicine  in  that  city.  He  will 
share  a reception  room  with  Dr.  Carl  Cornelius  who 
has  recently  opened  his  office  for  the  practice  of 
medicine  in  Ogallala. 

Dr.  Vincent  Moragues,  Omaha,  is  co-author  of  a 
book  on  heart  ailments.  Entitled  “Cardiac  Ano- 
malies,” it  is  published  by  the  William  & Winkins 
Company.  The  other  co-author  of  the  book  is  Dr. 
Chester  P.  Lynxwiler,  Assistant  Professor  of  Pedi- 
atrics at  St.  Louis  University. 

Dr.  Mason  E.  Lathrop,  formerly  of  Wahoo,  was 
recently  given  an  honorary  position  of  Chief  of 
Staff  Emeritus  of  the  Saunders  County  Community 
Hospital  by  the  hospital  board  at  their  monthly 
meeting.  The  resolution  was  sent  to  Dr.  Lathrop 
who  is  now  practicing  in  Santa  Monica,  California. 

The  University  of  Nebraska  College  of  Medicine 
was  host  to  doctors  of  this  area,  in  January,  at  an 
obstetrical  and  gynecological  clinic.  The  two-day 
meet  featured  guest  speakers  Dr.  Robert  Wise  and 
Dr.  Donald  Freeman,  both  of  the  University  of 
Minnesota  Medical  School.  Nebraska  doctors  who 
also  spoke  were  Drs.  Roy  G.  Holly  and  Maurice 
Grier  of  Omaha  and  Dr.  Harold  Morgan  of  Lincoln. 


The  Woman's  Auxiliary 

The  Convention  Planning  Committee  of 
the  Nebraska  State  Medical  Auxiliary  will 
meet  at  the  home  of  Mrs.  Edwin  Lyman, 
President  of  the  Douglas  County  Woman’s 
Auxiliary,  for  a luncheon  on  February  24th 
in  Omaha.  The  group  will  make  plans  for 
the  Woman’s  Auxiliary  to  the  Nebraska 
State  Medical  Association’s  30th  annual 
meeting  to  be  held  at  the  Paxton  Hotel,  May 
16th  to  19th. 

Mrs.  Isaiah  Lukens,  IV,  of  Tekamah,  state 
president,  and  Mrs.  Lynn  Sharrar  of  Lin- 


coln, president-elect,  will  be  out-of-town 
guests. 

The  Dawson  County  Auxiliary  met  Janu- 
ary 10th,  following  a joint  dinner  with  the 
doctors,  with  Mrs.  Sam  Perry  in  Gothen- 
burg. Plans  were  discussed  for  a special 
luncheon,  during  the  spring,  at  which  time  it 
is  hoped  to  have  the  president  of  the  state 
auxiliary  as  a guest. 

Mrs.  B.  W.  Pyle,  county  “ Today’s  Health ” 
chairman,  reported  that  we  can  receive  cred- 
it for  57  gift  subscriptions  and  club  sub- 
scriptions during  the  last  month,  with  a 
promise  of  more  club  subscriptions.  The 
Cozad  nurse  recruitment  chairman  reported 
on  a tea  for  prospects,  and  plans  were  made 
for  further  recruiting  in  the  county.  Four- 
teen members  were  present. 

The  Hall  County  Medical  Auxiliary  met  at 
St.  Francis  School  of  Nursing,  in  January, 
to  work  on  physical  therapy  toys.  These 
toys  are  for  the  use  of  physically  handi- 
capped children  in  the  special  classroom  at 
West  Lawn  School.  Mrs.  John  G.  Woodin 
is  chairman  of  the  committee.  Chairman  of 
the  hostess  committee  was  Mrs.  S.  F.  Nabity. 

Congratulations  to  Mrs.  J.  F.  Lucas,  Oma- 
ha, Nebraska.  She  was  elected  January  18, 
vice  president  of  the  Nebraska  State  School 
Boards  Association  at  the  annual  convention 
in  Lincoln.  The  vice  president  automatical- 
ly becomes  president  the  following  year. 
Mrs.  Lucas  will  then  be  the  first  woman 
ever  elected  president  of  that  organization. 
We  are  proud  of  Mrs.  Lucas’  many  activities 
in  civic  work  as  an  auxiliary  member. 

The  Lancaster  County  Medical  Auxiliary 
met  at  a sandwich-coffee  luncheon,  Febru- 
ary 7th,  at  Lincoln  General  Hospital.  Guests 
were  nurses  from  all  of  the  Lincoln  Hos- 
pitals. An  accessory  style  show  was  pre- 
sented by  one  of  Lincoln’s  stores. 

Start  to  plan  now  to  attend  the  state  con- 
vention in  Omaha,  May  16th  to  19th. 

MRS.  DONALD  F.  PURVIS, 

State  Publicity  Chairman. 


At  one  time  almost  all  children  in  New  York 
City  had  been  infected  by  the  tubercle  bacillus  before 
they  finished  grammar  school;  now  only  about  10 
per  cent  are  found  to  be  reactors  to  the  tuberculin 
test  by  12  years  of  age.  Haven  Emerson,  M.D.,  NTA 
Bulletin,  May,  1954. 
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Know  Your 
Blue  Shield  Plan 


Nebraska  Blue  Cross  Blue  Shield  will  be  among 
the  exhibitors  at  the  health  fair,  “To  Your  Health” 
to  be  held  in  the  new  Omaha  Civic  auditorium 
March  18-20  under  sponsorship  of  the  Omaha  Junior 
Chamber  of  Commerce.  Nearly  a hundred  health 
organizations  will  be  represented. 

To  promote  Individual  (Non-Group)  enrollment 
over  the  state,  Blue  Cross-Blue  Shield  will  conduct 
a number  of  community  enrollment  campaigns  this 
year.  Newspaper  advertisements  and  posters  will 
be  used  to  publicize  the  drives  in  each  community, 
and  enrollment  headquarters  will  be  set  up  at  hos- 
pitals. As  a feature  of  these  local  campaigns, 
enrollees  will  not  be  charged  the  usual  enrollment 
fees  ($2  for  Blue  Cross  and  $2  for  Blue  Shield). 

SERVICE  SUMMARY,  1954- 
Number  of  Claims  Paid, 

Blue  Cross  Blue  Shield 

Jan.  1,  1954  - Jan.  1,  1955__  38,598  67,816 

Amount  Paid  for  Claims, 

Jan.  1,  1954  - Jan.  1,  1955__$2,598,511  $1,892,033 

Membership,  Jan.  1,  1955 214,388  190,227 

The  list  of  physicians  who  have  signed  as  Par- 
ticipating Physicians  for  the  Preferred  Blue  Shield 
service  membership  continues  to  grow.  Many  re- 
turned their  signed  agreements  in  response  to  the 
final  canvass  made  recently  by  the  Prepayment 
Medical  Care  Committee  of  the  Nebraska  State 
Medical  Association.  In  a letter  to  doctors  who  had 
not  signed,  the  committee  urged  the  return  of 
agreements  by  March  1,  when  the  new  Roster  of 
Participating  Physicians  will  be  assembled  for  pub- 
lication. 

Reminder:  Your  Blue  Shield  report  of  service 

should  give  all  the  facts  and  details  which  you  would 
require  if  you  were  responsible  for  authorizing  the 
payment  of  the  claim. 

How  doctors’  secretaries  can  promote  good  pub- 
lic relations  for  the  medical  profession  was  discussed 
at  two  dinner  meetings  held  recently  in  Omaha  for 
the  office  personnel  of  members  of  Omaha-Douglas 
County  Medical  Society.  The  meetings  were  co- 
sponsored by  the  medical  society  and  Blue  Cross 
Blue  Shield.  Representatives  of  both  organizations 
participated  in  the  program  and  conducted  group 
discussions. 


THUMB  POSITION  INDICATES 
SOURCE  OF  PARALYSIS 

The  opposibility  of  the  thumb,  one  of  the  unique 
features  that  distinguishes  man  from  the  animals, 
also  may  be  an  important  clue  in  diagnosing  brain 
paralyses. 

A Philadelphia  psychiatrist  and  neurosurgeon  re- 
ports that  some  cases  can  be  tentatively  diagnosed 
almost  as  soon  as  the  patients  walk  into  the  office 
— just  by  looking  at  their  thumbs. 


Dr.  Temple  Fay  describes  his  simple  thumb  tests 
in  the  Journal  of  the  American  Medical  Association 
(June,  1954). 

Since  specific  parts  of  the  brain  control  specific 
muscles  and  movements,  an  abnormal  position  of 
the  thumb  in  relation  to  the  fingers  as  well  as  to 
the  hand  and  wrist  during  walking  is  characteristic 
of  types  of  paralysis,  he  said. 

“Procedures  that  tend  toward  more  definite  local- 
ization of  a lesion  often  lead  to  a more  specific 
diagnosis  and  consequent  appropriate  and  special- 
ized treatment,”  he  said. 

The  thumb  tests,  roughly,  can  separate  patients 
who  have  disturbances  of  the  spinal  cord,  the  cere- 
bellum, which  controls  movement  coordination,  or 
the  nervous  structure.  Tentative  diagnoses  can  be 
made  quickly  for  such  disorders  as  encephalitis, 
multiple  sclerosis,  meningitis  or  arteriosclerosis. 

For  example,  an  inflammation  of  the  spinal  cord 
such  as  poliomyelitis  may  enable  a patient  to  place 
the  tip  of  the  thumb  completely  back  of  the  knuckle 
of  the  index  finger.  “Double  jointed”  persons  can 
almost  do  this,  but  not  without  force. 

A thumb  drawn  into  the  palm  of  the  hand  may  in- 
dicate spastic  paralysis.  Patients  with  central  brain 
conditions  such  as  shaking  palsy  or  Parkinson’s  dis- 
ease cannot  repeatedly  and  rapidly  touch  the  tip 
of  the  thumb  to  the  tip  of  the  index  or  middle 
finger. 

With  multiple  sclerosis  or  defects  of  the  part 
of  the  brain  which  controls  movement  coordination, 
the  patient,  with  eyes  closed,  cannot  touch  the 
thumb  to  the  tip  of  the  nose. 

However,  Dr.  Fay  notes  that  this  test  may  not 
work: 

“This  procedure  has  often  been  too  well  practiced 
(by  some  patients  in  childhood  for  other  purposes) 
and  the  index  finger  may  be  required  as  a substi- 
tute.” 


ASPIRIN  CALLED  BEST  DRUG 
FOR  MILD  HEAD  INJURIES 

“Aspirin  is  the  best  drug  for  managing  the  ord- 
inary restlessness,  irritability  and  headache”  which 
follow  mild  head  injuries  in  children,  according  to 
Dr.  Donald  D.  Matson,  Boston  neurosurgeon  and 
assistant  professor  of  surgery  at  Harvard  Medical 
School. 

When  necessary,  Dr.  Matson  writes  in  Postgrad- 
uate Medicine  (3:16,  1954),  a physician  may  pre- 
scribe small  amounts  of  Demerol  or  of  codeine  to 
supplement  aspirin.  As  a general  rule,  he  cau- 
tions against  the  use  of  barbiturates. 

Treatment  of  shock  is  a vital  measure  in  all  head 
injuries.  The  procedure  usually  effective  in  mild 
injuries  includes:  relief  of  pain  with  aspirin,  simple 
warmth,  reassurance  and  quiet.  If  treatment  is 
carried  out  at  home,  parents  should  observe  the 
child’s  alertness,  motion  of  extremities  and  equality 
of  pupils  at  set  intervals. 

It  is  difficult  for  doctors  to  differentiate  an  in- 
consequental  bump  from  potentially  critical  cranio- 
cerebral trauma  in  the  acute  phase  of  injury,  Dr. 
Matson  states.  Buth  superficial  and  serious  head 
injuries  in  children  may  result  in  momentary  stupor, 
furious  crying,  pallor  and  vomiting,  followed  by 
drowsiness  and  irritability. 


108 


Nebraska  S.  M.  J. 


ELECTRON  PHOTOMICROGRAPH 


SPhe/ifeccccub  fi ucaenek  36j00o  x 

Streptococcus  pyogenes  is  a Gram  positive  organism  commonly  involved 
in  a great  variety  of  pathologic  conditions,  including 
scarlet  fever  • tonsillitis  • pharyngitis  • otitis  media  • sinusitis 
bronchopulmonary  disease  • pyoderma  • empyema  • septicemia  • meningitis 
mastoiditis  • vaginitis  • rheumatic  fever  • acute  glomerulonephritis 

It  is  another  of  the  more  than  30  organisms  susceptible  to 
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ASPIRIN  AND  HORMONE  TREATMENT 
SUGGESTED  IN  RHEUMATIC  FEVER 

Early  treatment  of  rheumatic  fever  with  aspirin 
combined  with  one  of  the  adrenal  or  pituitary  hor- 
mones was  suggested  at  Bethesda,  Md.,  Nov.  4,  1954, 
as  more  effective  than  either  drug  alone  in  sup- 
pressing inflammation  of  the  heart. 

Use  of  the  hormone,  however,  should  be  limited 
to  as  short  a period  as  appears  clinically  helpful, 
two  New  York  doctors  reported  to  the  First  Interim 
Scientific  Session  of  the  American  Rheumatism  As- 
sociation, holding  a one-day  meeting  at  the  Na- 
tional Institute  of  Arthritis  and  Metabolic  Diseases. 
Administration  of  an  adrenal  or  pituitary  hormone 
over  a long  period  “may  result  in  serious  toxicity,” 
according  to  Dr.  Edward  E.  Fischel  of  the  Bronx 
Hospital,  and  Dr.  Charles  W.  Frank  of  the  Presby- 
terian Hospital. 

On  the  other  hand,  they  said,  short-term  therapy 
with  the  hormones  cortisone,  hydrocortisone  or 
ACTH  is  almost  always  followed  by  a flareup  of 
rheumatic  inflammation.  To  guard  against  such 
flareups,  they  recommended  prolonged  and  unin- 
terrupted use  of  aspirin. 

Rheumatic  heart  disease  occurs  in  all  age  groups, 
with  the  peak  incidence  between  the  ages  of  six 
and  nine.  Because  symptoms  are  generally  few,  and 
difficult  to  recognize,  it  is  the  leading  cause  of 
death  in  children. 

Most  of  30  patients  treated  by  the  two  doctors 
benefitted  from  the  combined  drug  treatment,  the 
scientific  meeting  was  told.  It  was  pointed  out 


that  the  action  of  the  two  drugs  appeared  to  be 
complementary  in  suppressing  inflammation  of  the 
heart.  Aspirin  was  then  able  to  maintain  that  con- 
dition after  use  of  the  hormone  was  discontinued,  it 
was  felt. 

Drs.  Fischel  and  Frank  made  their  study  follow- 
ing release  in  1953  of  a preliminary  report  of  a 
cooperative  British  and  American  study  comparing 
the  effects  of  aspirin,  ACTH  and  cortisone  in  rheu- 
matic fever.  Findings  in  that  report  indicated  no 
substantial  differences  in  the  acute  response  of  the 
patients  to  the  three  drugs. 

The  meeting  in  Bethesda  was  the  first  sponsored 
by  the  American  Rheumatism  Association  at  which 
the  emphasis  was  placed  on  research,  rather  than 
clinical,  findings.  Forty-three  scientists  participated 
in  the  session  and  heard  17  papers  read. 


The  value  of  the  routine  roentgenographic  ex- 
amination of  the  chests  of  all  patients  admitted  to 
general  hospitals  has  been  recognized  for  almost  30 
years,  and  its  advantages  over  other  case-finding 
methods  have  been  pointed  out  repeatedly.  Yet, 
until  quite  recently  the  major  emphasis  has  been  on 
the  mass  chest  roentgenographic  survey,  such  as 
those  conducted  in  various  cities  throughout  the 
country  by  the  Public  Health  Service  in  conjunction 
with  the  local  health  organizations.  George  Jacob- 
son, M.D.,  and  Denis  C.  Adler,  M.D.,  Am.  Rev. 
Tuber.,  June,  1954. 
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Shigella  dysenteriae  (Shiga’s  bacillus)  is  a 
Gram-negative  organism  which  causes 

bacillary  dysentery. 


It  is  another  of  the  more  than  30  organisms  susceptible  to 
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SALT  RETENTION  IN  NEPHROSIS 

Stimulated  by  strong  evidence  that  salt  retention 
is  the  basis  for  edema  in  congestive  heart  failure 
and  many  other  diseases,  recent  research  has  now 
established  that  salt  retention,  not  protein  loss,  is 
extremely  significant  in  nephrosis  as  well.  This  is 
the  thesis  of  a major  article  published  in  the  Aug- 
ust 23,  1954,  issue  of  Diuretic  Review,  distributed  to 
the  profession  by  Lakeside  Laboratories,  Inc.,  of 
Milwaukee. 

The  article  contends,  moreover,  that  glomerular 
function  must  be  depressed  in  nephrosis,  contrary  to 
widely  held  professional  opinion.  Although  some 
measurements  have  suggested  normal  glomerular 
function,  an  evalulation  of  published  reports  is  said 
to  indicate  that  this  function  must  be  depressed 
first  to  account  for  later  salt  retention  and  edema. 
The  obvious  tubular  changes  and  consequent  pro- 
tein loss  cannot  completely  explain  these  conditions, 
the  paper  tries  to  point  out. 

Entitled  “The  Origin  of  Edema  in  Nephrosis: 
Implications  for  Diuretic  Therapy,”  the  paper  con- 
cludes, “Whatever  the  basic  mechanism  of  retention 
in  nephrosis  may  be,  sodium  retention  is  an  unvary- 
ing concomitant  of  nephrosis.” 

Nephrosis  is  a disease  primarily  of  children  in 
the  age  group  of  one  to  six.  Its  origin  is  unknown. 
It  is  marked  by  a generalized  swelling  of  the  body, 
without  high  blood  pressure  or  blood  in  the  urine. 
Before  the  development  of  some  of  the  newer  pharm- 
aceuticals, nephrosis  was  sometimes  fatal,  usually  as 
a result  of  secondary  infection. 


Several  controversial  approaches  have  recently 
engaged  many  research  people.  In  one  area,  an 
attempt  has  been  made  to  consider  nephrosis  as  a 
condition  involving  the  entire  body,  especially  the 
endocrines,  with  the  kidney  changes  secondary.  In 
another,  the  significance  of  changes  in  the  cup-like 
glomerulus  and  the  stem-like  tubule  of  the  kidney 
are  being  evaluated  concurrently,  with  varying  de- 
grees of  emphasis  on  each. 


DON’T  RUB  SNOW  ON  FROSTBITE 

The  time-honored  custom  of  rubbing  frostbite  with 
snow  is  outdated,  according  to  Drs.  V/.  0.  Kleitsch 
and  E.  K.  Connors,  Creighton  University  School  of 
Medicine,  in  a report  in  Postgraduate  Medicine 
(16:191,  Sept.,  1954).  Today’s  accepted  treatment 
consists  of  rapid  thawing  of  the  frozen  areas  by 
baths  somewhat  above  body  temperature,  they  state. 

After  thawing  takes  place,  the  investigators  rec- 
ommend drying  the  extremity  and  spraying  it  with 
an  aqueous  solution  of  the  antibacterial  agent,  Fura- 
cin(R),  which  is  described  as  having  a “therapeutic 
spectrum  peculiarly  effective  in  the  control  of  skin 
organisms.”  Avoid  greasy  or  oily  applications,  the 
authors  advise,  as  they  may  lead  to  maceration  and 
infection. 

After  necrotic  tissue  is  removed  and  defects  are 
closed  by  appropriate  trimming  of  the  skin  flaps, 
Furacin  gauze  dressings  are  applied.  The  article 
reports  on  several  cases  in  which  this  therapy  was 
employed  with  excellent  results. 
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EDITORIAL 

GUEST  EDITORIAL 

The  American  Cancer  Society, 
Nebraska  Division 

OUR  PROGRAM  IN  RESEARCH 
AND  EDUCATION 

The  annual  campaign  of  the  American 
Cancer  Society  comes  in  April,  Cancer 
Month.  As  physicians  we  should  be  in- 
formed about  the  activities  of  the  Society 
relating  to  medical  research,  education,  and 
service  in  Nebraska.  Twenty-five  cents  of 
each  dollar  contributed  goes  directly  into  re- 
search at  the  national  level  conducted  in  such 
institutions  as  Memorial  Hospital  at  New 
York  City,  the  Jackson  Laboratories,  and 
other  research  centers  of  international  re- 
nown. Ten  thousand  dollars  or  more  goes 
each  year  into  the  Cancer  Programs  of  the 
University  of  Nebraska  and  the  Creighton 
University  Colleges  of  Medicine.  A fur- 
ther ten  thousand  has  been  currently  allo- 
cated for  cancer  research  in  Nebraska  to  be 
assigned  by  the  Medical  and  Scientific  Com- 
mittee of  the  Nebraska  Cancer  Research  and 
Education  Society,  Dr.  J.  R.  Schenken, 
Chairman.  Applications  with  statement  of 
projects  are  invited. 

Five  thousand  dollars  is  allocated  to  cover 
the  various  Tumor  Clinics  maintained  at 
Norfolk,  Fremont,  Lexington,  North  Platte, 
McCook,  Nebraska  City,  Lincoln  and  Oma- 
ha. Indigent  patients  are  cared  for  through 
the  hospitals  and  clinics  associated  with  the 
University  of  Nebraska  and  Creighton  Uni- 
versity Colleges  of  Medicine.  The  Visiting 
Nurses  Association  received  $1,500  annually 
for  promotion  of  their  home  nursing  pro- 
gram. No  professional  fees,  hospital  bills  or 
medical  care  costs  are  paid  by  the  Society. 
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A service  program  in  cancer  would  rapidly 
become  uncontrollable  and  would  detract 
from  the  program  in  research  and  education 
which  is  our  only  long  range  promise  of  ef- 
fectively reducing  disability  and  death  from 
cancer. 

Postgraduate  symposia  supported  by 
funds  from  the  Nebraska  Division  of  the 
American  Cancer  Society  are  being  organ- 
ized by  the  Cancer  Committee  of  the  Nebras- 
ka State  Medical  Association  under  Dr.  Bur- 
ton Bancroft,  Chairman.  It  is  proposed  that 
four  all  day  symposia  be  held,  one  day  at 
each,  Norfolk,  North  Platte,  Scottsbluff, 
and  McCook,  in  1955,  comparable  to  the  very 
successful  meeting  held  last  year  at  Kearney. 
Furthermore  a speaker  on  cancer  will  be 
supplied  to  the  postgraduate  lecture  team 
which  will  circulate  through  an  outstate  cir- 
cuit for  one  week  as  in  past  years.  A two- 
day  postgraduate  symposium  on  oral  cancer 
sponsored  by  the  Nebraska  State  Dental  So- 
ciety in  cooperation  with  the  University  of 
Nebraska  Dental  College  in  Lincoln  and  the 
Creighton  University  Dental  College  in  Oma- 
ha, is  also  supported  by  the  Nebraska  Divi- 
sion of  the  American  Cancer  Society. 

The  bi-monthly  monograph  “CA”  and  also 
the  “Cancer  Bulletin”  are  distributed  to  all 
registered  physicians  in  the  State  of  Ne- 
braska. Monographs  on  cancer  and  cancer 
abstracts  are  distributed  to  the  junior  and 
senior  medical  students  at  Creighton  and 
Nebraska.  A library  of  sound-movie  films 
is  maintained  for  use  by  the  medical  pro- 
fession and  by  the  Cancer  Teaching  Pro- 
grams of  our  twTo  medical  schools.  Films 
available  include  Early  Diagnosis  of  Can- 
cer, Gastrointestinal  Cancer,  Cancer  of  the 
Lung,  Early  Diagnosis  of  Cancer  of  the 
Breast,  Cancer  of  the  Uterus  and  others 
which  will  be  mailed  to  any  Medical  Society 
on  request  to  the  American  Cancer  Society 
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office,  4201  Dodge  Street,  Omaha  5,  Ne- 
braska. 

The  program  for  lay  education  is  being 
expanded  under  Mrs.  Sadie  Houlton,  Execu- 
tive Secretary  and  her  field  worker,  Miss 
Carol  Feuerstein.  Volunteer  workers  are 
enlisted,  educational  literature  is  distributed 
and  sound-movies  are  shown  before  clubs, 
church  groups  and  employee  groups  empha- 
sizing the  early  signs  and  importance  of 
early  treatment  of  cancer.  The  film  “Self 
Examination  of  the  Breast”  has  now  been 
shown  to  thousands  of  women  throughout  the 
State  of  Nebraska  and  should  eventually  re- 
duce death  rate  from  cancer.  One  of  the 
main  values  of  the  financial  campaign  is 
associated  educational  publicity,  alerting  an 
awareness  in  the  public  as  to  the  early  signs 
which  should  take  them  to  their  doctor  for 
further  evaluation.  As  physicians  we  must 
give  considerate  attention  to  all  problems 
and  questions  of  our  patients  and  provide 
an  adequate  examination  such  as  they  have 
now  come  to  expect  and  require  for  the  ex- 
clusion or  earlier  diagnosis  of  cancer. 

HOWARD  B.  HUNT,  M.D.,  Chairman, 
Executive  Committee  of  Nebraska 
Division,  American  Cancer  Society. 

LANCASTER  COUNTY  TUMOR 
CONFERENCE 

By  virtue  of  the  beneficence  of  Mr.  George 
0.  England,  a certain  sum  of  money  from  his 
estate  was  bequeathed  to  the  American  Can- 
cer Society  “for  the  use  and  benefit  of  the 
Lancaster  County  Chapter,  division,  or  unit 
thereof.”  The  manner  in  which  the  Lan- 
caster County  Medical  Society  conducts  its 
cancer  clinics,  the  cost  of  which  is  defrayed 
in  part  by  this  “England  Fund,”  may  be  of 
interest,  especially  in  connection  with  Doc- 
tor Howard  Hunt’s  accompanying  editorial. 

Because  the  amount  of  money  now  avail- 
able is  distinctly  limited,  it  is  necessary  to 
use  our  funds  with  as  much  economy  as  is 
consistent  with  maximum  benefit  — neither 
so  miserly  nor  so  extravagantly  as  to  be 
wasteful.  Years  of  experience  conducting 
The  Lincoln  Hospitals’  Tumor  Conferences, 
a cooperative  venture  by  the  hospitals  of  Lin- 
coln, without  funds,  provided  a useful  back- 
ground of  information.  This  experience  af- 
forded a framework  upon  which  to  formu- 
late our  procedure  so  as  to  provide  the  great- 
est benefit  to  the  patients  and  the  most  edu- 
cational value  for  the  physicians,  at  the  least 
possible  cost. 


We  call  our  cancer  clinics  “Tumor  Confer- 
ences” in  order  to  leave  the  disturbing  word 
cancer  unsaid  so  far  as  the  patient  is  con- 
cerned. These  “Conferences”  are  held  each 
Wednesday  at  8 :00  a.m.  for  three-quarters  of 
the  year,  September  1 to  May  31.  They  are 
rotated  every  three  months  between  the 
three  hospitals  that  act  as  hosts — St.  Eliza- 
beth’s, Bryan  Memorial,  and  Lincoln  Gen- 
eral. The  summer  quarter  is  utilized  for 
follow-up  studies  and  to  complete  many  un- 
finished items  of  work. 

The  society  employes  a full-time  secretary 
whose  time  and  attention  are  devoted  entire- 
ly to  this  activity.  It  is  her  task  to  arrange 
the  programs;  to  send  out  all  notices;  to 
make  tape  recordings  of  all  case-presenta- 
tions and  discussions;  to  transcribe  the  re- 
cordings and  furnish  a copy  thereof  to  each 
participating  hospital;  to  file,  index,  and 
cross-index  these  transcriptions  and  all  other 
pertinent  data  about  each  case;  and,  finally, 
to  follow  each  case  to  its  conclusion,  filing  an 
adequate  record  of  its  progress. 

Each  physician  who  presents  a case  is 
asked  to  complete  and  to  file  with  the  secre- 
tary a form  adapted  from  the  list  of  appro- 
priate forms  suggested  by  the  American  Col- 
lege of  Surgeons.  This  also  becomes  a part 
of  the  permanent  record.  A pathologist  and 
a radiologist  are  present  at  each  conference 
to  display  specimens,  lantern  slides,  micro- 
scopic slides,  and  x-ray  films,  as  well  as  to 
enhance  the  educational  and  consultative 
features  of  each  discussion. 

The  secretary  has  her  headquarters  at  the 
offices  of  the  county  medical  society.  It  is 
here  that  all  records  and  indices  are  kept  on 
file.  This  accumulation  of  data  is  certain 
to  grow  in  value  as  the  years  pass.  It  will 
become  a storehouse  upon  which  members 
of  the  society  may  draw  at  will  for  study, 
for  comparison,  and  for  publication. 

In  setting  up  the  procedures  to  be  followed 
in  conducting  the  clinics  a rather  broad 
framework  of  rules  and  regulations  was 
drawn  up.  The  general  rules  were  form- 
ulated with  an  eye  to  satisfying  the  re- 
quirements of  the  College  of  Surgeons  as 
well  as  to  insure  a constancy  of  certain 
fundamentals.  At  the  same  time,  sufficient 
latitude  was  permitted  so  that  each  hospital 
might  have  leaway  to  express  its  own  ideas 
or  to  introduce  new  features. 
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Changing  Attitudes  Towards 

Cesarean  Section * 


The  incidence  of  cesarean  section  in  teaching-hos- 
pitals has  increased  more  than  sixty  per  cent  in  the 
past  ten  years.  Ready  availability  of  blood,  anti- 
biotics and  chemotherapeutic  agents,  and  operators 
who  are  better  trained,  coupled  with  the  low-cervical 
type  of  operation  have  increased  the  safety  of  the 
procedure.  The  author  relates  the  indications  as  ac- 
cepted at  present,  incidentally  pointing  out  some  of 
the  contraindications,  for  cesarean  section.  He  then 
briefly  relates  certain  of  the  important  adjuncts  such 
as  type  of  anesthetic  agent,  choice  of  procedure  and 
estimation  of  fetal  maturity. 

EDITOR 

THE  TREND  toward  an  increas- 
ing incidence  of  cesarean  sect- 
tion  is  uniform  over  the  entire 
country.  As  recently  as  ten  years  ago,  an 
average  cesarean  incidence  of  two  to  three 
per  cent  was  considered  normal.  The  hos- 
pital accreditation  standards  for  good  ob- 
stetric departments  were  based  on  these 
figures.  Recently,  most  teaching  institu- 
tions have  had  a cesarean  section  incidence 
in  the  neighborhood  of  five  per  cent.  There 
have  been  many  contributing  factors  to  this 
increase.  The  availability  of  blood  on  short 
notice  from  blood  banks  in  practically  all 
large  institutions  and  the  advent  of  chemo- 
therapy and  antibiotics  have  made  the  oper- 
ation a considerably  safer  one.  The  people 
now  performing  cesarean  sections  usually 
have  more  and  better  training.  The  increas- 
ing popularity  of  the  low  cervical  section 
has  also  contributed  to  the  safety  of  the 
operation. 

At  Colorado  General  Hospital,  the  teach- 
ing hospital  for  the  University  of  Colorado 
School  of  Medicine,  the  cesarean  section 
incidence  over  the  past  twenty  years  has 
been  doubled.  At  the  same  time,  the  general 
maternal  and  fetal  loss  from  cesarean  sec- 
tion has  abruptly  declined.  Maternal  morta- 
lity figures  are  misleading  but  most  reports 
on  cesarean  sections  range  from  a low  of 
two  tenths  of  one  per  cent  to  a high  of  one 
per  cent.  At  St.  Luke’s  Hospital  in  Denver, 
the  largest  obstetric  service  in  the  state  of 
Colorado,  there  is  one  series  of  fourteen 
hundred  consecutive  cesarean  sections  with 
no  maternal  mortality.  This  discussion  will 
be  concerned  with  eight  indications  which 
are  commonly  used  as  an  excuse  for  cesarean 
section. 

•Presented  at  Nebraska  State  Medical  Association,  Lincoln, 
Nebraska,  May,  1954. 


W.  F.  MANLY,  M.D. 

Assistant  Professor  of  Obstetrics  and  Gynecology 
University  of  Colorado 
Denver,  Colorado 

INDICATIONS  FOR  CESAREAN  SECTION 

1.  Cephalopelvic  Disproportion 

In  cephalopelvic  disproportion,  good  x-ray 
pelvimetry  helps  make  a diagnosis.  How- 
ever, in  borderline  cases,  there  are  still  the 
unpredictable  factors  of  strength  of  con- 
tractions, moldability  of  fetal  head,  and  the 
position  of  head  at  the  time  of  the  onset 
of  labor.  All  borderline  cases  of  cephalo- 
pelvic disproportion  should  probably  have 
trial  labors.  Eight  to  twelve  hours  of  nor- 
mal labor  does  no  harm,  especially  if  a low 
cervical  type  of  cesarean  section  is  done.  A 
healthy  trend  is  toward  more  trial  labors 
and  more  sections  after  unsuccessful  trials. 
A point  in  favor  of  this,  of  course,  is  the 
fact  that  maturity  of  the  infant  is  relatively 
assured  by  allowing  the  patient  to  go  into 
labor. 

2.  Previous  Cesarean  Section 

About  three  per  cent  of  all  cesarean-sec- 
tion scars  rupture.  Five  to  eight  times  as 
many  classical  cesarean-section  scars  rup- 
ture as  do  low  cervical  cesarean-section 
scars.  If  the  previous  indication  for  cesar- 
ean section  is  not  present  and  labor  begins 
with  advanced  descent  and  dilatation,  it  is 
probably  reasonable  to  watch  this  patient 
and  allow  her  to  deliver  vaginally.  The 
ever  present  possibility  of  uterine  rupture 
must  be  anticipated.  The  fact  that  one  in- 
tervening normal  pregnancy  has  been  de- 
livered after  a cesarean  section  without  in- 
cident, does  not  prevent  the  individual  from 
having  a ruptured  uterus  in  subsequent 
pregnancies.  A case  in  point,  illustrates 
this. 

An  individual  had  a cesarean  section  with 
her  first  pregnancy.  Two  successive  preg- 
nancies were  delivered  vaginally  and  un- 
eventfully. On  the  fourth  labor  a ruptured 
uterus  occured  in  the  old  cesarean-section 
scar.  The  mortality  from  ruptured  uterus 
is  approximately  thirty  per  cent  for  the 
maternal  side  and  seventy  per  cent  for  the 
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fetal  side.  Most  obstetricians  feel  that  this 
risk  is  too  great  and,  therefore,  recommend 
repeating  cesarean  sections  for  practically 
all  cases  previously  sectioned. 

3.  Late  Hemorrhage  of  Pregnancy 

Central  placenta  previas  still  constitute 
an  absolute  indication  for  cesarean  section 
to  most  obstetricians.  Abruptio  placenta 
and  lateral  placenta  previa  are  still  valid 
indications  if  the  blood-loss  is  great.  One 
is  concerned  about  the  safety  of  the  infant 
when  bleeding  is  too  extensive.  Bleeding 
which  does  not  exsanguinate  the  mother, 
but  which  causes  a severe  anemia,  may  in- 
terfere with  the  fetal  oxygen  supply  and 
result  in  fetal  central-nervous-system  dam- 
age. The  trend  is  toward  more  cesarean 
sections  in  lateral  placenta  previas  and  few- 
er operations  for  abruptio  placenta. 

4.  Obstructive  Neoplasms 

Fibroids,  bony  tumors,  dermoid  tumors 
and  ectopic-pelvic  kidneys  constitute  me- 
chanical barriers  to  normal  descent  of  the 
fetal  presenting  part.  These  must  be  diag- 
nosed and  when  present  usually  constitute 
an  indication  for  cesarean  section  without 
labor-trial. 

5.  Occasional  Refractory  Preeclampsia 

Preeclampsia  under  medical  control  which 
has  not  responded  satisfactorily  and  which 
constitutes  an  indication  for  termination  of 
pregnancy,  may  occasionally  indicate  termin- 
ation by  cesarean  section.  If  the  cervix  is 
long  and  hard  in  a primipara,  cesarean  sec- 
tion is  frequently  the  better  choice  for 
pregnancy-termination.  In  any  instance,  in 
toxemia,  when  the  labor  would  be  prolonged 
and  difficult,  cesarean  section  is  probably 
the  preferable  choice.  Eclampsia  itself  with 
convulsions  is  never  an  indication  for  ce- 
sarean section  during  the  convulsive  state. 
If  cesarean  section  is  the  method  of  choice 
for  delivery  of  an  eclamptic,  all  convulsions 
should  be  controlled  and  the  patient  should 
have  been  without  seizures  for  at  least  forty- 
eight  to  seventy-two  hours. 

6.  Elderly  Primipara 

A primiparous  patient  over  the  age  of 
forty  has  some  additional  hazards  in  vaginal 
delivery.  Labors  are  frequently  prolonged, 
the  incidence  of  uterine  inertia  is  increased, 
and  the  bony  and  muscular  passages  do  not 
relax  as  well  as  in  the  younger  patient. 
This  individual  may  be  having  her  only 


chance  at  producing  an  offspring,  and,  in 
these,  cesarean  section  may  be  used  as  a 
method  of  pregnancy-termination.  It  does 
no  harm,  however,  to  use  an  elective  trial 
of  labor,  and  if  progress  is  not  satisfactory, 
termination  by  cesarean  section  may  be 
done  safely. 

7.  Occasional  Cervical  Dystocia,  Usually 
Postsurgical 

Deep  cauterizations,  conizations,  and  sur- 
gical repairs  of  the  cervix  may  rarely  cause 
cervical  dystocia  and  failure  at  dilatation. 
This  may  constitute  an  indication  for  ce- 
sarean section  after  an  elective  trial  of 
labor. 

8.  Diabetes 

Fifty  to  sixty  per  cent  of  pregnancies  in 
diabetic  women  are  terminated  by  cesarean 
section  over  the  country.  The  familiar  fetal 
loss  at  term  in  pregnant  diabetics  indicates 
pregnancy-termination  in  moderately  severe 
diabetics  at  from  thirty-four  to  thirty-seven 
weeks  gestation.  Cesarean  section  may  be 
the  method  of  choice  for  termination  of  the 
pregnancy,  if  again,  induction  of  labor 
seems  impractical. 

Generally  speaking,  heart  disease  and 
pulmonary  tuberculosis  have  been  removed 
as  frequent  indications  for  cesarean  section. 
Congestive  cardiac  disease,  as  a rule,  im- 
proves in  the  final  four  weeks  of  pregnancy. 
There  is  hemoconcentration  which  removes 
some  of  the  work  strain  from  the  heart. 
This  is  accompanied  by  a general  improve- 
ment in  the  physical  condition  of  the  patient. 
Labors  are  notoriously  rapid  and  easy  in 
cardiac  patients.  Cesarean  section  should 
not  be  used  for  the  termination  of  pregnancy 
in  a cardiac  patient  unless  there  is  an  ob- 
stetric indication  for  the  operation.  Pul- 
monary tuberculosis  is  not  worsened  by 
pregnancy  as  long  as  the  tuberculosis  re- 
ceives the  care  that  it  should.  Here  again, 
labors  are  usually  short  and  easy  and  do 
not  harm  the  chest  disease. 

The  limitation  of  total  number  of  cesarean 
sections  in  a patient  has  also  undergone 
some  change  in  the  past  ten  to  fifteen  years. 
The  increasing  number  of  low  cesarean 
sections,  the  increasing  safety  of  the  opera- 
tion, and  the  increased  skill  of  the  operators, 
have  contributed  to  the  change.  Where 
formerly  one  felt  that  two  cesarean  sections 
were  the  top  limit  for  any  patient,  the  atti- 
tude now  is  swinging  to  a much  more  liberal 
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feeling.  It  is  not  unusual  to  see  patients 
who  have  had  four,  five  and  even  six  ce- 
sarean sections.  The  status  of  the  uterine 
scar  probably  should  have  a deciding  in- 
fluence on  whether  successive  pregnancies 
with  cesarean  sections  are  allowed.  There 
is  no  specific  number  of  cesarean  sections 
to  which  an  individual  should  be  limited. 
Sterilization  procedures  aro  not  an  indica- 
tion for  cesarean  section.  If  sterilization  is 
indicated,  it  may  be  done  easily  through  a 
small  midline  incision  within  twenty-four 
hours  after  the  normal  vaginal  delivery  of 
the  infant.  Repeated  series  have  shown  this 
to  be  a safer  procedure.  Morbidity  is  con- 
siderably lessened  and  the  mortality  rates 
are  lower. 

ANAESTHESIA 

Conduction  anaesthesia  is  becoming  more 
popular  over  the  whole  country.  At  Colorado 
General  Hospital,  in  the  past  twenty  years, 
conduction  anaesthesia  may  take  either  the 
form  of  local  infiltration  or  of  spinal  anaes- 
thesia. Many  men  use  local  anaesthesia 
until  the  infant  is  removed,  followed  by 
Pentothal  intravenously  for  the  closure.  If 
spinal  is  used,  five  to  ten  milligrams  of 
Pontocaine  in  three  cubic  centimeters  of  ten 
per  cent  glucose  will  usually  give  a level  to 
the  umbilicus.  This  may  be  supplemented 
with  Pentothal  after  delivery  of  the  infant. 
It  is  well,  always,  to  have  intravenous  fluids 
running  during  the  spinal  anaesthesia,  to 
prevent  or  at  least  avoid,  the  hypotension 
which  occasionally  occurs.  If  postsurgical 
supportive  therapy  is  necessary,  it  is  a great 
comfort  to  have  a needle  already  in  the  vein. 

CHOICE  OF  CESAREAN  SECTION 

Low  cervical  cesarean  section  has  been 
increasing  in  popularity  over  the  country  in 
the  past  ten  years.  Most  obstetricians  now 
use  the  operation  almost  exclusively.  The 
trend  away  from  classical  cesarean  sections 
has  been  due  to  the  increased  safety  of  the 
operation  from  an  infective  standpoint  and 
because  of  the  greater  integrity  of  the 
uterine  scar.  A trend  now  away  from  ex- 
traperitoneal  cesarean  section  and  back  to 
the  low  cervical  type  is  apparent.  This  is 
illustrated  by  the  series,  reported  from  Chi- 
cago, in  which  five  hundred  infected  cases 
were  terminated  by  low  cervical  cesarean 
section.  With  the  use  of  chemotherapy  and 
antibiotics  in  conjunction  with  this  opera- 
tion, a morbidity  and  mortality  rate  lower 
than  the  extraperitoneal  group  was  demon- 


strated. The  operation  is  an  easier  one  to 
do  and  requires  less  training. 

ESTIMATION  OF  FETAL  MATURITY 

A difficult  feature  which  has  plagued 
many  operators  is  the  estimation  of  fetal 
maturity.  A good  operation  with  a fast  and 
clean  result  is  sometimes  clouded  by  the 
resulting  undersized  infant.  Many  methods 
have  been  used  to  attempt  the  estimation 
of  fetal  maturity.  None  has  been  completely 
successful.  This  has  lead  many  obstetricians 
to  recommend  postponing  cesarean  section 
until  labor  begins.  Recently,  studies  have 
been  reported  demonstrating  distal  femoral 
epiphyses  in  the  infant  in  utero.  The  distal 
femoral  epiphysis  apparently  appears  in 
utero  by  x-ray  at  between  thirty-five  and 
thirty-six  weeks  of  fetal  life.  This  has  been 
used  as  a measure  for  the  indication  of  fetal 
maturity.  This  procedure  is  also  of  help  in 
fixing  a time  for  cesarean  section,  especially 
in  pregnant  diabetics. 

The  figures  covering  multiple  combined 
reports  of  over  1,000,000  deliveries,  nation- 
wide, show  a section  incidence  of  four  and 
two-tenths  per  cent  with  a maternal  mortal- 
ity of  eight-tenths  per  cent  and  a fetal  loss 
of  six  and  nine-tenths  per  cent.  It  can 
readily  be  seen  that  the  maternal  and  fetal 
losses  are  still  higher  than  those  of  vaginal 
delivery.  Cesarean  section  is  a much  safer 
procedure  than  it  was  even  ten  years  ago 
but  must  still  be  considered  more  dangerous 
both  to  mother  and  to  infant  than  uneventful 
delivery  from  below. 


Tuberculosis  continues  to  be  the  number  one 
cause  of  serious  illness  from  communicable  disease. 
We  have  seen  an  ever-increasing  case  load  in  tuber- 
culosis and  the  seriousness  of  the  problem  is  best 
measured  by  case  rate  and  prevalence  instead  of 
mortality  rate.  In  consequence,  it  is  the  consensus 
of  this  group  that  all  services  of  case  finding, 
diagnosis,  case  holding,  treatment,  financial  aid  and 
case  work,  and  rehabilitation  (including  vocational 
rehabilitation)  be  expanded  instead  of  curtailed  and 
that  the  public  be  so  informed  of  these  facts.  (Reso- 
lution signed  by  18  health  officers  from  Florida  and 
Georgia  who  were  in  attendance  at  a short  course 
for  health  officers'  in  tuberculosis  arranged  by  the 
state  health  departments  of  Florida  and  Georgia.) 
ATS  News  Letter,  May,  1954. 


The  treatment  of  active  pulmonary  tuberculosis 
is  bed-rest  fortified  by  antimicrobial  medication, 
primarily  dihydrostreptomycin  and  PAS.  Eli  H. 
Rubin,  M.D.,  Annals  of  Int.  Med.,  March,  1954. 
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Partial  Gastrectomy  for 
Peptic  Ulcer * 

An  Evaluation  of  Anastomotic  Techniques 
With  Particular  Reference  to  the  Billroth  I 


These  authors  review  the  history  of  the  various 
types  of  operative  procedure  employed  in  perform- 
ing partial  gastrectomy  for  the  cure  or  alleviation  of 
peptic  ulcer.  Basing  their  conclusions  on  the  results 
they  obtained  in  fifty  consecutive  cases  as  well  as 
upon  the  physiologic  principles  involved,  they  be- 
lieve the  Billroth  l-type  operation  has  given  the  best 
clinical  results.  This  is  particularly  true  when  com- 
bined with  vagotomy.  They  recite  and  illustrate  the 
technique  they  have  used. 

EDITOR 

THE  Billroth  I operation  has 
recently  returned  to  popularity. 
This  is  a result  of  the  constant 
re-evaluation  of  the  mechanism  and  treat- 
ment of  peptic  ulcer.  The  operation  has  been 
modified,  principally  by  the  addition  of  va- 
gotomy. The  operation  is  based  on  rational 
physiologic  principles. 

No  single  or  standardized  anastomotic 
technique  has  been  generally  accepted.  Here- 
in lies  an  important  basis  for  some  of  the 
variation  in  surgical  results.  The  authors’ 
results  with  the  three  major  techniques  of 
anastomosis  in  partial  gastrectomy  will  be 
analyzed.  We  concur  in  the  opinions  of 
Fallis(9)  and  Harkins(12)  that  the  results 
demonstrate  practical  as  well  as  theoretical 
advantages  of  the  Billroth  I procedure,  es- 
pecially when  combined  with  vagotomy. 

As  a part  of  this  study,  we  have  reviewed 
the  development  of  the  several  techniques 
for  this  operation.  A detailed  description  of 
our  technique  for  performance  of  a Billroth  I 
is  presented. 

HISTORY 

Theodore  Billroth(1)  of  Vienna,  in  1881, 
removed  the  pyloric  segment  of  a stomach 
for  carcinoma.  He  reestabished  gastroin- 
testinal continuity  by  anastomosing  the  end 
of  the  stomach  directly  to  the  duodenum. 
Pean(2)in  1879,  and  Rydigier(3>  in  1880,  pre- 
ceded Billroth  in  the  performance  of  a gas- 
troduodenal anastomosis  following  resection 
of  a portion  of  stomach.  The  designation 
“Billroth  I”  however,  has  been  in  common 
usage  for  so  long  it  would  be  impractical  to 

*From  the  Departments  of  Surgery  and  Anatomy,  University 
of  Nebraska  College  of  Medicine,  Omaha,  Nebraska. 
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attempt  a change  of  name  for  this  procedure. 
(Fig.  1-A) . 

Technical  problems  in  this  operation  soon 
became  apparent,  chiefly  in  that  the  gastric 
lumen  was  considerably  larger  than  the 
duodenal  lumen.  This  prompted  Billroth(4) 
(Spivack,  1938),  in  1885,  to  close  the  ends 
of  both  the  duodenum  and  the  stomach  and 
anastomose  the  loop  of  proximal  jejunum  to 
the  most  dependent  portion  of  stomach.  This 
was  done  anterior  to  the  transverse  colon. 
(Fig.  1-B) . Von  Hacker (5>,  in  1885,  suggested 
that  the  open  end  of  the  stomach  be  anasto- 
mosed to  the  side  of  the  jejunum  instead 
of  closing  the  end  of  the  stomach  as  Billroth 
had  done.  (Fig.  1-C).  In  1888,  Von  Eisel- 
berg(6)  reported  a modification  of  this  tech- 
nique that  has  been  accredited  to  Hofmeister, 
and  bears  the  latter’s  name  today.  In  this 
technique,  the  medial  or  superior  half  of 
the  open  end  of  the  remaining  stomach  is 
closed  and  the  resultant  smaller  stoma  uti- 
lized for  the  gastrojejunostomy.  (Fig.  1-D). 

Polya(7)  reported  a modification  in  1911. 
He  anastomosed  the  entire  open  end  of  the 
stomach  to  the  side  of  the  jejunum.  This 
attracted  considerable  attention,  probably 
because  he  advocated  a transmesocolic 
anastomosis,  the  proximal  jejunum  being 
brought  posterior  to  the  transverse  colon. 
(Fig.  1-E).  Today,  any  gastric  resection 
utilizing  a gastro jejunal  anastomosis  has 
been  generally  classified  in  the  literature  as 
a Billroth  II.  The  Polya  modification  prob- 
ably has  been  most  commonly  utilized. 
Therefore,  many  men  refer  to  this  type  pro- 
cedure as  a “Polya  resection”.  The  Hof- 
meister terminology  is  used  whenever  a 
portion  of  the  proximal  stomach  is  closed 
prior  to  gastrojejunostomy. 

The  present  day  technique  of  Billroth  I 
employs  Schoemaker’s(8)  modification,  which 
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was  described  by  him  in  1911.  In  this 
method  the  entire  lesser  curvature  of  the 
stomach  is  resected  and  a tube-like  gastric 
remnant  created  by  closure  of  the  lesser 
curvature.  (Fig.  1-F).  There  are  numerous 
other  slight  modifications  from  these  pro- 
cedures which  are  now  either  in  disregard 
or  rarely  utilized,  and  will  not  be  mentioned 
here.  Suffice  it  is  to  say  that  the  Billroth  I, 
the  Polya,  and  the  Hofmeister  constitute 
the  three  principal  anastomostic  techniques 


partial  gastrectomy  was  carried  out.  Of 
this  number,  there  were  25  Hofmeister,  13 
Billroth  I,  and  12  Polya  type  anastomotic 
procedures  utilized.  Simultaneous  vagotomy 
was  carried  out  in  ten  of  the  thirteen  Bill- 
roth I patients.  The  operative  procedures 
were  all  performed  or  supervised  by  one  of 
the  authors.  All  but  a few  of  these  patients 
were  examined  and  interviewed  in  a follow- 
up clinic.  Those  not  seen  responded  to  a 
form  questionnaire.  The  average  elapsed 
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Figure  I 


SCHOEMAKER 

MOD.  BILLROTH  I 


employed  by  the  present-day  surgeon.  There 
is  considerable  variation  in  this  country  in 
the  popularity  of  these  techniques.  Some 
surgeons  and  clinics  adhere  quite  rigidly  to 
one  or  the  other.  Others  will  vary  their  pro- 
cedure with  the  situation  encountered  at 
the  operating  table,  but  still  having  a pre- 
ference for  one  or  the  other.  Over  the  years, 
the  Polya  has  probably  been  most  commonly 
employed,  followed  in  turn  by  the  Hof- 
meister. Recently,  there  has  been  a trend 
back  to  the  Billroth  I procedure,  although 
by  no  means  is  it  more  popular  at  this  time 
than  either  of  the  other  two  techniques. 

METHOD  OF  STUDY 

The  basis  for  this  report  consists  of  50 
consecutive  cases  of  peptic  ulcer  for  which 


time  from  operation  to  follow-up  interview 
was  two  years  for  the  Hofmeister  and  Polya 
groups  and  one  year  for  the  Billroth  I 
group. 

RESULTS 

Of  the  50  cases  of  peptic  ulcer  treated 
by  subtotal  gastrectomy  there  were  38  duo- 
denal ulcers,  10  gastric  ulcers,  and  2 cases 
where  there  were  both  duodenal  and  gastric 
ulcers. 


Technique 

Distribution  of 

Ulcers 

D 

G 

D&G 

Hofmeister 

18 

6 

1 

Polya 

10 

2 

0 

Billroth  I 

10 

2 

1 

There  was  fairly  uniform  variation  in 
age  in  the  different  groups. 
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Technique 

Age 

Average 

Range 

Age 

Hofmeister 

70-26 

49 

Polya 

72-40 

55 

Billroth  I 

64-34 

51 

As  a guide  to  postoperative  nutritional 
status,  weight  changes  were  evaluated. 


Technique 

Hofmeister  (25) 
Polya  (12) 
Billroth  I (13) 


Number  of  Patients 
Gain  Same  Loss 

11  7 7 

6 15 

6 4 3 


Technique 

Hofmeister 
Polya 
Billroth  I 


Change  in  Pounds 
Av.  Gain  Av.  Loss 
19  17 

18  11 

12  10 


There  was  one  definite  and  one  question- 
able dumping  syndrome  in  the  Hofmeister 
cases.  There  was  one  questionable  dumping 
syndrome  in  a Polya  patient.  There  were 
no  symptoms  of  dumping  in  the  Billroth  I 
series. 

The  results  of  the  gastrectomies  were 
classified  as  either  excellent,  good,  no 
change,  or  poor.  The  criteria  for  each  were 
as  follows:  Excellent  — full  working  capa- 
city, unrestricted  diet,  maintaining  weight, 
complete  freedom  from  gastric  symptoms; 
Good  — full  working  capacity,  entirely  free 
of  symptoms  but  still  following  a somewhat 
restricted  diet,  slight  weight  loss ; No  change 
— no  evidence  of  ulcer,  but  no  apparent  im- 
provement either  subjectively  or  objectively 
and  moderate  weight  loss;  Poor — proved  or 
suspected  recurrent  ulcer,  marked  weight 
loss,  or  worse  since  operation. 


Technique 


Hofmeister 
Polya 
Billroth  I 


Classification  of  Results 
Excel-  No 

lent  Good  Change  Poor 
11  12  1 1 

7 5 0 0 

8 5 0 0 

DISCUSSION 


It  is  the  authors’  opinion  that  the  Billroth 
I-Schoemaker  modification  procedure  is  su- 
perior to  the  Hofmeister  or  the  Polya  tech- 
niques. The  advantages  of  the  procedure 
may  be  classified  according  to  Fallis(9>: 
(1)  Anatomic  — the  normal  anatomic  rela- 
tionship is  restored;  (2)  Physiologic — gas- 
tric contents  after  operation  are  poured  into 
the  duodenum,  an  organ  accustomed  to  re- 
ceiving these  acid  secretions,  and  theoreti- 
cally at  least,  better  adapted  for  this  pur- 
pose than  jejunum;  (3)Technical — (a)  en- 
tire operation  is  performed  in  the  supracolic 
compartment,  a fact  of  definite  value  when 


dealing  with  substandard  patients  since  dis- 
turbance of  the  colon,  meso-colon,  and  small 
intestine  is  avoided;  (b)  the  duodenal  stump 
should  be  more  secure,  because  back  pres- 
sure on  this  area  is  relatively  impossible; 
(c)  postoperative  gastric  retention  due  to 
mechanical  kinking  of  the  stoma  does  not 
occur.  This  procedure  is  less  time-consum- 
ing in  that  only  one  anastomotic  or  stomal 
area  is  dealt  with,  compared  to  the  necessity 
of  closing  the  duodenal  stump  and  then 
creating  an  opening  in  the  jejunum  to 
anastomose  to  the  stomach.  The  likelihood 
of  anastomotic  leak  or  hemorrhage  is  de- 
creased for  the  same  reason.  The  possibility 
of  developing  the  syndrome  of  spasm  of  the 
efferent  limb  of  the  jejunum  with  obstruc- 
tion, occasionally  seen  postoperatively  in 
gastrojejunostomy,  is  avoided. 

Aside  from  the  comparative  ease  of  per- 
formance of  this  technique,  the  prime  ad- 
vantage of  the  Billroth  I lies  in  the  more 
rapid  and  complete  restoration  of  normal 
gastrointestinal  physiology.  This  statement 
has  been  supported  by  many  investiga- 
tors*^0’ n’ 12> 13’  14>  of  the  metabolic  and  nutri- 
tional changes  in  gastrectomy-cases.  The 
weight  loss  average  and  inability  to  gain 
or  maintain  weight,  as  seen  in  this  and  other 
larger  series,  is  less  than  in  the  Polya  or 
Hofmeister  groups.  These  studies  have  also 
borne  out  the  comparatively  lower  incidence 
of  dumping  syndrome  (upper  abdominal  dis- 
tress immediately  after  eating,  associated 
with  nausea,  vomiting,  weakness,  palpita- 
tion, sweating,  and  diarrhea)  in  Billroth  I 
anastomoses. 

Frequently  voiced  objections  to  the  Bill- 
roth I procedure  are:  (1)  the  operation  is 

more  difficult  than  the  Polya  or  the  Hof- 
meister; (2)  reflux  of  beneficial  alkaline 
duodenal  contents  into  the  stomach  is  less 
than  after  gastrojejunostomy;  (3)  that  in- 
sufficient stomach  is  resected;  and  (4)  that 
mobilization  of  the  duodenum  increases  the 
tendency  to  duodenal  ileus.  It  has  been  the 
experience  of  the  authors  that  the  operation 
is  more  easily  accomplished  technically  than 
the  other  two.  Fallis(9>  states  that  contin- 
uous postoperative  gastric  aspiration  in  a 
comparable  group  of  patients  has  shown 
that  there  is  no  appreciable  difference  in 
the  amount  of  duodenal  contents.  He  also 
reports  that  his  associates  found  only  one 
questionable  postgastrectomy  ulcer  in  68 
Billroth  I cases  as  compared  to  5 definite 
ulcers  in  an  equal  number  of  gastrojejun- 
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Figure 


ostomy  cases.  These  cases  were  3-5  years 
postoperative. 

There  is  general  agreement  that  the  closer 
the  anastomosis  is  to  the  first  portion  of 
the  duodenum,  the  lower  the  incidence  of 
marginal  or  stomal  ulcer.  The  objection  to 
insufficient  resection  is  invalidated  if  the 
duodenum  and  stomach  are  adequately  mo- 
bilized and  vagotomy  carried  out.  Complete 


mobilization  of  the  duodenum  has  not  been 
necessary  in  any  of  our  cases.  It  would 
seem  rarely  necessary  to  mobilize  duodenum 
and  head  of  pancreas  as  some  state  must  be 
done  on  occasions.  In  the  few  cases  in 
which  partial  duodenal  mobilization  was 
carried  out,  there  has  been  no  evidence  of 
duodenal  ileus. 

If  the  concepts  are  correct,  that  the  funda- 
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mental  defect  in  duodenal  ulcer  is  hyper- 
secretion of  gastric  juice,  and  that  the  duo- 
denum is  more  resistant  to  gastric  juice 
than  the  jejunum,  then  it  must  follow  that 
the  ideal  surgical  procedure  is  that  which 
best  accomplishes  a reduction  of  this  hyper- 
secretory function  with  a minimal  distur- 
bance of  gastrointestinal  physiology.  The 
Billroth  I-vagotomy  combination  not  only 
removes  parietal  (acid-secreting)  cells,  but 
also  depresses  the  stimulating  mechanism. 
Both  the  “hormonal  or  antral”,  and  the 
“psychic  or  cephalic”  phases  of  gastric  di- 
gestion are  therefore  depressed.  There  is 
less  disturbance  of  gastrointestinal  physio- 
logy in  this  procedure  than  in  other  anasto- 
moses. It  is  the  authors  belief  that  perhaps 
the  postgastrectomy  nutritional  and  mechan- 
ical problems  are  not  only  related  to  the  type 
of  anastomosis,  but  also  to  the  amount  of 
stomach  resected.  For  this  reason,  the  more 
extensive  75  per  cent  to  80  per  cent  resection 
has  been  reduced  to  50  per  cent  to  60  per 
cent.  This  does  not  hold  true  if  vagotomy  is 
not  performed ; it  then  is  necessary  to  resect 
more  stomach.  The  Billroth  I procedure  has 
proven  superior  in  the  authors’  opinion,  and 
is  now  used  exclusively  whenever  technically 
feasible.  A Billroth  I type  gastrectomy- 
anastomosis  can  be  performed  with  relative 
ease  if  certain  general  principles  are  followed. 
There  are  a few  minor  variations  the 
authors  consider  superior  to  previously  re- 
ported techniques.  These  are  discussed  in 
the  following  description  of  the  operative 
procedure. 

TECHNIQUE 

An  upper  abdominal  midline  incision  is 
made  from  the  tip  of  the  xiphoid  process  to 
the  umbilicus.  If  necessary,  this  incision 
can  be  extended  interiorly  around  to  the 
right  of  the  umbilicus  to  obtain  better  vis- 
ualization of  the  duodenal  region.  If  the 
proximal  stomach  is  not  visualized  adequate- 
ly, we  do  not  hesitate  to  resect  the  xiphoid 
process.  (Fig.2-A).  The  periosteum  of  the 
xiphoid  is  incised  in  the  midline  and  re- 
flected completely  away  from  the  cartilagi- 
nous body  of  the  xiphoid.  The  xiphoid  is 
then  amputated  with  small  bone  shears. 
This  allows  the  anterior  portion  of  the  dia- 
phragm to  retract  superiorly,  in  that  the 
sternal  origin  of  the  diaphragm  has  been 
severed.  Additional  incision,  superiorly,  of 
the  reflected  diaphragmatic  peritoneum  al- 
lows the  further  and  more  complete  exposure 
of  the  esophago-gastric  junction.  (Fig.  2-C, 


D).  It  is  important  that  the  right  lateral 
dissection  be  done  carefully  because  of  the 
proximity  of  the  xiphoid  to  the  right  pleural 
cavity.  The  abdomen  is  thoroughly  explored 
in  a systematic  manner  before  proceeding 
further. 

After  confirmation  of  the  gastroduodenal 
pathology,  the  gastrocolic  omentum  is  divid- 
ed along  the  greater  curvature  approximate- 
ly to  the  junction  of  the  proximal  and  middle 
thirds  of  the  stomach.  The  division  is  car- 
ried distally  as  far  as  is  necessary  onto  the 
first  portion  of  the  duodenum,  one  inch 
distal  to  the  pyloric  vein  of  Mayo  usually 
being  sufficient.  The  ulcer  is  either  resected, 
or,  if  it  is  a posterior  penetrating-type  ulcer, 
the  base  is  left  on  the  head  of  the  pancreas, 
anastomosis  being  carried  out  anterior  to 
the  lesion.  The  head  of  the  pancreas  occa- 
sionally will  be  found  to  ride  fairly  high  on 
the  posterior  wall  of  the  first  portion  of  the 
duodenum.  In  some  cases  this  can  be  dis- 
sected off  of  the  duodenum  easily  and  in 
other  cases  with  considerable  difficulty.  If 
intrapancreatic  dissection  is  required  to  free 
sufficient  proximal  duodenum,  the  procedure 
is  abandoned  for  fear  of  damage  to  the 
accessory  pancreatic  duct  of  Santorini.  Such 
will  rarely  be  the  case,  the  posterior  dis- 
section proceeding  without  incident  beyond 
the  usual  duodenal  ulcer,  leaving  sufficient 
duodenal  cuff  for  anastomosis.  The  triangu- 
lar ligament  of  the  left  lobe  of  the  liver  is 
divided  and  the  liver  retracted  to  the  right. 
The  right  gastric  artery  is  isolated  and 
doubly  ligated,  and  the  gastrohepatic  liga- 
ment divided  in  a manner  similar  to  that 
on  the  greater  curvature.  The  duodenum 
is  transected  just  distal  to  the  ulcer  area 
and  the  stomach  retracted  superiorly  to 
allow  for  better  visualization  of  the  left 
gastric  artery.  A moist  sponge  is  inserted 
into  the  duodenum  and  left  as  a tampon 
until  the  stomach  has  been  resected.  The 
left  gastric  artery  is  dissected  free  along 
with  the  coronary  vein  and  doubly  ligated 
with  0 silk,  the  more  distal  ligature  being 
transfixion  in  nature. 

At  this  point,  with  the  stomach  in  the 
left  hand,  traction  is  made  in  a caudad 
direction  so  that  the  vagus  nerves  are  put 
on  tension  and  can  be  easily  palpated.  Each 
main  trunk,  and  intervening  fibers,  is  then 
severed  and  ligated  at  a point  approximately 
one-half  inch  above  the  esophagogastric 
junction.  (Fig.  2-D).  This  allows  consider- 
ably more  mobilization  of  stomach,  particu- 
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Figure  HI 


larly  if  the  distal  esophagus  is  freed  by 
digital  blunt  dissection.  The  level  of  tran- 
section across  the  body  of  stomach  is  then 
decided  upon  (so  that  approximately  50 
per  cent  to  60  per  cent  of  the  stomach  is 
resected),  and  if  any  additional  vasa  brevia 
need  be  divided  on  the  greater  curvature, 
such  is  now  carried  out.  (Fig.  3-A).  Two 
traction  sutures  are  then  placed  one  on  the 
greater  and  one  on  the  lesser  curvatures  so 
that  a line  of  resection  may  be  identified. 
A clamp  is  then  placed  transversely  across 
the  greater  curvature  for  a distance  of  ap- 


proximately two  and  one-half  inches.  This 
portion  of  the  stomach  is  then  transected 
and  the  open  end  clamped  with  Allis  forceps. 
(Fig.  3-A).  The  line  of  transection  is  then 
changed  to  an  oblique  one  toward  the 
esophagogastric  junction  and  the  traction 
suture  at  that  point.  Curved  clamps  are 
again  utilized  on  the  distal  segment  and 
Allis  forceps  on  the  proximal  segment  as 
transection  is  carried  out.  (Fig.  3-B). 

Following  removal  of  the  resected  portion 
of  stomach,  the  lesser  curvature  portion  is 
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then  closed.  The  first  layer  is  a continuous 
interlocking  000  chromic  intestinal  catgut 
suture,  for  purposes  of  hemostasis  and  ade- 
quate seal.  This  layer  is  then  inverted  by 
interrupted  Lembert  sutures  of  000  black 
intestinal  silk.  In  this  manner  a tube-like 
gastric  remnant  is  created.  It  is  at  this 
point  that  the  remaining  open  ends  of 
stomach  and  duodenum  are  approximated. 
The  stomach  and  proximal  duodenum  must 
be  sufficiently  mobilized  to  permit  an  ade- 
quate resection  and  anastomosis  without 
tension.  With  careful  dissection,  it  is  rare 
that  a Billroth  I cannot  be  carried  out. 
Failure  will  be  accounted  for  in  most  in- 
stances where  there  is  an  acute  duodenal 
ulcer  with  marked  edema  of  the  first  por- 
tion of  the  duodenum.  It  is  in  this  case  that 
danger  to  pancreatic  and  common  bile  ducts 
must  be  taken  into  account  and  a Hof- 
meister  or  Polya  type  anastomosis  carried 
out. 

If  there  is  any  tension  upon  the  approxi- 
mation of  stomach  and  duodenum,  a Kocher 
maneuver  is  carried  out.  This  consists  of 
incision  of  the  peritoneum  lateral  to  the 
duodenum  and  following  the  greater  curva- 
ture of  duodenum.  By  a combination  of 
sharp  and  blunt  dissection  posterior  to  the 
duodenum  and  head  of  pancreas,  mobiliza- 
tion is  carried  out  to  the  point  where  the 
anastomosis  can  be  made  without  tension. 
The  extent  of  mobilization  will  vary,  de- 
pendent upon  the  individual  case.  In  none 
of  the  authors’  cases  has  it  been  necessary 
to  mobilize  the  head  of  the  pancreas. 

The  anastomosis  is  then  carried  out  by 
means  of  placement  of  interrupted  Lembert 
sutures  of  000  black  intestinal  silk  on  the 
posterior  serosal  walls  of  stomach  and 
duodenum.  The  inner  or  second  layer  of 
sutures  is  then  begun.  These  consist  of 
interrupted  through-and-through  sutures  of 
000  cromic  intestinal  catgut.  (Fig.  3-C.). 
Following  closure  of  the  lumen,  the  anterior 
serosal  layer  of  Lembert  interrupted  silk 
sutures  is  placed.  The  most  critical  suture 
is  the  three  corner  suture  on  the  superior 
aspect  of  the  anastomosis.  It  is  at  this 
point  that  the  “Finsterer  stitch”  is  utilized. 
This  consists  of  000  black  intestinal  silk 
purse-string-type  suture,  taking  a bite  of  the 
anterior  wall  of  the  stomach,  posterior  wall 
of  the  stomach,  and  then  the  wall  of  the 
duodenum.  This  is  further  reinforced,  if 
possible,  by  tacking  a portion  of  nearby 
omentum  over  the  angle. 


Several  different  techniques  have  been 
used  for  wound  closure.  Originally  a mass 
closure  method  was  used  approximating  the 
entire  abdominal  wall,  except  for  skin,  in 
the  midline  with  interrupted  sutures  of 
braided  stainless  steel  wire.  This  was  aban- 
doned because  of  a high  incidence  of  stitch- 
abscesses.  Anatomic  closure  is  now  favored, 
approximating  peritoneum  with  continuous 
0 chromic,  and  linea  alba  with  figure  of  8 
interrupted  0 black  silk  or  mono-filament 
stainless  steel  wire.  Tension  sutures  may 
be  used  if  desired.  (Fig.  2-B). 

If  the  anastomosis  cannot  be  accomplished 
without  tension,  or  if  the  ulcer  cannot  be 
resected  and  a duodenal  wall  safe  to  use  in 
an  anastomosis  left  behind,  a Polya-  or 
Hofmeister-type  procedure  must  be  carried 
out.  Drainage  of  this  area  is  rarely  neces- 
sary and  only  in  the  case  of  possible  pan- 
creatic drainage  should  it  be  employed. 

SUMMARY 

1.  Partial  gastrectomy  is  recommended 
for  the  complicated  peptic  ulcer. 

2.  The  three  most  commonly  employed 
“gastrectomy  - anastomoses”  are  (a)  the 
Polya,  (b)  the  Hofmeister,  and  (c)  the  Bill- 
roth I techniques. 

3.  The  Billroth  I technique  is  preferred 
for  reasons  discussed.  The  primary  advan- 
tage of  this  procedure  is  the  more  rapid  and 
complete  restoration  of  normal  gastroin- 
testinal physiology. 

4.  The  authors’  technique  for  performance 
of  the  Billroth  I partial  gastrectomy  is  de- 
scribed. 
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Exchange  Transfusion: 

I.  Technic  and  Use  of  Adrenal 

Extract  As  An  Adjunct  to  Therapy* 

Report  of  22  Cases 


The  technic  used  by  Doctor  Oberst  in  administering 
exchange  transfusions  to  erythroblastotic  infants  is 
given  in  detail.  This  author  calls  attention  to  the  im- 
portant complications  that  may  arise,  to  the  manner 
of  detecting  them,  and  to  the  procedures  he  has 
found  most  useful  to  prevent  or  to  combat  them. 

His  opinions  are  supported  by  a report  of  twenty- 
two  successfully  treated  cases. 

EDITOR 

INTRODUCTION 

THE  purpose  of  this  paper  is  to 
report  the  technic  of  exchange 
transfusion,  the  immediate  post- 
operative care,  and  subsequent  hospital 
management.  The  accepted  criteria  for 
exchange  transfusion  of  Diamond  et  al(1) 
for  erythroblastosis  fetalis  is  used.  Table  I 
lists  this  information.  The  patients  are 
under  the  care  of  the  author.  The  procedure, 
management,  and  postoperative  courses  are 
standardized  as  much  as  possible.  Of  the 
group,  20  cases  concerned  Rh  factor,  and  2 
cases  were  of  AO  incompatibility  (Cases  No. 
1 and  No.  20). 

METHOD 

The  operating  room  is  used  in  order  to 
insure  adequate  working  space,  nursing 
assistance,  and  sterile  supplies.  The  infant 
is  secured  to  a circumcision  board.  A stetho- 
scope is  taped  over  the  precordium  so  the 
recorder  may  keep  continuous  observations 
on  the  heart  rate,  tones,  and  quality  of 
sounds.  This  need  is  emphasized  by  Mustard 
and  Fraser (2). 

The  patient  is  kept  warm  by  hot  water 
bottles  under  and  on  both  sides  of  the  in- 
fant plus  raising  the  operating  room  temp- 
erature to  85  degrees  or  more.  The  infant 
then  is  prepped  and  draped  in  the  usual 
manner  using  sterile  technic  and  exposing 
the  umbilical  vein. 

The  equipment  used  is  listed  in  Table  II. 

The  umbilical  cord  is  removed  near  the 
skin  margin  leaving  just  sufficient  tissue 
for  the  attachment  of  forceps  for  traction. 
The  twisting  course  of  the  umbilical  vein 

*From  the  Department  of  Pediatrics,  University  of  Nebraska 
College  of  Medicine,  and  Childrens  Memorial  Hospital  of  Omaha. 


BYRON  B.  OBERST,  M.D. 
Associate  in  Pediatrics 
Omaha,  Nebraska 

Table  I on  inside  of  insert. 


TABLE  II 


Equipment 

Quantity  or 
No.  Needed 

| Use 
1 

Standard  venous 
ligation  tray 

1 

| Necessary  surgical 
| forceps,  etc. 

3 way-stop-cock 

2 

1 For  use  with  I.V. 
| tubing 

10  cc.  Luer-lok 
Syringes 

6-8 

| For  exchange  of  blood 

1 

5 cc.  Luer-lok 
Syringes 

1 

1 Calcium  gluconate 
1 

Polyethylene  tubing 
No.  18  and  19 

2 pcs.  each 
size  8-10 
inches  long 

I For  canulating 
| umbilical  vein 

1 

No.  18  and  17  blunt 
needles 

2 each  size 

1 For  inserting  into 
| polyethylene  tubing 

No.  22  intramuscular 
needle 

2 

| For  calcium  gluconate 
| For  Adrenal  extract 

Stockinette 

1 

| For  covering 
j patient’s  chest 

Diaphram  type 
stethoscope 

1 

| To  tape  on  precordium 
1 

Sterile  steel  cup 

2 

| For  calcium  gluconate 
I For  normal  saline 

Sterile  gowns 

2 

I For  operators 

Single  sheets 

3 

| For  drapes 

Sterile  basin 

2 

1 For  discarded  blood 
| For  washing  syringes 

Pack  of  towels 

1 

| For  draping  patient 

Eye  sheet 

1 

| For  drape  of  umbilius 

Normal  saline 

1000  cc. 

| For  washing  of  syringe 
| and  I.  V.  use 

Blood  recipient  set 

1 

| For  blood 

Adrenal  cortical  ex- 
tract aqueous-Upjohn 

10  cc. 

| For  supportive  care 
| See  text 

Calcium  gluconate 

10  cc. 

| See  text 

Blood  Type  O - Rh 
negative 

Satisfactory  - cross 
match 

1000  cc. 

1 See  text 
1 
1 
1 

necessitates  this  step  because  canulation 
otherwise  may  be  impossible.  Gentleness  is 
of  prime  importance.  The  polyethylene  tub- 
ing is  inserted  to  a depth  of  one  to  two 
inches  to  a site  where  a free  flow  of  blood 
is  obtained.  In  the  authors  experience  the 
vein  is  patent  for  at  least  three  days.  There 
is  very  little  danger  from  embolism  if  old 
blood  clots  are  removed  prior  to  canulation. 

A multiple-syringe  technic  is  used  instead 
of  the  tandem  three  way  stop-cock  technic 
of  Diamond (3).  Many  technical  difficulties 
are  thus  eliminated.  The  danger  of  an  air 
embolus  is  nil  if  care  is  used  to  eliminate 
air  bubbles  from  the  plastic  tubing  by  draw- 
ing back  on  the  syringe’s  plunger  prior  to 
injection  of  blood  or  other  solution. 
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A 10  cc.  volume  of  blood  is  used  through- 
out the  procedure  instead  of  the  20  cc. 
volume  advocated  by  Mollison  and  Cut- 
bush(4),  and  others.  The  smaller  volume 
gives  the  operator  greater  control  over  the 
circulating  blood  volume.  If  the  initial  red 
blood  count  is  below  2 million  cells,  or  if 
the  patient  is  in  shock,  it  is  not  advisable  to 
produce  a deficit  of  blood  initially  by  re- 
moving more  blood  than  the  amount  in- 
jected. A shock-like  state  may  be  precipi- 
tated. Consequently,  equal  volumes  of  blood 
are  injected  and  removed  until  the  patient’s 
condition  has  improved;  then  a deficit  is 
created.  A volume  of  100  - 150  cc.  of  blood 
injected  is  needed  to  produce  some  notice- 
able change  in  the  patient  that  is  in  shock 
or  who  has  an  extremely  low  red  blood  cell 
count. 


ROLE  OF  CALCIUM  GLUCONATE 

There  is  a need  to  replace  the  calcium 
removed  in  the  infant’s  serum  besides  neu- 
tralizing the  citrate  in  the  injected  blood. 
Wiener  et  al(5),  advocate  giving  5 cc.  of  10 

CRAPH  I 

CALCIUM  GLUCONATE  CAUSES  HEART  RATE  TO  DECREASE  CASE  16 

HEART 

RATE 


100- 

, I | I I I I , ■ , U 
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BLOOD  INJECTED  ° 
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o 
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per  cent  calcium  gluconate  at  intervals  for 
a total  of  4 doses.  Diamond (3)  gives  calcium 
at  the  close  of  the  procedure.  Furman 
et  al  (6)  and  Gustafson (7)  reported  electro- 
cardiographic findings  which  occur  during 
an  exchange  transfusion.  The  electrocar- 
diogram shows  definite  gross  skeletal  muscle 
tremors  after  each  100  - 150  cc.  of  blood 
exchanged.  The  tremors  disappear  after 
the  injection  of  2 cc.  of  10  per  cent  calcium 
gluconate. 

The  clinical  picture  of  the  infant  will  in- 
diate  the  need  for  calcium.  The  baby  be- 
comes very  irritable  and  cries  when  calcium 


is  needed.  This  irritability  disappears  after 
giving  calcium.  The  recorder  listening  to 
the  cardiac  rate  serves  as  a check  on  this 
need.  The  cardiac  rate  may  increase  above 
140.  The  heart-tones  may  become  distant 
and/or  lose  their  sharpness  of  quality.  The 
giving  of  calcium  eleminates  these  findings 
and  decreases  the  heart-rate.  Graph  I (Case 
No.  16). 

Occasionally,  the  infant  has  a bradycardia 
and  the  giving  of  calcium  increases  the 
heart  rate.  The  bradycardia  rate  may  be 
due  to  a high  serum  potassium  either  actual 
or  relative.  Graph  II  (Case  No.  19). 

GRAPH  H 

CALCIUM  GLUCONATE  INCREASES  HEART  RATE  IN  PRESENCE  OF 
BRADYCARDIA  DUE  TO  HYPERPOTASSEMIA  CASE  19 

HEART  Serum  Potassium  I2m.eq.  Prior  to  Transfusion 
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If  the  patient  is  in  good  condition  and 
calcium  gluconate  is  given  at  intervals,  be- 
fore a deficit  occurs,  there  may  be  very 
little  change  in  the  rate  or  tones  of  the 
heart.  Graph  III  (Case  No.  10). 

GRAPH  H 

HEART  RATE  CHANGES  LITTLE  IF  PATIENT  IS  IN  GOOD  CONDITION  CASE  10 
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At  times  the  heart’s  rate  is  markedly 
elevated  early  in  the  procedure  and  fluctu- 
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ates  considerably.  As  the  exchange  trans- 
fusion progresses  the  rate  stabilizes.  Graph 
IV  (Case  No.  14). 

GRAPH  H 

HEART  RATE  FLUCTUATING  EARLY  THEN  STABILIZING  CASE  14 


to  add  Rh  negative  cells  to  bring  the  total 
venous  hematocrit  to  50  per  cent.  Molli- 
son(4)  shows  how  the  erythrocyte  count 
rises  as  the  volume  of  blood  exchanged 
increases. 
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The  author  dilutes  10  cc.  of  10  per  cent 
calcium  gluconate  with  40  cc.  of  an  isotonic 
solution  resulting  in  0.1  gram  of  calcium 
gluconate  contained  in  each  5 cc.  of  solution. 
This  larger  volume  of  diluated  calcium  gives 
better  control  of  administration.  While  the 
recorder  listens  to  the  rate  of  the  heart, 
0.1  - 0.2  grams  (usually  0.1  gram)  is  given 
for  each  100  cc.  of  blood  injected  into  the 
infant.  If  the  heart’s  rate  drops  below 
100-110  the  injection  is  discontinued  before 
the  total  amount  is  given.  Graph  VII  (Case 
No.  11).  Furman  (6>  lists  the  signs  of  hyper- 
calcemia as  bradycardia,  sinus  arrhythmia, 
and  premature  beats. 


VOLUME  OF  BLOOD  NEEDED 

The  amount  of  blood  advocated  to  be  used 
during  the  exchange  transfusion  varies. 
Wiener  (5> 8)  occasionally  uses  more  than 
1000  cc.  He  suggests  a more  complete  blood 
exchange  may  prevent  clumping  of  red  blood 
cells  with  the  resulting  thrombosis  in  a vital 
organ.  Diamond  (1>  9>  suggests  doing  a re- 
peat exchange  transfusion  in  the  next  24 
hours  if  the  jaundice  increases  to  moderate 
levels  after  the  initial  transfusion.  He  ad- 
vocates repeating  the  exchange  before  an 
intense  jaundice  develops. 

Veall  and  Mollison(10)  calculate  the  amount 
of  the  replacement  transfusion  needed  from 
a normogram  using  the  infant’s  initial  hem- 
atocrit and  hematocrit  from  the  donor’s 
blood.  They  strive  to  reduce  the  hematocrit 
of  the  Rh  positive  cells  to  5 per  cent  and 


The  author  depends  on  the  initial  blood 
count  and  subsequent  determinations  usually 
done  at  400  cc.  of  blood  injected  and  at  each 
200  cc.  thereafter.  Graph  V (Case  No.  10) 
shows  the  rise  in  red  blood  cells  as  the 
volume  of  the  exchange  increases.  The 
hemoglobin  is  not  a reliable  index  of  the 
anemia  because  jaundice  may  give  inordi- 
nately high  values  compared  to  the  red 
blood  cell  count. 

GRAPH  7 

RISE  IN  R.B.C.'S  AS  VOLUME  OF  BLOOD  EXCHANGED  INCREASES  CASE  10 

VOLUME 

PER  lOOoc 

1040  cc  in 


R.B.C.  37  39  3.7  43  4.6 

(error?) 

Table  III  shows  the  volume  of  blood 
needed  for  the  exchange  transfusions  re- 
ported in  this  article.  This  table  lists  the 
initial  and  final  red  blood  cell  counts.  The 
final  count  usually  is  over  4.5  million.  This 
is  an  arbitrary  figure  chosen  from  experi- 
ence. 

The  red  blood  cell  count  of  the  donor’s 
blood  is  important.  In  checking  blood  counts 
on  the  donor’s  blood  used,  two  patients, 
(Cases  No.  14  and  16,  Table  V)  were  given 
donor  blood  with  a red  cell  count  of  3.33 
and  3.80  million,  respectively.  This  low 
count  would  necessitate  using  greater  vol- 
umes of  blood  to  produce  a satisfactory  rise 
in  the  patient’s  blood  count.  Since  these 
findings,  a blood  count  always  is  done  on 
the  donor’s  blood  prior  to  use. 

Using  these  criteria  and  following  sub- 
sequent determinations,  only  one  infant 
(Case  No.  12)  needed  a second  exchange 
transfusion.  From  the  group  of  22  patients, 
twelve  have  needed  supportive  small  trans- 
fusions. Counts  done  at  intervals  through- 
out the  subsequent  course  in  the  hospital 
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TABLE  III 

VOLUME  OF  BLOOD  EXCHANGED  AND  PATIENTS 
RECEIVING  ADRENAL  CORTICAL  EXTRACT 


Adrenal 


Patient 

No. 

Blood 

Injected 

Blood 

Removed 

Initial 

RBC 

Final 

RBC 

Cortical 

Extract 

1. 

870 

750 

3.5 

5.57 

Given 

2. 

506 

455 

2.9 

4.95 

None 

3. 

490 

430 

1.5 

4.55 

None 

4. 

760 

705 

2.66 

5.33 

Given 

5. 

450 

400 

2.61 

5.06 

None 

6. 

555 

490 

3.35 

6.00 

Given 

7. 

432 

348 

2.0 

4.01 

Given 

8. 

500 

450 

3.70 

5.02 

None 

9. 

800 

750 

2.65 

5.12 

Given 

10. 

1040 

920 

3.7 

4.60 

Given 

11. 

968 

805 

1.45 

4.49 

Given 

12. 

1st  Exch. 
1208 

1136 

2.42 

4.56 

Given 

2nd  Exch. 
570 

450 

3.5 

4.44 

Given 

13. 

885 

755 

2.05 

4.81 

Given 

14. 

900 

865 

3.28 

4.25 

Given 

15. 

570 

510 

1.58 

4.69 

Given 

16. 

1040 

920 

2.84 

4.56 

Given 

17. 

880 

770 

2.89 

5.86 

Given 

18. 

950 

875 

2.04 

4.20 

Given 

19. 

933 

820 

2.60 

4.2 

Given 

20. 

900 

795 

2.52 

4.83 

Given 

21. 

910 

790 

3.0 

4.23 

Given 

22. 

500 

430 

3.19 

4.80 

None 

17  Patients  Given  ACE 
5 Patients  Not  Given  ACE 


indicate  this  need.  If  the  count  drops  to 
a level  of  3.5  to  4.0  million  erythrocytes,  a 
small  transfusion  is  given.  This  figure  is 
arbitrary,  and  is  chosen  from  experience. 
Table  IV  gives  these  data. 

SUPPORTIVE  CARE  IMPORTANT 

Supportive  care  is  needed  during  this  ex- 
tensive procedure.  If  the  infant  shows  any 
sign  of  respiratory  distress,  or  if  the  initial 
red  blood  count  is  below  2.0  million,  oxygen 
is  given.  Air  hunger  may  be  present  if  the 
circulating  red  blood  cells  are  fewer  than 
2.0  million.  Shock  and  pneumothorax  are 
other  conditions  requiring  oxygen.  Vigor- 
ous resuscitation,  or  cesarean  section  may 
produce  a pneumothorax.  Case  No.  6 was 
delivered  by  cesarean  section  and  Case  No. 
21  was  resuscitated  in  an  airlock.  Both  in- 
fants developed  a tension  pneumothorax. 

Shock  is  best  combated  by  restoring  the 
infant’s  condition  to  near  normal.  The  heart 
rate  may  be  elevated  to  more  than  160  in 
the  early  stages.  As  the  red  blood  count 
rises  to  near  normal,  the  heart  rate  de- 
creases. Graph  VI  shows  a heart-rate  of 
185  initially,  no  effect  resulted  from  calcium 
gluconate  and  a steady  decline  in  the  rate 
occurs  as  the  count  rises.  The  rate  stabilizes 
near  140.  The  calcium  may  begin  to  show 
some  effect  as  the  heart’s  rate  lowers. 

Another  weapon  in  the  handling  of  shock 
and/or  prolonged  traumatic  procedure  is 


the  use  of  corticotropin,  cortisone,  or  adre- 
nal cortical  extract.  Two  cases  were  treated 
with  corticotropin  by  Simpson  et  al(11)  and 
one  case  by  Reilly (12).  The  results  were  not 
conclusive.  Geppert  et  al(13)  have  subse- 
quently reported  a series  of  20  infants 
treated  with  ACTH.  Three  deaths  occurred. 
Cortisone  was  used  in  conjunction  with  ex- 
change transfusions  by  Hunter  and  Ross(14). 

GRAPH  SI 

EFFECT  OF  R.B.C.'s  ON  THE  HEART  RATE -- NO  CHANGE  FROM  CA.GL  CASE  17 


Co.GI.  .tgm  .1  .1  I ,| 

Aqueous  adrenal  cortical  extract  was 
given  to  17  of  the  22  patients  (Table  II) 
reported  in  this  series  with  good  effect. 
The  author  feels  the  whole  gland  extract 
is  a more  physiologically  supportive  materi- 
al than  either  corticotropin  or  cortisone. 
If  there  is  an  element  of  adrenal  exhaustion, 
corticotropin  would  be  contraindicated.  Cor- 
tisone and  corticotropin  are  very  powerful 
drugs  and  may  produce  difficulties  in  the 
management  of  the  postoperative  care.  Some 
difficulties  were  encountered  by  Silverman 
et  al(15)  in  the  treatment  of  retrolental  fibro- 
plasia. 

Adrenal  cortical  extract  lessens  these 
dangers  and  may  have  less  depressing  ef- 
fects on  the  adrenal  gland  in  the  postopera- 
tive recovery  period.  In  addition,  it  con- 
tains the  whole  gland  material  which  may 
prove  to  be  of  greater  value  in  periods  of 
intense  stress  as  more  knowledge  of  the 
adrenal  steriods  becomes  available.  There 
is  no  question  but  that  the  condition  of 
erythroblastosis  fetalis  precipitates  a severe 
and  critical  alarm  reaction  in  the  patient. 
This  infant  may  not  be  capable  of  respond- 
ing to  such  a severe  stress  in  a completely 
satisfactory  manner. 

In  the  group  of  17  cases  receiving  adrenal 
cortical  extract,  four  infants  (Cases  No.  11, 
12,  14,  and  21)  required  the  giving  of 
adrenal  cortical  extract  during  the  proce- 
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TABLE  I 

STATISTICAL  DATA  ON  PATIENTS 


| Cesarean  section  - Sister 
1st  pregnancy  - Mother- hemorrhaged.” 
Had  2 transfusions  - Rh? 


6 

5 

3 

! born 

; l es. 
Sect. 
Rh 
Prob. 

o.k. 

!Pt. 

Rh 

Died 

1 

o 

Pt. 

1 

0 

7 

2 

Neg. 

Neg. 

Neg. 

Pos. 

Pos. 

1 

Birth  j A 

1 

Birth  | B 

Pos. 

Pos. 

Pos. 

Pos. 

11.5 

8.0 

3.35 

2.0 

10/ 

18/ 

1 16.350U 
21,000? 

_+ j 

+ 

0 |0 

0 ,0 

1 

0 1 0 

10  10 

1 1 

1 + 1 + 

1 1 

4-  1 -1- 

ft- 

10 

1 + 

1.  1 
1 

Blood  cultures  negative  - Vertex  delivery 
4th  preg.  - Mother  anemic.  Transfusion 
and  Rh  positive  blood-died-fetal  hydrops. 
Lab.  _ error  - Exchanged  with  O Rh  posi- 

8 

3 

| o.k. 

| Rh 

Pt. 

0 

0 

2 

Neg. 

7 

Pos. 

1 

Birth  | ? 

Pos. 

Pos. 

| 

11.4  j 3.70 

2 t 2 1 + 

0 

! 

o i n 

9 

3 

1 o.k. 

Rh 

Pt. 

0 

0 

2 

Neg. 

7 

Pos. 

1 

Birth  | A 

Pos. 

Pos. 

8.2 

2.65 

5(>/  1 2 1 + I + 10  1 4 



10 

j o.k. 

Rh 

Misc. 

Pt. 

0 

7 

Neg. 

Rising 

Pos. 

Birth  ; 0 

Pos. 

Neg. 

i 

12.7  | 3.7 

81/ 

1, 

I 23.000U 

+ 

+ 

+ 

u 

4 In  \i 

2nd  preg^  Had  multiple  small  trans- 

11 

5 

| o.k. 

; o.k. 

Spastic 

xcn  | 

Spastic  | Pt. 

7 

Neg. 

2 

Pos. 

1 

12  hr.  | 0 

Pos. 

Pos. 

5.0 

1.45 

132/ 

! 38,920  ? 

+ 

+ 

0 

! + 

0 

II 

1 

1 o 

3rd  and  4th  preg.  - Had  multiple  small 

12 

2 

1 aly 

: pt. 

0 

0 

0 

? 

Neg. 

2 

? 

! 

Birth  ! A 

Pos. 

Pos. 

10.5 

! 

2.42  | 152/ 

! 83,720? 

+ 

o 

+ 

u 

i o 

1 

1 o 

13 

2 

1 o.k. 

pt. 

0 

o 

0 

2 

Neg. 

7 

? 

1 

24  hr.  | A 

Pos. 

D-I 

Neg. 

9.0 

2.05 

68/ 

1 

39,000  ? 

+ 

0 

0 

1. 

0 

1 oi 

1 

|0 

Rh  type  C De/cde. 

14 

3 

[ o.k. 

o.k. 

Pt. 

o 

0 

? 

Neg. 

2 

Pos. 

48  hr.  | A 

Pos. 

Pos. 

4.5 

3.28 

55/ 

48,690c 

+ 

0 

0 

1 

1 + 

+ 

1 of 

0 

15 

5 

1 Still- 
born 

Died 

5-da. 

Rh 

Prob. 

Exch. 

Trans. 

Pt. 

AB 

Neg. 

7 

2 

Birth  | B 

Pos. 

Pos. 

7.5 

1.58 

203/ 

I 20,295c 

+ 

0 

0 

1 

I + 

+ 

1.1 

~[  1 

16 

2 

| o.k. 

Pt. 

0 

0 

0 

A 

Neg. 

2 

Pos. 

! 

72  hr.  | A ! Pos. 

2 

10.0 

2.84 

12/ 

i i 

124,100?  | + 

0 

0 

1 + 

+ 

',» 

| Cesarean  section  due  to  cephalopelvic 
1 + | disproportion. 

17 

3 

1 Anom- 
| aly 

Exch. 

Trans. 

Pt. 

0 

0 

Neg. 

2 

2 

30  hr.  ! 0 

Pos. 

Pos. 

13.0 

2.89 

13/ 

| 18,850C 

+ 

0 

0 

1 

1 + 

+ 

1 

10 

1 

! 0 

1st  pregnancy  - Diaphragmatic  hernia. 

. 

3 

| o.k. 

Died 

Rh 

Pt. 

0 

o 

? 

Neg. 

2 

Pos. 

1 1 

Birth  j A i Neg. 

Pos. 

8.5 

2.04 

7 

l ? 

+ 

0 

0 

I 

1 + 

+ 

1 

0 

1 

1 0 

2nd  pregnancy  - Fetal  hydrops. 

. 

2 

! o.k. 

Pt. 

0 

. 

0 

A 

Neg. 

2 

Pos. 

40  hr.  1 0 

Pos. 

2 

7 

2.60 

2 

1 2 

+ 

0 

0 

1 + 

+ 

i ; 
10, 

1 

10 

20 

3 

1 o.k. 

Anom- 

aly 

Pt. 

o 

0 

0 

Pos. 

Neg. 
Anti  A 

. 

32  hr.  j A 

Pos. 

Neg. 

9.0 

^ 2.52 

10/ 

1 14,750  ? 

+ 

4- 

0 

1 

10 

0 

1 1 
10 

1. 

2nd  pregnancy  - Mongol  with  congenital 
heart  defect. 

21 

3 

j Ar.om- 
! aly 

Pt. 

0 

0 

1 

? i Neg. 

7 

Pos. 

| 

12  hr.  | ? 

Pos. 

Pos. 

7 

3.0 

7 

1 ? 

+ 

+ 

+ 

1 

1 + 

+ 

1 

j 

1 

1 + 

1st  preg.  - Multiple  anomalies.  Placed  in 
Airlock  for  resuscitation.  Admitted  to  hos- 
pital with  granting  respiration,  in  shock. 

92 

4 

| o.k. 

! o.k. 

o.k. 

Pt. 

0 

? 

Neg. 

2 

Pos. 

20  hr.  | A 

Pos. 

I 

| Pos. 

11.5 

1 3.19 

46/ 

| 24,800U 

+ 

1 

0 

0 

1 

10 

1 0 

li 

0 

1 

10 

*U— Uncorrected  for  NRBC 
‘C— Corrected  for  NRBC 


TABLE  IV 

RBC  COUNTS  DURING  AND  FOLLOWING  THE  EXCHANGE  TRANSFUSIONS 


DURING  EXCHANGE  TRANSFUSION 

1ST  24 

Initial 

RBC 

400 

1 o 

800 

1000 

End 

1 i 

870 

3.05 

3.2 

3.8 

4.5 

5.57 

5.57 

— 

— 

2ND  24  HOURS 


SUBSEQUENT  DAYS  IN  HOSPITAL 


COMMENTS 


| 5.77  1 5.44  | _ 1 5.41  | 5.25 


506  | 2.90  j 4,95 


490  I 1.50  I 4.3 


760  i 2.66  I 3.8 


6 1 

1 

555  [ 3.35 

4,4!... 

6.0 

1 1 

7.07  | 7.07  j 6.06* 

4.9 

1 

4.7  j 4.32 

I [ I 1 

5.15  | | 5.56  | 5.81  1 5.46 

1 

5.66  | 5.52 

| ___  | ___  | ___  | ___  | ___ 

— 

] * Signs  of  tension  pneumothorax 
i relived  by  withdrawing  air. 

7 1 

1 

1 

432  | 2.0 

_ |_ 

4.01 

1 

1 

___  1 4.01 

1 1 1 1 

1 1 j 1 

| ___  | 3.52  [ ___  | 

1 

(1)  1 

2.61  i 4.45 

3.94 

(2)  1 1 

[ 3.78  | 3.23  | ___  | 3.86  ; 

( 1 ) Small  transfusion. 

(2) 2  Subsequent  small  transfusions 

3.26  I dismissal. 

"j  500  | 3.70  | 3.90 


| 1 4,95  | 4.7  | 


— 1 — 1 4.55  | 5.8  | ___ 


4,3  | 5.33  j | 5.33  j 6,02  | 5.74 


--  I — I — I 5.06 


5.06 


4,21  | | | 5,02  1 5.12  | 4,65 


I — 1 — I — 


I — - I — 


5.49  | 5,49  ; 1 


6.18  | 5.88  | | 


5.32 


5.46 


5.04  j 5.25  4,77  | 4,07  [ 4,27 


5.01 


5.14 


| 5.98 


I 5.38 


- 1 — 


5.08  | 


4.50 


5.70  | 6,28  | 5.79 


5.13  | 638  | 5.49 


4.08  j 2.94  | 3.75* 


4.79  j 4.89  | 4.50 


4.50 


I — 


4.90  J 4.28  1 4.94 


4.05  j 3.3  | 4.01 


I 


I — 


I — 


I 


4.29 


I — 


Small  transfusion. 


800  I 2.65 


| 5.12  | 5.12  j 


4.42 


4.62 


4.82  | 4.83 


I I 

5,32  i 4,24  ! 4.78 


4.89  j 4.73 


Count  2 weeks  later  3.79. 
Small  transfusion  given. 


1040  | 3.7  | __ 


3.9  | 3.74  [ 4.30  | 4.6  | 5.3  | 4.66  | 4,46  [ 4,69  | 5.0 


4,86  | 5.02 


533  j 5.68  | 5.20 


5.37  | 5.30 


I — 


— I — 1 — 


968  I 1.45  I 3.05 


3.76  | 3.96  | 4.12  | 4,41  j 3.85  j 2.97  ) 4,49*  | 6.46  [ 5.93 


5.05 


5.21  I 5.62 


.75  ; 5.10  | 4.93 


— 1 


Small  transfusion. 


1 (1> 
12  I 1208 

2.42 

3.9 

1 I 

1 4.2  1 — 

1 1 

1 4.23  | 4.56 

3.94  3.80 

3.7 

3.5 

! 1 I 

(2)  | | j 

■ 

' 1 

j 

1 1 

— 1 __  1 — 

| 

1 

(1)  1st  exchange  transfusion. 

I (2) 

1 570 

3.5 

4.1 

L_  ! 

1 I 

| ___  | 4.44 

1 

4.26  | 

3.8 

2.05 

3.18  3.12  | 3.05  3.23 



2.9* 

3.97 

! 1 ! 1 1 
| 3.85  | 4.15  | 4.78  j 4.70  j 4.94  | 4.85  , 4.64 

I 1 

3.82  | 4.76  j 

1 — 

(2)  2nd  exchange  transfusion, 
* Small  transfusion. 

885  | 2.05  i 2.84 


3.51  | 3.99  ! 4.21  [ 4,81  | 4.36  ! 4,58-  t 5.88  4.56  | 4.60 


4.80  | 5.07  I 4.64 


I — 


- | ___ 


14  900  | 3.28  ] 3.56  j | 4.15  | | 4.25  | 5.14  | 5.07  | 4.34  | | 4.57  4.22  | 4.73  | | | 4.46  | 4.51 

3.63*  | 6.85  | 5.59  | 5.50  jj  6.47  | ___  j | | __ 

I 1 | * Small  transfusion. 

15  | 600 

1 1 - ;i  1 1 1 

1.58  | 3.98  i 4.69  | | | 4.69  | 5.59  | 4.62  | 4.86 

III  III 

5.32  4.57  | — | 5.02  | 4.73  | | 4.73  | 3.87 

4.33 

1 1 1 1 
4.48  | 4.44  | 4.30  | 4.22  [ 4.01 

I 1 

3.60  [ 3.68  1 3.13 

I * RBC  1 week  later  2.91— Small trarf 
* I — 1 _ | RBC  4.80. 

J 1 1 1 1 

16  | 1040  | 2.84  | 3.02  | 3.6  | J 4.33  | 4.56  | 4.56 

4.67  4.18 

1 (1)  1 I 1 I (2) 

___  j — j | 3.24  | 4.51  1 ___  j 4.14  | 3.29 

4.76 

1 

5.61  | 5.07 

1 1 1 

5.26  | 4.71  - I | 

1 

| ___ 

| (1)  Small  transfusion. 
1 [ | (2)  Small  transfusion. 

17  I 880  i 2.89  1 3.7  . ___  | 4.6  | ___  1 5.86  | 5.86  j 4.71  | 4.73  ; 4.41  | 5.26  | ___  | 4.87  [ 4.85  i | 4.39  | 4.58 

5.78 

5.00  | 4.10  | 4.24  ,|  4.50  j | | 

I - 1 1 

18  | 950  | 2.04  j 2.99  | 3.47  j 4.19  4.2  | 4.2  | 4.59  | 4.09  | | ___  | ___  | | 4.03  | 4.90  1 ___  | 4.75  i 5.07 

5.11 

4.2  | 4.85  | 3.87  | 4.50  | 4.35  | ___  | __ 

1 1 1 

19 

933 

2.60 

3.1  3.9 

1 1 

4.2  1 | 4.2  | 5.12 

4.94  j 4.44 

1 1 1 1 1 

— | | | 4.73  | 4.19  | ___ 

5.38 

4.36 

4.64 

(1) 

3.45  1 4.31 

(2) 

4.10 

4.06  ___ 

— 

..  1 

(1)  Small  transfusion  given. 

20 

900 

2.52 

1 

3.8  | 

1 1 1 
4.04  | ___  1 4.83  | 4.83 

4.89  | 5.04 

4.71  4.17  4.85  | 5.4  5.19  | 

5.11 

4.66 

3.9 

1 

4.04  | 4.08 

4.27 

1 (1) 
4.04  | 3.76 

(2) 

3.94 

4.18  _ 

1 

| 

(1)  Small  transfusion. 

21 

910 

3.0 

4.02 

| 4.23  

| 4.0 

i 1 1 1 | 

1 1 1 1 ■ | 

4.14*  | 4.31  | | 4.59  | 4.90  | 

5.01 

5.25 

4.84 

1 

1 

5.12  | 5.31 

4.66 

4.68  ! 4.39 

4.39 

4.48  (2) 

(2)  2 Small  transfusions-3rd 
hospital.  * Tension  pneumotnor 

zz  1 ouu  6. 1 | | 1 1 4.8U  ' 4.0U 

— I 1 1 — I 1 4.48  | ___  I | [ 

3.30  ! ___  | 3.33*  | ___  | 4.29 

i 

1 

v — The  point  where  the  tension  pneumothorax  occurred  or  the  transfusion  given,  etc.  It  relates  to  the  asterisk  on  the  table  per  se.  " 

dure.  This  need  is  due  to  a shock-like  state 
of  serious  degree  initially  or  its  develop- 
ment during  the  exchange.  This  shock  state 
is  present  in  spite  of  an  adequate  red  blood 
count  and  calcium  being  given.  The  extract 
controlled  the  situation.  Graph  VII  (Case 
No.  11)  illustrates  the  use  of  adrenal  corti- 
cal extract  in  this  condition. 

GRAPH  "21 

EFFECT  OF  ADRENAL  CORTICAL  EXTRACT  (ACE)  CASE  H 


The  usual  routine  for  using  adrenal  cor- 
tical extract  is  to  give  5 cc.  of  the  aqueous 
material  intravenously  and  5 cc.  intramus- 
cularly at  the  close  of  the  procedure.  All 
17  of  these  patients  received  material  to 
help  prevent  any  postoperative  shock. 

The  prevention  of  aspiration  postopera- 
tively  is  aided  by  a gastric  lavage.  This 
procedure  is  accomplished  before  the  infant 
leaves  the  operating  room. 

The  infant  is  placed  in  a warm  incubator 
with  oxygen  and  is  returned  to  the  nursery. 

IMMEDIATE  POSTOPERATIVE  CARE 

The  next  twenty-four  hours  comprise  the 
most  important  period  in  the  care  of  the 
infant.  The  major  complications  usually 
become  apparent  and  may  be  offset  or  pre- 
vented from  assuming  serious  proportions 
if  close  observation  occurs.  The  manage- 
ment can  be  divided  into  several  phases. 

Possible  chest  involvement  may  include 
pneumothorax,  atelectasis,  aspiration,  and  a 
dilated  heart.  Cases  No.  6,  11,  15,  18  and 
21  presented  some  of  these  conditions.  The 
following  routine  aids  in  preventing  these 
problems : 

1.  Nothing  by  mouth  for  24  hours. 

2.  X-ray  chest  immediately  on  the  infant’s  return 

to  the  nursery  from  the  operating  room. 

3.  Continuous  oxygen. 


4.  Carbon  dioxide — oxygen  inhalations  10  minutes 
each  hour. 

5.  Postural  drainage  but  not  elevation  of  the  in- 
fant’s feet  which  would  put  visceral  pressure 
on  the  diaphram. 

Possible  shock  is  averted  by  keeping  the 
infant’s  rectal  temperature  between  96°-99° 
F.  by  the  use  of  an  incubator  and  by  giving 
of  5 cc.  of  adrenal  cortical  extract  intra- 
muscularly four  hours  postoperatively  and 
then  2.5  cc.  every  four  hours  thereafter 
following  the  dosage  schedule  listed  under 
“Subsequent  Care”. 

Hemorrhage  may  occur.  Vitamin  K,  1 
mg.  intramuscularly  is  given  every  four 
hours  for  six  doses.  Red  blood  cell  counts 
are  done  every  four  hours.  If  the  count 
drops  below  4.0  million  a small  transfusion 
is  given.  Case  No.  11  in  Table  IV  illus- 
trates this  point. 

Potential  infection  is  handled  by  admin- 
istering penicillin,  300,000  units  intramus- 
cularly immediately  and  150,000  units  daily 
for  6 doses.  Streptomycin  may  be  added  if 
deemed  necessary. 

If  the  volume  of  blood  given  is  more  than 
500  cc.,  a reflex  ileus  may  develop  during 
the  exchange  transfusion.  The  greater  the 
amount  of  blood  given  to  the  patient  the 
more  pronounced  the  ileus.  A tap  water 
enema  given  two  hours  after  surgery  is  of 
great  aid  in  reducing  this  condition.  The 
ileus  might  interfer  with  diaphragmatic 
movement  and  with  lung  expansion,  thus 
helping  to  accentuate  an  atelectasis-problem. 

SUBSEQUENT  CARE 

The  baby  is  kept  under  hospital  observa- 
tion for  the  next  ten  days  and  occasionally 
longer.  The  care  is  gradually  shifted  to 
routine  nursery  procedures;  as  follows, 

1.  The  carbon  dioxide  and  oxygen  are  gradually 
eliminated  over  the  next  2-3  days. 

2.  Use  of  the  incubator  is  gradually  withdrawn. 

3.  The  penicillin  and  vitamin  V2  are  discontinued  as 
indicated  previously. 

4.  The  adrenal  cortical  extract  is  decreased  ac- 
cording to  the  following  schedule: 

1st  day — 2.5  cc  every  4 hours 
2nd  day — 2.5  cc  every  6 hours 
3rd  day — 2.5  cc  every  8 hours 
4th  day — 2.5  cc  every  12  hours 
5th  day — 1 cc  every  12  hours 
6th  day — Discontinue  A.C.E. 

Withdrawal  problems  have  not  been  en- 
countered using  this  schedule. 
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5.  The  red  blood  cell  counts  are  done  according  to 
the  following  schedule. 

1st  day — every  4 hours 

2nd  day — every  8 hours 

3rd  day — to — 5th  day — each  8 A.M.  and 
4 P.M. 

6th  day — to — 10th — each  8 A.M. 

If  the  count  falls  below  4.0  million,  a small 
transfusion  of  10  cc.  per  pound  of  body 
weight  is  given.  See  Table  IV. 

6.  Nutritional  care  follows  this  routine. 

1st  day — Nothing  by  mouth. 

2nd  day — Dilute  Nutramigen*  is  used  for 
easy  absorption  from  an  edematous 
bowel. 

3rd  day — Increasing  strength  and  volume 
of  nutramigen  as  tolerated. 

4th  to  6th  day — Nutramigen  is  used  until 
nutriment  is  well  tolerated  then  olac** 
is  used  for  a high  protein  diet. 

The  use  of  a standard  formula  of  eva- 
porated milk,  water  and  detri-maltose 
started  when  deemed  advisable  by  the 
author  or  the  local  referring  physician. 

A multiple  vitamin  preparation  is 
given  on  the  4th  or  5th  day  and  there- 
after. A vitamin  B12-with-iron  pre- 
paration is  started  the  6th  to  8th  day 
to  help  prevent  a drop  in  the  red  blood 
cell  count. 

7.  Follow-up  care  is  rendered  by  the  referring 
physician  at  weekly,  then  at  monthly  intervals. 
The  blood  count  should  be  checked  at  intervals 
for  a period  of  3 to  5 months. 

SHORT-TERM  COMPLICATIONS 
Table  V lists  the  short-term  complications. 
Of  22  infants,  8 had  an  uneventful  course. 
Thirteen  infants  needed  one  or  more  small 
transfusions  within  two  weeks  after  the 
exchange  transfusion.  Pneumothorax  was 
found  in  the  postoperative  x-ray  in  two 
cases  (Cases  No.  6 and  21).  One  infant 
was  delivered  by  cesarean  section  and  the 
other  patient  was  placed  in  an  airlock  im- 
mediately after  delivery.  The  condition  be- 
came serious  in  both  cases,  causing  media- 
stinal shift.  The  condition  was  rectified 
within  four  hours  by  removing  air  from  the 
affected  pleural  space  via  a syringe.  One 
infant  (Case  No.  11)  had  a mild  cardiac 
dilatation  with  an  apical  systolic  murmur 
which  cleared  prior  to  discharge  from  the 
hospital.  Two  infants  (Cases  No.  15  and 
18)  had  an  atelectasis  postoperatively  which 
cleared  with  C02  - 02  inhalations,  oxygen, 
and  respiratory  stimulants.  Two  infants 
(Cases  No.  11  and  12)  developed  a mouth 

♦Nutramigen  (Mead  Johnson  Co.)  is  a casein  hydrolysate 
with  added  carbohydrate. 

♦♦Olac  (Mead  Johnson  Co.)  is  a 20  per  cent  protein  food 
designed  for  use  with  premature  infants  or  high  protein  diets 
in  infants. 


infection  due  to  Monilia  albicans  which  re- 
sponded to  treatment  with  a sodium  tetra- 
borate solution. 

TABLE  V 

VARIOUS  SHORT-TERM  COMPLICATIONS 

Patient 

No. 

1.  Uneventful. 

2.  Uneventful. 

3.  Uneventful. 

4.  Uneventful. 

5.  Uneventful. 

6.  Tension  pneumothorax  15  hours  post-transfusions.  Sub- 
sequent small  transfusions. 

7.  Had  small  transfusion  2 weeks  after  discharge. 

8.  Had  small  transfusion. 

9.  Had  small  transfusion  2 weeks  after  discharge. 

10.  Uneventful. 

11.  Needed  adrenal  cortical  extract  during  exchange  trans- 
fusions. Developed  cardiac  murmur  during  transfusion 
and  postoperative  x-ray  showed  mild  cardiac  dilatation. 
Needed  small  transfusions.  Mouth  infection  with  Mon- 
ilia albicans. 

12.  Needed  adrenal  cortical  extract  during  exchange  trans- 
fusion. Needed  a 2nd  exchange  transfusion  10  hours 
after  1st  transfusion.  Had  small  transfusion.  Devel- 
oped a mouth  infection  with  Monilia  albicans. 

13.  Uneventful. 

14.  Needed  adrenal  cortical  extract  during  exchange  trans- 
fusions. Needed  small  transfusions.  The  donor  blood 
No.  1 had  a red  blood  cell  count  of  3.2  million. 

15.  Had  a partial  consolidation  of  the  right  middle  lobe  on 
the  postoperative  x-ray.  Needed  small  transfusion  1 
week  after  discharge. 

16.  Needed  small  transfusions.  The  donor  blood  No.  2 
had  a red  blood  cell  count  of  3.8  million. 

17.  Uneventful. 

18.  Had  an  atelectasis  in  the  left-lower  lobe  in  the  post- 
operative x-ray. 

19.  Needed  small  transfusions. 

20.  Needed  small  transfusions. 

21.  Needed  adrenal  cortical  extract  during  exchange  trans- 
fusion. Had  a pneumothorax  on  the  right  in  the 
postoperative  x-ray  which  developed  into  a tension 
pneumothorax.  Had  one  right  sided  convulsion  3 days 
postoperative.  Developed  an  acute  heat  exhaustion  syn- 
drome two  weeks  postoperative  during  hot  weather, 
trunk  restraints  and  lack  of  intake.  The  condition 
resolved  with  fluids,  salt  and  adrenal  cortical  extract. 
Needed  small  transfusions. 

22.  Needed  small  transfusions. 

To  date,  there  is  no  evidence  of  permanent 
central  nervous  system  involvement.  One 
infant  (Case  No.  21)  had  one  right  sided 
convulsion  on  the  third  day  postoperatively 
with  no  subsequent  seizures.  A long  term 
follow-up  care  is  not  available  at  this  time 
on  any  of  these  patients.  The  oldest  patient 
(Case  No.  2)  is  three  years  of  age.  The 
youngest  (Case  No.  21)  is  two  weeks  old 
at  this  writing.  There  are  no  deaths  in  this 
group. 

DISCUSSION 

The  exchange  transfusion  is  a useful 
therapeutic  tool  in  experienced  hands.  The 
procedure  is  a formidable  one.  It  requires 
time,  patience,  and  constant  observation  of 
the  patient.  The  operation  need  not  have  an 
excessive  mortality  if  the  surgeon  is  aware 
of  the  changes  which  may  occur. 

A rising  heart-rate  over  160  indicates  one 
or  more  of  the  following  problems: 
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1.  Need  of  calcium  gluconate  (hypocalcemia). 

2.  Need  of  more  circulating  red  blood  cells. 

3.  Impending  shock. 

4.  Overloading  of  the  circulation. 

A slowing  heart-rate,  under  110,  indicates 
one  or  more  of  the  following  problems: 

1.  Need  of  calcium  gluconate  due  to  an 
actual  loss  of  serum  calcium  and  a rela- 
tive increase  in  serum  potassium  concen- 
tration. 

2.  Actual  hyperpotassemia  (To  be  discussed 
in  the  subsequent  paper  relating  to  elec- 
trolyte changes).  The  situation  is  counter- 
acted by  calcium  gluconate. 

3.  Overloading  of  the  circulation. 

A developing  heart  murmur  indicates  the 
following  conditions: 

1.  The  blood  is  being  injected  too  fast. 

2.  Overloading  of  the  circulation. 

Indications  for  calcium  gluconate  are 
listed  as  follows: 

1.  Increased  heart  rate  over  160. 

2.  Decreased  heart  rate  under  110. 

3.  Muffled  or  distant  heart  sounds. 

4.  Irritability  of  the  patient. 

5.  Slow  and  shallow  respirations. 

6.  Injection  of  each  100  cc  of  citrated  blood 
during  an  exchange  transfusion. 

The  use  of  adrenal  cortical  extract  as  an 
adjunct  to  exchange  transfusion  has,  in  the 
author’s  opinion,  the  following  therapeutic 
basis. 

The  prevention  of  shock  is  the  extract’s 
most  important  and  justifiable  role.  The 
accepted  role  of  adrenal  cortical  extract  in 
the  Waterhouse-Fredrickson  syndrome  and 
other  shock-like  states  has  been  accepted. 
The  adrenal  gland  may  not  be  able  to  re- 
spond in  a satisfactory  manner  during  a 
severe  alarm  reaction.  It  was  needed  in 
four  of  the  patients  during  the  exchange 
transfusion.  The  extract  was  used  in  a total 
of  17  cases  postoperatively  without  unto- 
ward effect. 

The  adrenal  extract  may  help  stimulate 
the  production  or  release  of  red  cells  to  the 
peripheral  circulation,  according  to  Garcia 
et  al(16).  Feldman  et  al(l7)  feel  the  adrenal 
cortex  exerts  its  influence  by:  (1)  Chang- 
ing the  integrity  of  the  cell  either  directly 
or  indirectly  through  alterations  in  plasma; 
or,  (2)  the  breakdown  of  red  blood  cells 
is  changed  by  the  reticuloendothelial  system ; 
or,  (3)  it  stimulates  red  blood  cell  produc- 
tion in  bone  marrow  or  extremedullary  sites ; 


or,  (4)  it  helps  increase  the  delivery-rate  of 
cells  to  the  peripheral  blood. 

The  use  of  adrenal  steroids  may  help 
protect  the  liver  from  necrosis  or  other  de- 
generative changes.  Henderson(18>  and 
Miller (19)  report  cases  of  hepatic  cirrhosis 
following  erythroblastosis.  Dameshek  et 
al(20)  report  a case  of  severe  acute  hepatitis. 
The  use  of  corticotropin  in  hepatitis,  with 
apparent  help,  has  been  reported  by  Colbert 
et  al(21)  and  by  Ducci  and  Katz(22>. 

The  physiological  changes  produced  by 
the  exchange  transfusion  procedure  regard- 
ing liver  function,  electrolytes  concentration, 
especially  sodium  and  potassium,  and  acid- 
base  equilibrium  need  further  study  and  in- 
vestigation. This  work  is  being  pursued  at 
the  present  time  and  seems  to  indicate  the 
infant  has  a great  capacity  for  compensa- 
tion and  readjustment. 

SUMMAEY 

1.  The  technic  of  exchange  transfusion 
is  given. 

2.  The  immediate  and  subsequent  post- 
operative course  and  routine  are  presented. 

3.  The  need  and  the  role  of  calcium  glu- 
conate is  stressed  and  illustrated. 

4.  The  adjunct  therapy  of  adrenal  cortical 
extract  and  the  therapeutic  basis  for  its  use 
are  discussed  and  illustrated. 

5.  A series  of  22  cases  treated  by  this 
technic  and  routine  is  given.  Adrenal  ex- 
tract was  given  to  17  of  these  cases. 

ADDENDUM 

Since  this  writing,  due  to  a difficult 
diagnostic  situation,  the  author  treated  suc- 
cessfully one  patient  with  erythroblastosis 
fetalis  of  a hydropic  type  with  adrenal  corti- 
cal extract  only.  He  does  not  recommend 
the  use  of  adrenal  extract  as  a substitute 
for  the  exchange  transfusion.  The  combina- 
tion produces  a more  satisfactory  type  of 
treatment. 
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Preventive  Care  °f  Infants  °nd  Children ; 

V.  Infant  Feeding  and  Colic* 


This  constitutes  the  last  of  a series  of  articles  on 
the  subject  of  "Preventive  Care  of  Infants  and  Chil- 
dren" by  these  and  other  co-authors,  three  of  which 
were  published  in  the  Nebraska  State  Medical  Jour- 
nal, in  1953.  In  the  present  paper  the  authors  stress 
the  importance  of  underfeeding  and  of  faulty  feed- 
ing-technic  as  causes  of  colic,  in  contrast  to  over- 
feeding, allergy,  and  fat-intolerance. 

EDITOR 

TO  QUOTE  Brenneman(1), 
“There  are  three  main  theories 
as  to  the  causation  of  colic : 
Hunger  and  underfeeding,  overfeeding  and 
flatulence,  and  ‘an  imbalance  of  the  autono- 
mic nervous  system’  leading  to  a so-called 
‘enterospasm’.”  In  our  experience,  over- 
feeding may  occasionally  be  a factor  but 
usually  is  negligible.  The  autonomic  nervous 
system’s  functional  immaturity  is  thought 
by  some  to  be  a predisposing  factor  which 
may  cause  pain  because  of  stretching  of 
the  intestine.  If  the  infant  is  filled  to  capa- 
city at  each  feeding  with  an  adequate  form- 
ula, colic  can  usually  be  minimized,  since 
there  is  no  air  to  cause  distension  and  re- 
sultant pain.  The  technique  for  accomplish- 
ing complete  filling  at  each  feeding  has  been 
previously  reported (2> 3). 

In  contrast  to  the  complicated  approach 
of  a few  years  ago,  infant  feeding  has  be- 
come a very  simple  procedure.  We  have 
come  to  know  that  normal  babies  will  do 
well  on  a wide  variety  of  formulas  provid- 
ing adequate  caloric  mixtures  are  offered 
using  proper  feeding  technic.  In  isolated 
instances  specific  formula-changes  are  in- 

*Read  by  Dr.  Charles  A.  Tompkins  before  the  Omaha  Mid- 
west Clinical  Society,  October,  1953. 


CHARLES  A.  TOMPKINS,  M.D.,  BYRON  B.  OBERST,  M.D. 
and  JOHN  L.  GEDGOUD,  M.D. 

Omaha,  Nebraska 

dicated.  In  present  day  feeding  the  factor 
of  fermentation  has  been  reduced  by  using 
much  less  added  carbohydrate.  If  a baby 
has  an  allergy  to  whole  cow’s  milk,  the 
problem  can  sometimes  be  resolved  by 
changing  to  a powdered  or  an  evaporated 
milk  formula.  If  the  allergy  is  severe,  it 
is  necessary  to  use  a milk  substitute.  In 
regard  to  allergy-produced  colic,  it  is  possi- 
ble that  the  earlier  feeding  of  a wide  variety 
of  foods  has  reduced  sensitizations.  This  can 
be  explained  by  the  frequent  shifts  of  food 
and  the  decreased  quantitative  impact  of 
any  given  food.  We  rarely  see  severe 
eczemas  among  our  own  patients  since  we 
have  followed  this  regimen.  When  the  child 
lived  for  months  on  only  two  or  three  foods 
before  additions  were  made,  sensitizations 
were  much  more  common.  We  start  to  feed 
pureed  foods  when  the  infant  begins  to 
chew.  This  occurs  around  six  weeks  of  age. 
We  do  not  start  to  give  pureed  foods  at 
birth. 

The  use  of  synthetic  vitamin  “C”  has 
eliminated  the  need  for  orange  juice  early 
in  life.  Vitamin  “D”  concentrates  and  cod 
liver  oil  substitutes  for  use  in  infancy  have 
diminished  allergies  and  colic  that  was  due 
to  fish  oils.  We  defer  egg  until  around  five 
months  of  age.  The  use  of  rotating  diets 
so  that  a given  food  is  not  repeated  oftener 
than  every  four  or  five  days  may  prevent 
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or  correct  a food  allergy.  Even  milk  may 
be  rotated  by  using  protein  hydrolysate 
formulas,  goat’s  milk,  meat-milk  substitutes, 
and  soy  bean  formulas.  Such  a rotation 
procedure  can  be  used  for  meats,  cereals, 
fruits,  and  green  and  yellow  vegetables. 

An  occasional  baby  may  have  some  dis- 
tress and  vomiting  on  homogenized  or 
evaporated  milk.  The  fat  of  homogenized 
and  evaporated  milk  is  more  rapidly  ab- 
sorbed. If  the  infant  is  allowed  to  become 
hungry  enough  to  cry  and  thereby  has  been 
permitted  to  become  physiologically  fatigued, 
the  ensuing  feeding  will  allow  complete  fill- 
ing followed  immediately  by  sleep.  Normal 
babies  rarely  vomit  when  asleep.  This  point 
has  a practical  application,  because  the 
vomiting  of  normal  but  active  babies  is 
frequently  interpreted  to  be  from  over- 
feeding. 

As  a result,  formulas  are  weakened  and 
the  quantity  reduced  so  that  the  infant  re- 
mains awake  and  active  after  feeding.  This 
leads  to  increased  regurgitation.  Also,  if 
the  filling  is  incomplete,  there  will  be 
swallowed  and  undisplaced  air.  When  it  is 
suddenly  released,  forceful  vomiting  may 
occur.  In  such  an  event,  the  baby  should 
be  refed.  Now  that  the  air  has  been  re- 
moved, vomiting  is  less  likely;  the  stomach 
can  be  more  completely  filled;  and  sleep, 
with  its  diminished  physical  activity,  will 
probably  ensue.  It,  then,  becomes  apparent 
that  more  babies  regurgitate  because  of  in- 
complete feedings  than  from  overfeeding.  A 
feeding-filled,  air-free  baby  usually  quietly 
goes  to  sleep.  A partially  fed,  air-contain- 
ing, active  baby  is  apt  to  vomit  and,  if 
predisposed,  may  have  colic  and  sleep  dis- 
turbances. His  sleep  is  disturbed  by  the 
frequent  interruptions  by  the  hunger  pains. 

In  our  experience  colic  is  commonly  a 
result  of  underfeeding  and  rarely,  if  ever, 
a result  of  overfeeding.  Most  babies  who 
are  brought  to  us  because  of  colic  have  been 
on  numerous  formulas  and  usually  the 
calories  have  been  reduced.  The  colic  can 
nearly  always  be  eliminated  on  any  given 
formula  that  is  dequate  in  calories  if 
steps  are  taken  to  insure  complete  feedings, 
thereby  displacing  the  air.  The  important 
factors  include : feeding  in  the  upright 

position;  waiting  until  the  baby  cries  before 
feeding;  feeding  as  soon  as  crying  begins; 
being  sure  the  nipple-hole  is  adequate;  and 
allowing  the  infant  to  take  all  the  formula 
he  will.  These  same  steps  are  prophylactic 


against  colic.  A twenty-four-hour  diary  will 
help  determine  faulty  factors.  The  diary 
should  record  certain  data  in  sequence : 

1.  When  the  baby  awakens 

2.  When  crying  begins 

3.  When  feeding  begins 

4.  When  feeding  ends 

5.  When  the  baby  goes  to  sleep. 

If  the  baby  is  fed  on  awakening  rather 
than  whenvthe  crying  begins,  the  probability 
is  that  the  feeding  interval  to  follow  will  be 
shortened.  Likewise,  the  interval  will  be 
shortened  if  the  record  shows  that  the  feed- 
ing was  delayed  beyond  a short  crying  time. 
If  the  record  shows  a prolonged  feeding 
time  the  baby  is  probably  being  fed  before 
he  is  hungry  or  with  a nipple  that  has  too 
small  a hole.  If  the  baby  is  not  fed  until 
crying  begins  but  soon  thereafter,  if  the 
feeding  time  is  around  twenty  minutes,  and 
if  the  baby  goes  to  sleep  soon  after  com- 
pletion of  the  feeding,  one  may  expect  that 
the  baby  was  filled  to  capacity  with  the 
formula.  This  assumption  may  be  verified  if 
the  feeding  interval  has  become  relatively 
constant  and  therefore  predictable.  These 
criteria  having  been  fulfilled  the  infant  soon 
becomes  free  of  colic;  and  if  the  program 
is  maintained,  he  will  self-indicate  his  own 
inherent  schedule  as  outlined  in  the  previous 
communications^’ 3>  4). 

Usually,  the  above  steps  will  resolve  the 
problem  in  a hospital  situation  where  proper 
nursing  care  is  available.  Only  in  diffi- 
cult situations  is  hospitalization  necessary. 
There  are  some  additional,  helps  to  more 
rapidly  reverse  the  process.  A given  attack 
of  colic  usually  may  be  interrupted  by  a 
rectal  flush  of  luke  warm  tap  water.  For 
this  purpose  a douche  bag  or  enema  can  is 
desirable.  Sometimes  an  ear  syringe  is  used, 
but  this  may  aggravate  the  condition  be- 
cause of  the  probability  of  injecting  more 
air.  The  water  should  be  allowed  to  flow 
in  as  it  is  simulatenously  expelled  along 
with  the  air. 

The  baby  then  may  become  comfortable 
enough  to  take  a feeding  which  will  help 
displace  and  move  air.  Also,  with  the  cessa- 
tion of  crying,  air  is  no  longer  swallowed. 
Another  helpful  aid  is  the  use  of  equal  parts 
elixir  of  benadryl  and  elixir  of  phenobar- 
bital  given  in  one-drachm  doses  in  a little 
milk,  preceding  feedings.  If  necessary, 
elixir  of  Donnatal  may  be  added  in  doses 
of  15  to  20  drops.  Elixir  of  Serpasil  in  1 

(Continued  on  page  141) 


April,  1955 


129 


MEET  SOME  OF  OUR 


NE  VI 


DOCTOR  GORDON  E.  GIBBS  was  born  in  Cordova,  Illinois  on 
September  25,  1911.  He  received  his  Doctor  of  Medicine  degree  from 
the  University  of  California  in  1942  and  his  Doctor  of  Philosophy  de- 
gree at  the  same  University  in  1939.  Dr.  Gibbs’  interneship  was  also 
completed  at  the  University  of  California.  He  was  a National  Research 
Council  Fellow  in  Pediatrics  in  1947-49  at  this  University  and  at  the 
University  of  Illinois. 

Dr.  Gibbs  holds  a membership  in  the  Society  for  Pediatric  Research, 
American  Academy  of  Pediatrics,  American  Diabetes  Association  and 
the  Society  for  Experimental  Biology  and  Medicine. 

From  1950-54  Dr.  Gibbs  was  occupied  with  teaching  and  research 
at  the  University  of  Maryland  Medical  School  in  Baltimore. 

He  saw  duty  in  the  European  Theatre  with  the  United  States  Army 
from  1943-45. 

Dr.  Gibbs  and  wife,  Gertrude,  are  the  parents  of  four  children: 
Gale,  age  12;  Gwen,  age  10;  Gerald,  age  6,  and  Greta,  age  2. 

Address:  University  of  Nebraska  Hospital,  42nd  and  Dewey  Streets, 
Omaha  5,  Nebraska. 


DOCTOR  JEMRAN  W.  ROSE,  bom  in  Warren  County,  North  Caro- 
lina on  August  16,  1918,  took  his  premedical  work  at  Wake  Forest  Col- 
lege, Wake  Forest,  North  Carolina  and  graduated  from  Temple  Univer- 
sity School  of  Medicine  in  1943.  His  internship  was  served  in  the 
United  States  Naval  Hospital.  Graduate  training  included  study  at 
Henry  Grady  Memorial  Hospital,  Emory  University  School  of  Medicine 
in  Atlanta,  Georgia.  In  1947  Dr.  Rose  was  a Graduate  Fellow  and 
Assistant  in  Psychiatry  at  United  States  Veterans  Hospital,  Coatesville, 
Pennsylvania.  His  graduate  training  also  included  study  at  the  Psychi- 
atric Institute  of  Columbia  University  and  the  College  of  Physicians 
and  Surgeons  in  New  York  City. 

Dr.  Rose  served  in  the  United  States  Naval  Service  from  1943-47. 

Following  his  military  service,  Dr.  Rose  served  as  Director  of 
Oneida  County  Child  Guidance  Center,  Utica,  New  York.  He  resigned 
this  position  in  1954  to  become  Clinical  Director,  Children’s  Service  of 
the  Nebraska  Psychiatric  Institute,  University  of  Nebraska  College  of 
Medicine  and  Assistant  Professor  of  Neurology  and  Psychiatry. 

Dr.  Rose  and  wife,  Grace  M.  C.  Rose,  M.D.,  have  four  children: 
Jerman,  age  10;  Robert,  age  8;  Anthony,  age  7,  and  James,  age  2%. 

Cabinet  making  and  photography  are  Dr.  Rose’s  hobbies. 

Address:  University  of  Nebraska  College  of  Medicine,  Omaha,  Ne- 

braska. 


DOCTOR  WAYNE  K.  TICE  was  born  in  McPherson,  Kansas  on 
September  21,  1924  and  attended  elementary  schools  in  Kansas  City, 
Kansas.  His  pre-medical  and  medical  education  were  received  at  the 
University  of  Kansas  where  he  graduated  in  1948.  He  interned  at  the 
University  Hospital  in  Iowa  City,  Iowa  and  took  his  residency  in  Radi- 
ology at  the  same  hospital. 

From  1950-53  Dr.  Tice  was  in  the  military  service. 

Dr.  Tice  is  certified  by  the  American  Board  of  Radiology. 

He  and  his  wife,  Jean,  have  two  children:  Beverly,  age  6,  and 

David,  age  four  months. 

Photography,  woodworking  and  fishing  are  his  favorite  pursuits 
during  leisure  hours. 

Address:  1037  Stuart  Building,  Lincoln,  Nebraska. 
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DOCTOR  RICHARD  Q.  CROTTY  was  born  at  Tyndall,  South  Da- 
kota on  March  15,  1923  and  attended  Loras  College  at  Dubuque,  Iowa, 
Yale  University  and  the  Creighton  University.  He  received  his  degree, 
Doctor  of  Medicine  from  the  latter  college  in  1947.  Dr.  Crotty  interned 
at  St.  Mary’s  Group  of  Hospitals  in  St.  Louis,  Missouri,  and  took  a resi- 
dency at  Barnard  Skin  and  Cancer  Hospital  in  St.  Louis. 

He  is  a Diplomate  of  the  American  Board  of  Dermatology  and 
Syphilology. 

In  1952  he  served  with  the  United  States  Air  Force  in  the  General 
Hospital  at  Wiesbaden,  Germany  and  served  as  a consultant  in  Derma- 
tology to  the  United  States  Air  Force  in  Europe  and  North  Africa. 

Dr.  Crotty  is  married  to  the  former  Beverly  Dillon  and  they  have 
two  children:  Richard,  age  6,  and  Christopher,  age  4%.  Mrs.  Crotty  is 
a member  of  the  Nebraska  State  Medical  Society  Auxiliary. 

Photography  and  sports  are  Dr.  Crotty’s  principle  hobbies. 

Address:  615  Medical  Arts  Building,  Omaha,  Nebraska. 


DOCTOR  WILLIAM  A.  INGRAM  was  bom  June  17,  1926  in  Kear- 
ney, Nebraska,  where  he  attended  public  and  preparatory  schools.  His 
premedical  education  was  obtained  at  Wayne  State  College  at  Wayne, 
Nebraska.  In  1953  he  received  his  Doctor  of  Medicine  degree  from  the 
University  of  Nebraska  College  of  Medicine.  His  interneship  was  served 
at  the  University  Hospital  in  Omaha. 

Dr.  Ingram’s  military  service  consisted  of  duty  in  the  Hospital 
Corps  of  the  United  States  Navy. 

Dr.  Ingram  and  wife,  Phebe,  have  one  son,  Alan,  age  13  months. 

Model  railroading,  Hi-fidelity  and  recorded  music  and  photography 
are  his  favorite  pastimes. 

Address:  317  Lincoln  Street  or  Box  423,  Wayne,  Nebraska. 


DOCTOR  ROY  G.  HOLLY  was  born  September  29,  1919  at  Wau- 
paca, Wisconsin,  where  he  attended  school  before  entering  the  University 
of  Minnesota.  Dr.  Holly  graduated  from  the  University  of  Minnesota 
Medical  School  in  1943  and  interned  at  University  Hospitals  in  Minne- 
apolis. 

During  military  service  with  the  Army,  1946-48,  Dr.  Holly  was 
Chief  of  Obstetrics  and  Gynecology  for  the  Antilles  Theatre,  San  Juan, 
Puerto  Rico. 

Graduate  training  at  the  University  of  Minnesota  merited  a Ph.D. 
in  1952. 

Dr.  Holly  became  an  Instructor  at  the  University  of  Minnesota  in 
1948,  and  resigned  as  an  Associate  Professor  to  become  Professor  of 
Obstetrics  and  Gynecology  at  the  University  of  Nebraska  College  of 
Medicine,  September  1,  1954.  Dr.  Holly  is  a Diplomate  of  the  American 
Board  of  Obstetrics  and  Gynecology,  and  is  a member  of  the  Society  of 
University  Gynecologists. 

Dr.  Holly  and  his  wife,  Cynthia,  have  three  children:  Phillip,  age 

10;  Carol,  age  7,  and  Hugh,  age  4. 

Golf  and  photography  are  among  Dr.  Holly’s  hobbies. 

Address:  Nebraska  College  of  Medicine,  Omaha,  Nebraska. 
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Coming  Meetings 

CRIPPLED  CHILDREN’S  CLINICS— 

April  2,  Grand  Island,  St.  Francis  Hospital 

April  16,  Ainsworth,  High  School 

April  30,  Wayne,  State  Teachers  College 

May  4,  Ogallala,  Elks  Club 

May  21,  McCook,  St.  Catherine  Hospital. 

ANNUAL  SESSION  OF  THE  AMERICAN  COL- 
LEGE OF  PHYSICIANS— April  25-29,  1955,  Phil- 
adelphia, Pennsylvania. 

MIDWEST  REGIONAL  RESEARCH  CONFER- 
ENCE OF  THE  AMERICAN  PSYCHIATRIC 
ASSOCIATION— April  22-23,  1955,  Nebraska  Psy- 
chiatric Institute,  Omaha,  Nebraska 

ANNUAL  SESSION  OF  THE  NEBRASKA  STATE 
MEDICAL  ASSOCIATION  — May  16-19,  1955, 
Hotel  Paxton,  Omaha,  Nebraska. 

SPRING  MEDICAL  ASSEMBLY,  CREIGHTON 
UNIVERSITY  SCHOOL  OF  MEDICINE— April 
14,  15,  16,  1955,  Mercy  Hospital,  Council  Bluffs, 
Iowa. 

AMERICAN  COLLEGE  OF  SURGEONS— April  10- 
20,  1955,  Sun  Valley,  Idaho.  Registration  fee  of 
$5  for  non-members. 


From  the  evidence  now  available,  there  is  no 
indication  that  shortly  there  may  be  a significantly 
decreased  need  for  beds  for  tuberculosis  patients. 
Comm,  on  Therapy,  Am.  Rev.  Tuberc.,  May,  1953. 


Organization  Section 

News  and  Views 

A.M.A.  ANNUAL  SESSION— 

Physicians  attending  the  AMA’s  104th  An- 
nual Meeting,  June  6-10,  in  Atlantic  City, 
may  not  have  much  time  for  casual  strolling 
along  the  boardwalk,  but  they’ll  find  ample 
opportunity  for  catching  up  on  the  latest  dis- 
coveries in  medicine. 

Outstanding  scientific  features  will  in- 
clude: A report  on  the  Salk  polio  vaccine 
trials  at  a joint  meeting  of  the  sections  on 
pediatrics  and  preventive  medicine;  a gen- 
eral discussion  of  resuscitation  of  the  new- 
born for  the  sections  on  anesthesiology,  dis- 
eases of  the  chest,  general  practice,  obstet- 
rics, and  pediatrics;  exhibit-symposiums  on 
rheumatism  and  diabetes ; fracture  and  fresh 
pathology  exhibits,  and  a new  “Queries  and 
Minor  Notes”  feature  in  which  consultants 
from  all  branches  of  medicine  will  be  on 
hand  in  convention  hall  to  answer  physicians’ 
questions  concerning  specific  cases.  In  ad- 
dition, the  Air  Force  will  demonstrate  its 
“flying  infirmary”  on  the  beach  in  front  of 
the  Auditorium  through  the  week. 

The  color  television  program  will  present 
interesting  surgical  and  clinical  demonstra- 
tions piped  directly  into  the  Auditorium 
from  Philadelphia  hospitals. 

Plan  now  to  attend  this  worthwhile  medi- 
cal meeting.  Watch  the  Journal  of  the 
AMA  for  further  details. 

MILITARY  COMMISSIONS  FOR  OSTEOPATHS— 
Senator  Smith  of  Maine  and  Congressman 
Short  of  Missouri  have  presented  bills  which 
would  authorize  the  appointment  of  doctors 
of  osteopathy  as  officers  in  the  Medical 
Corps  of  the  Army  and  Navy.  Such  osteo- 
paths “must  be  a graduate  of  a college  of 
osteopathy  whose  graduates  are  eligible  for 
licensure  to  practice  medicine  or  surgery  in 
a majority  of  the  States,  and  be  licensed  to 
practice  medicine,  surgery,  or  osteopathy  in 
one  of  the  States  or  Territories  of  the  United 
States  or  in  the  District  of  Columbia.”  The 
present  Defense  Department  policy  is  that  os- 
teopaths may  not  be  commissioned  because 
of  provisions  in  the  1947  Military  Officers 
Procurement  Act. 

NEW  CATALOG  OF  HEALTH  BOOKLETS— 

The  A.M.A.’s  Bureau  of  Health  Education 
presents  its  new  catalog  of  “Publications 
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About  Your  Health,”  listing  hundreds  of  new 
pamphlets  on  personal  and  family  health 
problems.  Copies  of  these  booklets  may  be 
secured  for  distribution  to  patients  through 
the  A.M.A.’s  Order  Department.  Several 
new  titles  include:  “For  Safer  Cycling,” 
which  describes  a community  program  for 
teaching  children  safe  bicycling  rules;  “Is 
He  Ready  for  Kindergarten?”  which  out- 
lines the  points  parents  should  watch  for  in 
the  physical,  mental,  and  emotional  develop- 
ment of  their  preschool  children;  “The  New 
Contact  and  Corneal  Lenses,”  which  dis- 
cusses the  new  type  of  lenses  and  the  types 
of  persons  who  can  safely  wear  them;  and 
“Joe’s  Nervous  Breakdown,”  which  explains 
why  and  how  breakdowns  occur  and  what  to 
do  about  them. 

MEDICAL  EDUCATION  INCOME  FOR  1954- 

Dr.  Edward  L.  Turner,  secretary-treas- 
urer of  the  American  Medical  Education 
Foundation,  reports  that,  during  1954,  the 
foundation  received  total  income  of  $1,182,- 
627.08  from  22,996  contributors.  The  foun- 
dation’s income  from  July  1,  through  Decem- 
ber 31,  amounted  to  $360,386.78,  which  is 
available  for  transfer  to  the  National  Fund 
for  Medical  Education  for  disbursement  to 
medical  schools.  The  1954  records  showed 
an  increase  of  4,820  contributors  and  $9,- 
266.15  over  figures  for  1953. 

FROM  THE  OMAHA  WORLD-HERALD— 

A bill  now  before  the  Nebraska  Legisla- 
ture, introduced  by  two  lawyer-senators  and 
one  doctor-senator,  would  end  much  of  the 
confusion  over  medical  testimony  in  court. 

In  cases  where  the  opposing  sides  produce 
doctors  who  gave  conflicting  testimony,  and 
unfortunately  that  happens  all  too  often,  the 
judge  would  have  the  right  to  call  one  or 
more  doctors  as  impartial  witnesses.  The 
jury  would  be  informed  that  these  witnesses 
had  been  appointed  by  the  court,  and  were 
being  paid  at  the  direction  of  the  court. 

This  procedure  should  be  a great  help  to 
juries  bewildered  by  “battles  of  medical  ex- 
perts.” It  should  be  especially  helpful  in 
bringing  into  proper  focus  the  testimony  of 
the  few  doctors  who  appear  to  have  become 
almost  professional  witnesses,  and  whose 
findings  often  seem  to  coincide  with  the  in- 
terests of  the  side  which  calls  them. 

Impartial  medical  testimony  is  becoming 
more  important  every  day.  Now  that  almost 


everyone  carries  auto  liability  insurance, 
damage  suits  have  become  more  numerous 
and  verdicts  have  grown  larger.  Many  juries, 
confused  by  conflicting  testimony,  seem  to 
conclude  that  they  might  as  well  give  the 
plaintiff  damages,  since  the  insurance  com- 
pany will  pay  him.  As  a result,  liability  in- 
surance rates  are  climbing  steadily,  and 
could  become  prohibitive.  Anything  that 
will  stop  that  trend  should  be  welcomed. 

FROM  THE  BROKEN  BOW  CHIEF— 

Dr.  C.  A.  Rydberg  of  Litchfield  celebrated 
his  79th  birthday  on  February  11.  He  was 
born  in  Yonkoneing,  Sweden,  and  came  to 
the  United  States  with  his  parents  in  1883. 
On  April  19,  1903,  he  graduated  from  the 
now  extinct  Lincoln  Medical  College.  He 
established  his  practice  in  Litchfield  in  1904. 

Dr.  Rydberg  has  no  plans  for  retirement. 
He  loves  his  work  and  the  people  of  his 
community.  He  leads  a busy,  happy  life. 
His  hobbies  include  golf,  photography,  and 
travel.  He  is  a member  of  the  Masonic  and 
the  IOOF  Lodges  here. 

FROM  THE  LINCOLN  STAR— 

The  attorney  general’s  office  said  recently 
that  Garfield  County  can  contract  with  the 
city  of  Burwell  for  the  use  of  beds  by  coun- 
ty welfare  patients. 

The  opinion,  written  by  Assistant  Attor- 
ney General  Homer  L.  Kyle,  added  that  the 
money  can  come  from  the  county  relief  fund 
immediately. 

“Of  course,  when  the  county  budget  is 
adopted  for  the  next  fiscal  year,  it  should  in- 
clude an  appropriation  for  the  care  of  such 
patients  for  the  ensuing  year,”  Kyle  wrote. 

The  opinion  was  requested  by  the  Gar- 
field County  Attorney  Keith  J.  Kovanda. 

FROM  THE  OMAHA  WORLD-HERALD 

A medical  educator  urged  that  American 
medical  schools  provide  supplementary  edu- 
cation so  that  large  numbers  of  immigrant 
doctors  could  practice  in  the  United  States. 

Dr.  Robert  Boggs,  dean  of  the  New  York 
University  Postgraduate  Medical  School,  told 
the  annual  Congress  on  Medical  Education 
and  Licensure : 

“In  view  of  the  apparent  shortage  or  mal- 
distribution of  physicians  in  this  country, 
and  the  increasing  demands  of  the  military 
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for  medical  officers,  it  would  be  tragic  error 
not  to  take  advantage  of  this  great  pool  of 
medical  man-power.” 

FROM  THE  FAIRMONT  CHRONICLE— 

Dr.  Chester  E.  Lewellen  of  Exeter  had  a 
hearing  on  February  17,  1955,  in  district 
court  in  Geneva  on  a charge  of  committing  a 
criminal  abortion.  Dr.  Lewellen  waived  the 
filing  of  a formal  complaint,  waived  service 
on  the  information  and  waived  preliminary 
hearing.  He  then  entered  a plea  of  guilty  to 
the  charge.  Judge  Bartos  assessed  a fine  of 
$500  and  costs  against  the  defendant. 

In  connection  with  this  court  action  the 
state  medical  board  filed  proceedings  against 
Dr.  Lewellen  to  take  away  his  license  to 
practice  medicine  in  Nebraska  permanently. 
The  action  was  ratified  and  the  defendant 
is  disbarred  from  practice. 

Chief  evidence  in  this  case  was  furnished 
by  a Grand  Island  woman.  A few  years  ago 
a similar  charge  was  filed  in  district  court 
in  this  county  against  Dr.  Lewellen  but  at 
a jury  trial  he  was  acquitted. 

FROM  THE  KEARNEY  HUB — 

A letter  received  by  Mr.  and  Mrs.  M.  H. 
Worlock  from  Dr.  Mary  Skeffington  brought 
news  from  the  former  Kearneyite.  Dr.  Skef- 
fington was  recently  inducted  into  the  Inter- 
national College  of  Surgeons  in  Chicago.  She 
writes  “There  were  about  700  inductees  and 
I was  the  only  woman.  The  ceremonies 
were  at  the  Civic  Opera  House — very  color- 
ful and  impressive.” 

Later  Dr.  Skeffington  went  to  New  Hav- 
en, Connecticut,  to  the  Gesell  Institute  of 
Child  Development,  to  do  research  on  adoles- 
cents, preparatory  to  a new  book  to  be  pub- 
lished by  the  Institute. 

FROM  THE  OMAHA  WORLD-HERALD— 

The  medical  profession  must  find  an  an- 
swer to  problems  concerned  with  care  and 
treatment  of  the  aged  and  chronically  ill — or 
the  Government  will. 

“The  Government  is  apt  to  come  up  with 
an  answer  first,”  County  Welfare  Director 
Philip  Vogt  asserted  when  he  spoke  at  a con- 
vocation for  students  at  the  University  of 
Nebraska  College  of  Medicine. 

“The  medical  profession  is  not  moving 
fast  enough  with  a constructive  program,” 
Mr.  Vogt  commented.  Mr.  Vogt  credited  the 


profession  with  increasing  the  life  span.  But 
he  added  that  this  success  multiplied  wel- 
fare problems. 

FROM  THE  OMAHA  WORLD-HERALD— 

“At  no  time  in  our  country’s  history  has 
the  quality  and  quantity  of  medical  care 
been  better,”  Dr.  Charles  W.  McLaughlin, 
Jr.,  president  of  the  Omaha-Douglas  County 
Medical  Society,  said  recently. 

He  was  speaking  to  doctors  and  their  of- 
fice workers  at  the  Athletic  Club.  The  din- 
ner was  sponsored  by  the  medical  society  and 
the  Nebraska  Blue  Cross-Blue  Shield. 

“Health  and  medicine  is  our  national  trust 
and  we  must  do  the  best  job  we  know  how  to 
do,”  he  told  the  doctors’  aids  in  outlining 
their  part  in  the  profession. 

Also  speaking  were  Joseph  Burger,  execu- 
tive director  of  the  medical  aid  plans;  Dr. 
Arthur  J.  Offerman,  aid  plans  president,  and 
Dr.  Louis  Campbell  of  the  medical  society’s 
public  relations  committee.  Discussion 
groups  followed  the  talks. 

FROM  THE  BEATRICE  SUN— 

Dr.  C.  R.  Brott  of  Beatrice  was  the  mod- 
erator of  a program  following  the  largest 
closed  circuit  television  program  in  the  his- 
tory of  the  industry.  More  than  200  physi- 
cians from  the  Omaha  area  met  to  watch  the 
telecast  at  the  Fontenelle  Hotel  on  February 
24. 

The  program,  which  originated  in  New 
York,  was  transmitted  via  coaxial  cables  to 
56  domestic  and  five  Canadian  cities.  It  was 
sponsored  by  the  American  Academy  of 
General  Practice  and  the  Wyeth  Labora- 
tories, Inc.  The  Academy  has  more  than 
18,000  members  and  is  the  nation’s  second 
largest  medical  organization. 

A panel  of  six  prominent  physicians  under 
the  surveillance  of  CBS  television  cameras 
discussed  the  prevalence  and  prevention  of 
“strep”  infections.  At  the  close  of  the  tele- 
cast, Dr.  Brott  moderated  the  discussion 
among  the  200  doctors  present. 

FROM  THE  OMAHA  WORLD-HERALD— 

Nebraska  has  a potential  case-load  of 
about  four  thousand  cerebral  palsied.  This 
is  based  on  a formula  of  three  cerebral  pal- 
sied for  each  one  thousand  population,  Mrs. 
Ben  H.  Cowdery,  president  of  the  United 
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Cerebral  Palsy  of  Nebraska,  Inc.,  said  re- 
cently. 

Based  on  available  statistical  information, 
Mrs.  Cowdery  said  her  group  “doesn’t  want 
to  over  expand  our  program  but  we  certain- 
ly want  to  provide  adequate  services  and  fa- 
cilities for  all  known  cases.” 

About  one-third  of  the  cases  will  prob- 
ably be  under  21,  according  to  figures  com- 
piled by  Dr.  Winthrop  M.  Phelps,  noted  C.P. 
specialist. 

“More  hope  exists  for  the  cerebral  palsied 
child  today  than  any  time  in  history,”  said 
Mrs.  Cowdery.  In  order  for  United  Cerebral 
Palsy  of  Nebraska  to  determine  the  scope  of 
its  program,  an  accurate  count  of  the  state’s 
C.P.’s  is  necessary,  she  said. 

Mrs.  Cowdery  added  that  her  group  will 
co-operate  with  all  related  private  and  gov- 
ernmental agencies  and  professional  fields  in 
accomplishing  its  objectives. 

LATE  NEWS  FROM  NEBRASKA 
HEART  ASSOCIATION— 

Dr.  0.  A.  Kostal,  Hastings,  moved  into  the 
presidency  of  the  Nebraska  Heart  Associa- 
tion succeeding  Dean  Frederick  G.  Gillick 
(as  of  July  1)  and  Dr.  George  W.  Covey,  Lin- 
coln, was  chosen  president-elect,  at  the  an- 
nual meeting,  Febr.  26,  at  Omaha. 

Other  election  results  were  as  follows : Dr. 
Edward  Langdon,  Omaha,  secretary;  Mr. 
David  F.  Davis,  Omaha,  treasurer;  Dr.  H. 
A.  McConahay,  Holdrege,  second  vice  presi- 
dent ; executive  committee  members,  Drs. 
Edmond  M.  Walsh,  F.  Lowell  Dunn,  John 
L.  Gedgoud,  Frederich  W.  Niehaus,  and  Mr. 
Clarence  E.  Wiesner,  all  of  Omaha,  and  Dr. 
Donald  F.  Purvis,  Lincoln. 

Future  plans  call  for  a Fall  Scientific  Ses- 
sion that  may  include  several  states,  more 
local  cardiac  conferences,  a statewide  speak- 
ers’ bureau  to  provide  more  public  educa- 
tion, a conference  the  coming  fall  on  cardiac 
rehabilitation  and  guidance,  and  greater  ef- 
fort to  promote  research  of  practical  value 
to  the  practicing  physician. 

FROM  “SPECIAL  REPORT”  84-3,  AMA 
WASHINGTON  OFFICE— 

“Task  Force  (Hoover  Commission)  studies 
determined  that  U.S.  spending  for  medical 
programs  and  compensation  totals  $4.1  bil- 
lion a year  and  that  the  federal  government 


is  responsible  in  whole  or  in  part  for  the 
medical  care  of  30  million  people.” 

THE  MONTH  IN  WASHINGTON— 

Before  Congress,  and  getting  some  atten- 
tion but  almost  no  action,  is  the  Hoover  Com- 
mission’s report  on  federal  medical  services. 
Most  controversial  question  is  how  much 
medical  care  the  federal  government  should 
give  to  veterans  whose  disabilities  are  not  a 
result  of  wtheir  military  service.  This  is 
ground  that  has  been  well  plowed  before,  by 
the  first  Hoover  Commission,  by  various 
studies  and  reports  and  most  recently  by  the 
AMA’s  campaign  to  educate  the  profession 
on  the  non-service-connection  situation. 

Apathy  of  Congress  may  be  explained  in 
part  by  decision  of  the  White  House,  the 
week  after  release  of  the  Commission  report, 
to  appoint  a commission  to  inquire  into  the 
whole  field  of  veterans’  benefits.  The  group, 
headed  by  Gen.  Omar  Bradley,  former  VA 
administrator,  is  not  expected  to  complete 
its  study  until  next  fall. 

A Medical  Task  Force  (14  physicians  and 
one  dentist)  did  most  of  the  spadework  for 
the  Hoover  Commission.  Publication  of  its 
report  showed  that  not  all  the  recommenda- 
tions of  the  Task  Force  were  accepted  by  the 
full  Commission.  The  most  notable  differ- 
ences came  in  veterans’  medical  care.  The 
Task  Force  concluded  that  what  is  most 
urgently  needed  is  a firm  legal  basis  for  de- 
termination of  eligibility  for  medical  care. 
Its  solution  would  be  to  end  eligibility  for 
non-service-connected  care  three  years  after 
separation  from  service.  The  Task  Force 
declared  that  “the  very  normal  incident  of 
fulfilling  the  duties  required  of  every  citi- 
zen” should  not  entitle  part  of  the  population 
to  lifelong  medical  care.  The  three-year 
limit,  according  to  the  Task  Force,  would 
reduce  the  potential  VA  patients  from  17.5 
million  to  3 million,  at  an  annual  saving  of 
$150  million.  The  Commission  would  not  go 
along  with  this  on  the  theory  that  “the  senti- 
ment of  the  American  people  is  that  a sick 
and  really  indigent  veteran  should  be  pro- 
vided care  in  VA  hospitals.”  Instead  it  rec- 
ommended that: 

(1)  the  inability-to-pay  statement  for  non- 
service care  be  “subject  to  verification,” 
(2)  a veteran  assume  an  interest-free  liabil- 
ity to  pay  for  such  care  at  some  future  date 
“if  he  can  do  so,”  (3)  the  VA  close  down  20 
hospitals,  mostly  general  medical  and  sur- 
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gical,  (4)  outpatient  care  be  furnished  indi- 
gent veterans  with  non-service  disabilities, 
and  (5)  all  veterans  laws  be  brought  togeth- 
er into  a single  code. 

The  American  Legion  labeled  the  Hoover 
Commission  recommendations  as  “heart- 
less,” and  “unworthy  of  serious  considera- 
tion by  informed  people.”  Through  Secre- 
tary and  General  Manager  George  F.  Lull, 
the  American  Medical  Association  made 
these  points:  (1)  closer  screening  of  finan- 
cial statements  already  has  proved  to  be  in- 
effective, (2)  rejecting  the  Task  Force  plan 
for  a three-year  cutoff  while  offering  out- 
patient care  would  skyrocket  costs  and  de- 
feat the  commission’s  goal  of  eliminating 
wasteful  and  unnecessary  intrusion  by  the 
government  in  private  affairs. 

The  Commission  has  other  equally  impor- 
tant, if  not  as  controversial,  proposals. 
Among  them  are : 

Closing  down  of  general  medical  hospitals 
of  the  Public  Health  Service,  elimination  of 
free  medical  care  for  merchant  seamen,  ex- 
tension of  contributory  health  insurance  to 
military  dependents  and  other  U.S.  benefi- 
ciaries along  lines  of  the  proposed  program 
for  federal  civilian  employees,  regionaliza- 
tion of  military  hospitals  with  one  depart- 
ment in  command  of  all  hospitals  in  each 
area,  creation  of  a Federal  Advisory  Council 
of  Health  with  physician  and  lay  members 
who  would  advise  the  President  on  both  gov- 
ernmental and  national  health  problems,  and 
creation  of  a National  Medical  Library  out 
of  the  present  Armed  Forces  Medical  Li- 
brary. Copies  of  both  Commission  and  Task 
Force  reports  are  available  at  the  Govern- 
ment Printing  Office,  Washington  25,  D.C. 

Secretary  Hobby  of  the  Department  of 
HEW,  testifying  on  all  the  administration’s 
proposals,  opened  a series  of  health  hearings 
before  the  House  Interstate  and  Foreign 
Commerce  Committee.  Pressed  to  make  a 
choice,  she  indicated  that  the  two  most  im- 
portant parts  of  the  six-part  omnibus  health 
bill  were  reinsurance  of  health  plans  and 
federal  guarantee  of  mortgages  for  health 
facilities. 

But  the  committee  decided  that  first  pri- 
ority should  go  to  mental  health  proposals. 
Accordingly  the  following  week  it  started 
hearings  on  the  part  of  the  omnibus  bill  call- 
ing for  a 5-year  program  of  grants  to  states 
for  mental  health  projects.  Also  before  the 


committee  was  the  chairman’s  bill  for  a na- 
tional study  of  mental  illness  problems,  to 
be  financed  by  the  U.S.  but  conducted  by 
private  groups. 

Holding  priority  on  the  Senate  side  was 
legislation  for  a 5-year,  $250  million  pro- 
gram for  aid  to  medical  schools,  sponsored 
by  Chairman  Hill  of  the  Labor  and  Public 
Welfare  Committee. 

NEBRASKANS  PROMINENT  IN  AERO 
MEDICAL  ASSOCIATION— 

The  followng  excerpt  from  a letter  recent- 
ly received  from  Brig.  Gen.  Otis  0.  Benson, 
USAF  (MC),  president  of  the  Aero  Medical 
Association,  will  be  of  interest  to  many  Ne- 
braskans : 

“The  important  role  played  by  Dr.  John  A. 
Tamisiae  of  Omaha  in  the  development  of 
aviation  medicine  is  recounted  in  “Doctors 
in  the  Sky,”  a story  of  scientists  whose  mis- 
sion is  as  boundless  as  the  skies  they  are  ex- 
ploring. This  timely  and  significant  book 
has  been  written  by  Robert  J.  Benford,  M.D., 
a veteran  U.S.  Air  Force  flight  surgeon,  who 
was  recently  named  editor  of  the  Journal  of 
Aviation  Medicine. 

“Dr.  Tamisiea  was  the  sixth  president  of 
the  Aero  Medical  Association  and  presided 
at  the  annual  meeting  in  1936  held  at  the 
Biltmore  Hotel  in  Los  Angeles.  His  photo- 
graph and  a summary  of  his  contributions  to 
aviation  medicine  appear  in  “Doctors  in  the 
Sky.” 

“The  author,  Dr.  Benford,  is  a 1934  gradu- 
ate of  the  University  of  Nebraska  College  of 
Medicine  and  a Colonel  in  the  U.S.  Air  Force 
Medical  Corps.  He  is  a native  of  Omaha  . . .” 

IOWA-NEBRASKA  MEDICAL  ASSEMBLY 
MET  IN  MARCH— 

The  Iowa  - Nebraska  Medical  Assembly 
met  at  the  Hotel  Chieftain  in  Council  Bluffs 
on  March  24th.  The  program  was  devoted 
to  a “Symposium  on  Thyroid  Diseases.”  Be- 
sides local  speakers  of  renown,  there  were 
Doctors  Elmer  C.  Bartels,  The  Lahey  Clinic, 
Boston;  John  C.  Herweg,  Washington  Uni., 
St.  Louis ; Emil  G.  Holmstrom,  Uni.  of  Utah, 
Salt  Lake  City,  and  Claude  J.  Hunt,  Re- 
search Hospital,  Kansas  City. 

GOOD  MEDICINE  IS  MOVING 
TO  THE  COUNTRY— 

The  following  is  quoted  from  Dr.  Alfred 
Blalock  (Bull.  Am.  College  of  Surgeons, 
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40 :83,  March- April,  1955) : . . good  medi- 

cine is  moving  to  the  country  and  . . . never 
has  the  county  medical  society  been  present- 
ed with  such  an  opportunity  or  with  so  much 
responsibility.  Modern  medicine  can  be 
brought  to  the  smaller  cities  and  counties 
only  by  friendly  co-operation  among  the 
physicians  and  surgeons.  Jealousies  must 
be  eliminated.  The  older  established  sur- 
geon must  not  make  it  difficult  for  the  young 
well-trained  man  who  decides  to  practice  in 
his  community  . . . (quoting  from  Collett) 
‘The  problem  is  one  of  the  great  frontiers  of 
modern  medicine.  Vision,  leadership,  and 
co-operation  by  the  medical  profession  at  the 
county  level  can  make  this  one  dream  a pres- 
ent day  reality’.” 

FINISH  SURVEY  OF  POSTGRADUATE 
MEDICAL  EDUCATION— 

The  A.M.A.  Council  on  Medical  Education 
and  Hospitals  has  worked  two  and  one-half 
years  to  complete  a survey  of  postgraduate 
medical  education  in  the  United  States.  The 
survey  included  field  visitations  to  300  or 
more  institutions  and  organizations  offer- 
ing postgraduate  courses  as  well  as  a study 
of  almost  5,000  questionnaires  from  a ran- 
dom sampling  of  almost  5,000  physicians. 
Eight  articles  to  appear  in  the  J. A.M.A.  from 
February  26,  through  June  4,  will  present 
this  material.  After  June  4,  a monograph 
containing  these  articles  together  with  a sec- 
tion on  “History  of  Postgraduate  Medical 
Education”  will  be  published.  This  series 
will  undoubtedly  be  highly  interesting  and 
instructive. 

ON-CAMPUS  OBSERVATIONS  OF  OSTEOPATHIC 
COLLEGES  BEING  MADE  BY  AMA— 

From  “Secretary’s  Letter”  No.  317  it  is 
learned  that  the  A.M.A.  committee  headed 
by  Dr.  John  W.  Cline  is  busy  making 
on-campus  inspections  of  the  osteopathic 
schools.  Those  in  Los  Angeles,  Des  Moines, 
Chicago,  and  Kansas  City  have  been  visited. 
The  one  in  Kirksville,  Mo.,  was  to  be  inspect- 
ed during  the  last  week  in  February.  Asso- 
ciated hospitals  in  Columbus,  Detroit,  and 
Flint  were  also  visited  by  the  committee. 

Doctor  Cline  said  his  committee  hopes  to 
make  a report  to  the  Board  of  Trustees  prior 
to  the  A.M.A.  meeting  in  Atlantic  City,  in 
June,  so  that  all  members  of  the  House  will 
have  an  opportunity  to  familiarize  them- 
selves with  its  contents  in  advance  of  the 
sessions. 


STUDENT  AMERICAN  MEDICAL 
ASSOCIATION  WILL  MEET— 

The  Fifth  Annual  Convention  of  the  Stu- 
dent American  Medical  Association  will  be 
held  at  the  Sherman  Hotel,  Chicago,  May  6- 
8.  Representatives  from  both  Creighton 
University  School  of  Medicine  and  the  Uni- 
versity of  Nebraska  College  of  Medicine  will 
attend  this  convention.  All  members  of  the 
medical  prqfession  who  are  in  the  Chicago 
area  during  the  convention  are  cordially  in- 
vited to  attend.  Besides  the  deliberations  of 
their  sixty-seven-member  House  of  Dele- 
gates, there  will  be  many  interest  highlights. 
These  include  announcement  of  winners  of 
SAMA-Blue  Shield  Essay  Contest;  a panel  on 
forensic  medicine  headed  by  Louis  J.  Regan, 
M.D. ; a moot  court  presided  over  by  Mr.  Ir- 
ving Goldstein,  Chicago  attorney  and  leading 
authority  on  trial  technique ; appearance  of 
Nicholas  Dallis,  M.D.,  creator  of  “Rex  Mor- 
gan, M.D.,”  and  many  other  interesting 
items. 

SECOND  GENERATION  OF  “BLUE  CROSS” 
BABIES  HAS  BEGUN— 

America’s  first  Blue  Cross  Baby  now  has 
a Blue  Cross  Baby  of  her  own.  An  eight 
and  one-half  pound  boy,  Michael  Nathaniel, 
was  born  in  Chapel  Hill,  North  Carolina  at 
noon,  Febr.  17th,  to  Mrs.  Ann  Woodard  Reid, 
of  Victory  Village,  North  Carolina,  whose 
own  birth  was  the  first  ever  covered  by  the 
Blue  Cross  hospital  service  plan. 

There  have  been  over  13,000,000  babies 
paid  for  through  Blue  Cross  hospital  care 
prepayment  from  December  27,  1933  when 
Mrs.  Reid  was  born  to  the  time  when  her  son 
was  born.  The  second  generation  of  Blue 
Cross  Babies  comes  at  a time  when  over  a 
million  births  each  year  are  being  prepaid 
by  Blue  Cross.  Ann  cost  Blue  Cross  $60. 
Ann’s  baby  cost  Blue  Cross  $115. 

AMA  APPROVES  SIMPLIFIED  INSURANCE 
CLAIM  FORM— 

Approval  has  been  granted  by  AMA’s 
Council  on  Medical  Service  to  a simplified 
insurance  claim  form  drafted  by  a special 
committee  of  the  Health  Insurance  Council. 
AMA’s  Committee  on  Prepayment  Medical 
and  Hospital  Service  collaborated  with  the 
HIC  committee.  The  form  is  designed  for 
use  in  administering  surgical  expense  bene- 
fits under  group  insurance.  Physicians  who 
practice  in  areas  where  this  type  of  insur- 
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ance  coverage  is  prevalent  should  be  particu- 
larly interested  in  this  development. 

Eventually  the  Health  Insurance  Council 
hopes  to  have  about  six  insurance  blanks 
available  to  accommodate  the  various  types 
of  benefits.  Only  this  form  (GS-1)  has  been 
approved  by  AMA  to  date  although  the 
Council  on  Medical  Service  has  suggested 
certain  modifications  in  a second  which  has 
been  approved  “in  principle.” 

Copies  of  this  form  may  be  secured  from 
the  Council  on  Medical  Service. 

FROM  THE  CORNHUSKER  G.  P.,  FEBR.,  1955 
(By  Permission) — 

THE  “PRACTICE  OF  MEDICINE” 
WITHOUT  A LICENSE— 

Are  you  supporting  such  practice? 

Such  a question  addressed  to  any  group  of 
Nebraska  physicians,  would,  I am  sure,  meet 
with  an  immediate  and  emphatic  denial.  Yet, 
in  at  least  one  branch  of  medicine,  such  a 
question  would  have  to  be  answered  partly 
in  the  affirmative,  and  if  this  is  true  in  one 
branch  of  medicine,  then  all  physicians 
should  be  concerned.  Clinical  pathology,  or 
that  branch  of  medicine  dealing  with  the 
diagnosis  and  management  of  disease  by  lab- 
oratory methods,  is  one  field  of  medical 
practice  sometimes  inadvertently  abandoned 
to  the  non-physician.  Sometimes,  the  prac- 
tice is  handed  to  that  individual  by  an  un- 
known physician  or  group  of  physicians,  or, 
once  established  on  its  own,  those  physicians 
support  its  advertising  and  promotion  plans 
by  referring  their  requests  for  clinical  path- 
ology consultation  to  such  non-medical  indi- 
viduals. Since  laboratory  medicine  has  been 
repeatedly  recognized  by  our  own  American 
Medical  Association,  and  by  many  State’s 
Attorneys  as  a distinctly  medical  service, 
our  support  of  a laboratory  that  is  without 
medical  supervision  could  be  construed  as  a 
support  of  medical  practice  without  a li- 
cense. If  such  support  becomes  common- 
place, how  long  will  it  be  before  other  phases 
of  medical  practice  are  turned  over  to  the 
non-professional  worker,  and  to  the  detri- 
ment of  our  patients. 

The  practice  is  difficult  to  combat  and 
sometimes  even  difficult  to  recognize.  The 
non-medically  supervised  laboratory  can  cir- 
cularize prospects  and  can  advertise.  They 
can  offer  apparent  bargains,  because  they 
rarely  employ  high  salaried  registered  med- 


ical technologists  (a  technician  would  no 
longer  be  eligible  for  registration  if  employed 
by  a non-medical  employer),  because  they 
rarely  have  to  provide  24  hour  technician 
service,  and  because  they  never  provide  med- 
ical consultation.  They  frequently  use  names 
or  titles  which  infer  medical  practice.  Yet, 
at  the  present,  I am  told,  they  are  probably 
just  within  the  limits  of  Nebraska  statutes 
dealing  with  medical  practice. 

They  can  be  recognized  by  your  insisting 
on  the  name  of  their  medical  director,  be- 
cause they  have  no  such  name  to  give  you. 
Please  do  not  misunderstand;  this  is  not  a 
plea  for  additional  support  for  the  physician 
pathologist.  Nebraska  pathologists  now 
have  more  demands  on  their  time  than  they 
can  adequately  meet,  and  at  the  same  time, 
they  themselves  are  making  definite  prog- 
ress in  training  more  medical  technicians 
and  young  physicians  in  the  field  of  pathol- 
ogy, to  meet  the  increasing  needs  of  our 
Cornhusker  state.  This  plea  rather  is  for  all 
physicians  to  reclaim  and  retain  an  impor- 
tant part  of  medical  practice.  It  can  be  done 
by  insisting  that  each  medical  laboratory, 
whether  operating  in  your  own  office,  clinic, 
hospital,  factory,  or  group,  have  a physician 
(perhaps  you)  responsible  for  the  policies, 
techniques,  charges  and  reports  of  that  lab- 
oratory. Practically  every  part  of  our  state 
is  now  within  easy  reach  of  qualified  path- 
ology consultation  if  such  is  needed,  either 
on  a temporary  basis  to  establish  a physi- 
cian directed  laboratory  or  on  a permanent 
visiting  consultant  basis.  The  insistence  by 
you  of  medical  supervision,  can  be  our  first 
step  toward  repairing  a small,  but  serious 
defect  in  the  medical  care  of  our  patients. 
Let’s  take  that  step  today! 

FRANK  H.  TANNER,  M.D. 

Announcements 

A SUMMER  CAMP  FOR  DIABETIC 
CHILDREN— 

Our  own  Floyd  L.  Rogers  Summer  Camp 
for  Diabetic  Children  will  probably  fill  the 
needs  of  Nebraska’s  diabetic  children,  but 
The  Chicago  Diabetes  Association  offers  fur- 
ther accomodations.  This  Association  will 
hold  a Summer  Camp  for  Diabetic  Children 
from  July  17  to  August  7,  at  Holiday  Home, 
Lake  Geneva,  Wisconsin.  This  is  designed 
for  both  boys  and  girls,  ages  eight  through 
fourteen.  Physicians  are  requested  to  notify 
parents  of  diabetic  children.  Applications 
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may  be  requested  from  The  Chicago  Diabetes 
Association,  5 South  Wabash  Avenue,  Chi- 
cago 3,  111.  The  service  in  the  camp  will  be 
essentially  the  same  as  those  that  have  been 
furnished  in  our  own  camp. 

NO  REGISTRATION  FEE!  AMERICAN 
COLLEGE  CHEST  PHYSICIANS— 

The  21st  Annual  Meeting  of  the  American 
College  of  Chest  Physicians  will  be  held  at 
the  Ambassador  Hotel,  Atlantic  City,  New 
Jersey,  June  1 through  5,  1955.  Two  hun- 
dred speakers  representing  specialists  in  all 
aspects  of  diseases  of  heart  and  lungs  will 
participate  in  the  scientific  program.  All  in- 
terested physicians  are  invited.  Copies  of 
the  program  may  be  obtained  by  writing 
Executive  Offices,  American  College  of  Chest 
Physicians,  112  Chestnut  Street,  Chicago  11, 
111. 

INDUSTRIAL  HEALTH  CONFERENCE, 
BUFFALO,  N.Y.,  IN  APRIL— 

Two  thousand  members  of  five  great  in- 
dustrial health  associations  will  meet  in  Buf- 
falo, N.Y.,  April  23-29,  to  discuss  the  prog- 
ress of  industrial  health.  Representatives 
of  management  and  labor  will  also  attend. 
Anyone  interested  in  attending  may  write 
Council  on  Public  Relations,  366  Madison 
Avenue,  New  York  17,  N.Y.,  for  further  in- 
formation. 

HIROSHIMA  TEN  YEARS  AFTER  THE  A-BLAST 
ON  “MARCH  OF  MEDICINE” 

The  fourteenth  of  a continuing  series  of 
“March  of  Medicine”  programs  sponsored 
and  produced  by  Smith,  Kline  & French 
Laboratories,  in  cooperation  with  the  A.M.A. 
will  be  devoted  to  Hiroshima.  This  will  be  a 
coast-to-coast  network  television  broadcast 
on  Tuesday  night,  March  29.  The  TV-aud- 
ience  will  be  taken  on  a detailed  tour  of  the 
reconstructed  Japanese  coastal  city  where 
100,000  people  died  in  the  explosion  which 
helped  to  end  WW  II.  This  should  be  highly 
interesting. 

ALLERGISTS  TO  HOLD  ANNUAL  MEETING— 

The  Eleventh  Annual  Congress  and  In- 
structional Course  in  Allergy  of  the  Ameri- 
can College  of  Allergists  will  be  held  at  the 
Morrison  Hotel  in  Chicago,  April  25  through 
the  30th.  For  the  first  three  days,  45  well 
known  specialists-teachers  from  medical  col- 
lege faculties  throughout  the  nation  will  pre- 
sent 40  hours  of  intensive  instruction  in 


basic  facts  in  the  field  of  allergy.  This  is 
designed  not  only  to  interest  specialists,  but 
men  in  general  practice  as  well.  The  last 
two  days  will  be  devoted  to  clinical  papers 
and  reports  of  research.  Any  doctor  in  good 
standing  in  his  county  society  is  welcome. 
For  details,  write  American  College  of  Al- 
lergists, LaSalle  Medical  Building,  Minne- 
apoils  2,  Minn. 

SURGICAL  MEETING  IN  SUN  VALLEY 
IN  APRIL— 

Attention  is  directed  again  to  the  surgical 
meeting  in  Sun  Valley,  Idaho,  April  18 
through  20th,  at  the  Sun  Valley  Lodge.  Pe- 
diatric surgery,  gynecology,  urology  and 
many  phases  of  general  surgery  will  be  con- 
sidered. Plasma  Without  Jaundice,  Esopha- 
geal Varices,  Symposium  on  Trauma,  Sym- 
posia on  Urinary  Tract  Complications  in 
Surgery  and  on  Cancer  are  mentioned.  Big 
names  in  surgery  are  scattered  all  through 
the  program.  Address  Dr.  H.  Prather  Saun- 
ders, Am.  College  of  Surgeons,  40  East  Erie 
St.,  Chicago  11,  111.,  for  details. 


Human  Interest  Tales 

Dr.  B.  L.  Miller,  Loup  City,  was  confined  to  his 
home  during1  mid-February  with  the  mumps. 

Dr.  Thomas  D.  Fitzgerald,  Alliance,  was  recently 
elected  president  of  the  Box  Butte  County  Medical 
Society. 

Mrs.  Ida  B.  Ford,  Omaha,  passed  away  at  her 
home  on  February  17.  She  was  the  widow  of  Dr. 
M.  J.  Ford. 

Dr.  Robert  Best,  Holdrege,  has  been  named  presi- 
dent of  the  Phelps  County  Medical  County  for  the 
coming  year. 

Dr.  William  J.  Leary,  75,  one  of  Omaha’s  first 
police  surgeons,  passed  away  February  13,  at  Seat- 
tle, Washington. 

Dr.  Arthur  J.  Offerman  has  been  reelected  presi- 
dent of  the  Nebraska  Blue  Shield  at  the  annual  meet- 
ing of  the  board. 

Vice  Admiral  Ross  T.  Mclntire,  retired,  was  re- 
cently named  executive  director  of  the  International 
College  of  Surgeons. 

Dr.  George  Clark,  Omaha,  was  the  guest  speaker 
at  the  monthly  meeting  of  the  Tri- County  Medical 
Society  in  Fremont. 

Dr.  Roy  Noble,  Beatrice,  made  a recent  trip  to 
eastern  Texas  to  look  over  possible  locations  for  set- 
ting up  a medical  practice. 

Dr.  Donald  C.  Nilsson,  Omaha,  was  the  principal 
speaker  at  a recent  meeting  of  the  parents  of  Oma- 
ha Hearing  School  students. 

Dr.  John  R.  Schenken,  Omaha,  was  one  of  the 
guest  speakers  at  the  recent  annual  clinical  confer- 
ence of  the  Chicago  Medical  Society. 
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Dr.  Howard  B.  Hunt,  Omaha,  attended  the  recent 
annual  meeting-  of  the  Oak  Ridge  Institute  of  Nu- 
clear Studies  at  Oak  Ridge,  Tennessee. 

Dr.  W.  M.  McGrath,  Grand  Island,  was  recently 
elected  president  of  the  Lutheran  Hospital  medical 
staff  at  the  annual  meeting  of  the  staff. 

Dr.  Roy  G.  Brown,  Crawford,  who  was  recently 
called  to  active  duty  with  the  Navy,  has  left  the 
Oakland  Naval  Hospital  for  overseas  duty. 

Dr.  Charles  A.  Tompkins,  Omaha,  was  the  guest 
speaker  at  the  monthly  meeting  of  the  Main,  East 
Ward  and  Jewell  Elementary  PTA  of  Bellevue. 

Dr.  James  Thayer,  Sidney,  was  elected  president 
of  the  Cheyenne,  Kimball,  Deuel  County  Medical 
Association  at  the  annual  meeting  held  in  March. 

Dr.  Max  Raines,  North  Platte,  gave  a talk  on  the 
development  of  modern  surgery  at  a regular  meet- 
ing of  the  Rotary  Club  in  North  Platte  recently. 

Dr.  Charles  Marsh,  Valley,  gave  a talk  on  high- 
way first  aid  and  showed  colored  slides  at  the 
monthly  meeting  of  the  Rescue  Squad  in  Fremont. 

Dr.  Thomson  also  attended  the  Trauma  Committee 
Meeting  of  the  American  College  of  Surgeons  at 
Las  Vegas,  Nevada  on  the  4th  and  5th  of  February. 

Dr.  Adolph  Sachs,  Omaha,  was  hospitalized  dur- 
ing the  early  part  of  March  with  a heart  ailment, 
however,  latest  reports  indicate  that  he  is  much  bet- 
ter. 

Dr.  Clarence  K.  Elliott,  Lincoln,  presented  a lec- 
ture on  “The  Vascular  Diseases,”  at  a recent  meet- 
ing of  the  Lincoln  Lancaster  County  Health  Depart- 
ment. 

Dr.  R.  F.  Jester,  Jr.,  Kearney,  has  been  named 
county  physician  by  the  Buffalo  County  Board  of 
Supervisors.  He  is  associated  with  the  Kearney 
Clinic. 

Dr.  Charles  Marsh,  Valley,  presented  a talk  on 
“Safety  First  on  the  Highway”  before  a large  group 
of  adults  and  students  of  Bloomfield  High  School 
recently. 

Dr.  F.  L.  Spradling,  Lincoln,  has  been  named  presi- 
dent of  the  Nebraska  Society  of  Neurology  and  Psy- 
chiatry at  the  annual  meeting  of  the  organization 
held  in  Lincoln. 

Drs.  C.  E.  Wilson,  Jr.,  Leon  McGoogan,  Kenneth 
Kimball,  J.  Dewey  Bisgard  and  John  Coe,  Omaha, 
recently  attended  a meeting  of  the  Central  Surgical 
Society  in  Chicago. 

Dr.  Harold  A.  Ladwig,  Omaha,  member  of  the 
medical  advisory  board  of  the  Multiple  Sclerosis  So- 
ciety, addressed  a recent  meeting  of  the  Nebraska 
Chapter,  in  Lincoln. 

Dr.  M.  L.  Owens,  Gothenburg,  has  made  plans  to 
open  medical  offices  in  Farnam  in  the  near  fqture. 
The  office  will  be  open  three  days  a week  until  fur- 
ther plans  are  made. 

Dr.  J.  W.  Bennie,  Clearwater,  has  returned  home 
after  having  minor  surgery  at  a Sioux  City  hos- 
pital. His  condition  has  shown  steady  improvement 
since  his  return  home. 

Dr.  William  S.  Middleton,  Dean  of  the  University 
of  Wisconsin  Medical  School,  is  now  the  Chief  Medi- 
cal Director  of  the  Veterans  Administration,  replac- 
ing Admiral  Joel  T.  Boone. 

Dr.  E.  E.  Yaw,  Imperial,  recently  spent  two 
weeks  at  the  Cook  County  Graduate  School  of  Medi- 


cine, in  Chicago,  where  he  took  a postgraduate 
course  in  surgical  technique. 

Dr.  Harold  McNeely,  formerly  of  Stella,  and  a 
recent  graduate  of  the  University  of  Nebraska  Col- 
lege of  Medicine,  has  accepted  a position  with  the 
Maricopa  Clinic  at  Phoenix,  Arizona. 

Dr.  D.  A.  Walker,  Mullen,  who  is  over  80  years 
old,  walked  through  a snow  storm  recently  to  deliver 
a baby  in  that  city.  He  also  presided  at  the  birth 
of  another  child  the  following  morning. 

Dr.  Horace  W.  Shreck,  former  Holdrege  physi- 
cian who  has  been  with  the  U.S.  Army  for  the  past 
several  years,  is  now  associated  with  the  Foote  Eye, 
Ear,  Nose  and  Throat  Clinic  at  Hastings. 

Dr.  Thomas  D.  Fitzgerald,  Alliance,  has  been  com- 
muting between  Alliance  and  Omaha  nearly  every 
Tuesday  to  teach  a class  in  preventive  medicine  at 
the  Creighton  University  School  of  Medicine. 

Dr.  Benjamin  B.  Wells,  Omaha,  has  been  named 
to  the  board  of  directors  of  the  American  Medical 
Writers  Association.  He  was  also  appointed  chair- 
man of  the  association’s  publications  committee. 

Dr.  John  Yost,  formerly  from  Brooklyn,  New 
York,  has  opened  his  medical  office  in  Grand  Island 
for  the  practice  of  orthopedics.  He  recently  com- 
pleted an  18-month  tour  of  duty  with  the  Navy. 

The  Nebraska  State  Medical  Auxiliary  met  re- 
cently at  the  home  of  Mrs.  Edwin  Lyman  of  Omaha 
to  make  plans  for  the  30th  annual  meeting,  sched- 
uled for  May  16-19,  at  the  Paxton  Hotel  in  Omaha. 

Miss  Clare  Fleming,  Omaha,  has  been  appointed 
to  the  new  position  of  clinical  co-ordinator  at  the 
University  of  Nebraska  College  of  Medicine.  She 
formerly  was  head  nurse  at  the  University  Hos- 
pital. 

Dr.  H.  G.  Williams,  Decatur,  has  closed  his  of- 
fices in  this  community  and  has  moved  to  Florence, 
a suburb  of  Omaha,  where  he  took  over  the  office 
of  Dr.  Raymond  Young,  8114  North  30th  St.,  South 
Omaha. 

Dr.  Thomas  T.  Powell,  Lincoln,  has  leased  office 
space  in  Arapahoe  with  the  intention  of  setting  up 
his  medical  practice  in  this  city.  Dr.  Powell  will 
complete  his  internship  at  Bryan  Memorial  Hospital 
in  Lincoln  in  June. 

Eli  Lilly  & Company  has  announced  that  it  will 
sponsor  a closed-circuit  television  broadcast  to  physi- 
cians when  /the  official  report  of  the  Salk  vaccine’s 
effectiveness  is  made  in  April.  The  definite  date 
will  be  announced  later. 

Dr.  William  E.  Nutzman,  Kearney,  has  been  ap- 
pointed an  assistant  professor  of  internal  medicine 
at  the  University  of  Nebraska  College  of  Medicine. 
Dr.  Nutzman  is  superintendent  of  the  State  Hos- 
pital for  Tuberculosis  in  Kearney. 

The  University  of  Nebraska  Board  of  Regents 
have  appointed  Dr.  Ian  A.  Brown  to  the  staff  of  the 
Nebraska  Psychiatric  Institute.  Dr.  Brown  will  be 
chief  of  neurology  at  the  institute.  He  is  now  an 
assistant  professor  at  the  University  of  Minnesota. 

Dr.  and  Mrs.  W.  P.  Jensen,  Omaha,  took  a two 
week  trip  to  the  West  Coast,  in  February,  where 
Dr.  Jensen  attended  the  American  Academy  of  Or- 
thopedic Surgery  in  Los  Angeles  and  a sectional 
meeting  of  the  American  College  of  Surgeons  in  Las 
Vegas,  Nevada. 
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Dr.  Frederick  G.  Gillick,  Dean  of  the  Creighton 
University  School  of  Medicine  and  Dr.  J.  P.  Tollman, 
Dean  of  the  University  of  Nebraska  College  of  Medi- 
cine, attended  the  fifty-first  annual  Congress  on 
Medical  Education  and  Licensure  held  in  Chicago 
during  February. 

Dr.  Donald  M.  Pillsbury,  Professor  of  Dermatology 
at  the  University  of  Pennsylvania,  has  been  an- 
nounced as  speaker  at  graduation  exercises  of  the 
University  of  Nebraska  College  of  Medicine,  on  June 
18.  Dr.  Pillsbury  is  a native  of  Omaha  and  a 
graduate  of  the  University  of  Nebraska  College 
of  Medicine. 

Dr.  J.  E.  M.  Thomson  while  in  attendance  at  the 
22nd  annual  meeting  of  the  American  Academy  of 
Orthopaedic  Surgeons  read  a paper  on  Surgical 
Treatment  of  Osgood- Schlatter’s  Disease,  and  Dr. 
Thomson  and  Dr.  C.  Fred  Ferciot,  had  a scientific 
exhibit  on  complications  and  pitfalls  of  Femoral 
Head  Prosthesis.  This  was  held  from  the  28th  of 
January  to  the  8th  of  February. 


PREVENTIVE  CARE  OF  INFANTS 
AND  CHILDREN 

(Continued  from  page  129) 

drachm  doses  per  feeding  may  be  helpful 
in  the  tense  hyperactive  baby.  Colic  often 
has  its  onset  in  the  late  afternoon  or  eve- 
ning. If  the  problem  persists  into  the  night, 
a sedative  per  rectum  may  assure  a long 
sleep-interval  allowing  the  baby  to  awaken 
the  next  day  very  hungry  and  not  drowsy. 
This  results  in  the  first  feeding  of  the  fol- 
lowing day  being  one  to  capacity.  Thus,  a 
new  cycle  of  air  moving  into  the  intestinal 
tract  is  less  apt  to  occur.  If  the  baby  is 
drowsy  upon  awakening  the  dose  of  sedative 
should  be  reduced  or  the  purpose  will  be 
defeated. 

SUMMARY 

In  summary,  our  experience  has  been  that 
we  rarely  have  to  deal  with  colic  on  the 
basis  of  a food  allergy.  We  occasionally 
must  deal  with  colic  on  the  basis  of  fat 
intolerance,  but,  commonly,  we  see  it  in  re- 
lation to  underfeeding  and  faulty  feeding- 
technique. 
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Deaths 

Morris  Nielsen,  M.D.,  Blair.  Doctor  Nielsen  died 
at  his  home  in  Blair  on  Saturday,  January  15,  1955, 
at  the  age  of  seventy-nine.  Born  in  Copenhagen, 
Denmark,  Oct.  3,  1875,  he  came  to  America  with 
his  parents  at  the  age  of  seven  years.  His  was  a 
storybook  career  until  he  finally  graduated  from  the 
Omaha  Medical  College  in  1900.  He  practiced  in 
Belden,  then  Sioux  City,  and  finally,  after  post- 
graduate study  in  Harvard  University  and  Heidel- 
berg University,  Doctor  Nielsen  settled  in  Blair 
where  he  practiced  from  1911  until  his  death.  The 
doctor  is  survived  by  his  wife,  Mary;  four  sons, 
Morris,  Jr.,  of  New  York,  Damon  of  Blair,  Vance 
of  Kearney,  and  Jules  of  New  York;  and  one  grand- 
son, Stephen  Nielsen  of  Kearney. 

Carmello  Distefano,  M.D.,  Omaha.  Doctor  Di- 
stefano  died  suddenly  as  a result  of  a heart  attack 
on  February  1.  He  was  fifty-nine  years  old.  The 
doctor  was  a native  of  Italy  but  had  lived  in  Omaha 
since  1920  at  which  time  he  began  the  study  of  medi- 
cine at  the  University  of  Nebraska  College  of  Medi- 
cine. He  is  survived  by  his  wife,  Mary;  sons  John  R. 
and  David  E.;  daughter,  Mrs.  Roy  Johnson,  all  of 
Omaha;  and  sister,  Mrs.  S.  Monica,  of  Italy. 

Frank  M.  Blezek,  M.D.,  Plainview.  Doctor  Blezek, 
eighty-one  years  old,  had  practiced  in  Tabor,  S.D. 
for  many  years.  After  the  death  of  his  wife  he 
moved  to  Plainview  to  live  with  his  brother,  John. 
There  were  no  children.  The  doctor  died  on  Febru- 
ary 9.  , 

A.  L.  Parks,  M.D.,  Omaha.  Doctor  A.  L.  Parks 
collapsed  on  the  street  and  was  dead  on  arrival  at 
the  hospital  on  February  9.  He  was  eighty-three 
years  old.  A graduate  of  Rush  Medical  College, 
Doctor  Parks  had  practiced  medicine  in  Omaha 
since  1913.  He  is  survived  by  his  wife,  Eunice; 
daughter,  Mrs.  Mildred  Nelson,  Princeton,  N.  J. 

Earl  W.  Fetter,  M.D.,  North  Platte.  Sixty-eight 
years  old  at  the  time  of  his  death,  January  29,  Doc- 
tor Fetter  had  practiced  in  North  Platte  since  1916. 
The  doctor  graduated  from  Creighton  University 
Medical  School  in  1909,  took  postgraduate  study  in 
Columbia  University  and  in  Vienna,  Austria.  Upon 
his  return  from  his  graduate  study  abroad,  he  prac- 
ticed in  Brady  a few  years  before  moving  to  North 
Platte.  Survivors  are  his  wife,  Hazel;  a daughter, 
Mrs.  Jean  Greenhaw,  of  Fayetteville,  Ark.;  a sister, 
Mrs.  Myrtle  Summers,  Oakland,  Calif. 


The  Woman's  Auxiliary 

Plan  now  to  attend  the  Thirtieth  Annual 
Meeting  of  the  Woman’s  Auxiliary  to  the 
Nebraska  State  Medical  Association  which  is 
to  be  held  in  Omaha,  Nebraska,  May  16,  17, 
18  and  19. 

Congratulations  to  the  Today’s  Health 
Chairman,  Mrs.  Victor  Norall  for  her  won- 
derful record.  Nebraska  had  82  per  cent 
more  credits  this  December  than  her  total 
last  year.  We  have  65  per  cent  of  our  quota. 
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POST-CONVENTION  BOARD  MEETING 
May  13,  1954 

The  Executive  Board  of  the  Woman’s  Auxiliary 
to  the  Nebraska  State  Medical  Association  met  in 
its  post-convention  session  on  Thursday,  May  13, 

1954,  in  the  Cornhusker  Hotel,  Lincoln. 

Following  breakfast,  Mrs.  Lukens  presented  Dr. 

Earle  Leininger,  President  of  the  Nebraska  State 
Medical  Association. 

Dr.  Leininger  briefly  outlined  the  goals  of  the 
state  association  and  suggested  ways  in  which  the 
auxiliary  could  be  helpful. 

a.  Stressing  nurse  recruitment,  especially  that  of 
the  practical  nurse. 

b.  Establish  a publicity  program  for  medical  edu- 
cation in  Nebraska. 

c.  Assume  leadership  in  preventing  motor  vehicle 
accidents. 

d.  Study  legislation  pertaining  to  the  medical 
profession.  Be  watchful  — be  informed  — and  know 
the  laws. 

e.  Combat  unfavorable  publicity  regarding  fee 
splitting,  ghost  surgery,  etc. 

f.  Give  service  to  the  community.  The  auxiliary 
should  be  a public  service  organization. 

Following  an  invocation,  roll  call  was  answered 
by  eleven  officers,  twelve  committee  chairmen,  seven 
councilors,  four  directors  and  three  county  presi- 
dents. In  addition,  there  was  an  honored  guest,  Mrs. 
Neil  W.  Woodward,  Public  Relations  Chairman  for 
the  Women’s  Auxiliary  to  the  American  Medical  As- 
sociation, who  conducted  an  informative  question 
and  answer  program.  Mrs.  Woodward  also  empha- 
sized Civil  Defense  and  urged  all  auxiliary  members 
to  be  an  example  to  the  public  in  being  self-sustain- 
ing for  a period  of  three  days.  Her  help  and  ad- 
vice were  an  inspiration  to  all. 

A new  Mental  Health  chairmanship  was  an- 
nounced, with  Mrs.  Robert  Wigton  as  chairman. 

Business  of  the  day  concerned: 

1.  Discussion  of  the  proposed  budget  for  1954- 

1955. 

2.  The  treasurer  recommended  that  the  president 
and  the  president-elect  submit  an  itemized  account 
of  traveling  expenses. 

3.  Bulletin  chairman  asked  all  present  to  sub- 
scribe to  the  “Bulletin.” 

4.  Mrs.  Norall  spoke  for  “Todays  Health,”  and 
asked  for  a clarification  on  subscription  prices.  This 
information  was  supplied  by  Mrs.  Woodward. 

5.  Mrs.  Garlinghouse  suggested  that  greater 
care  be  taken  in  the  selection  of  a nominating  com- 
mittee; that  members  should  be  those  who  are  in- 
terested in,  and  have  had  experience  with  auxiliary 
work. 

6.  Convention  Registration  Chairman,  Mrs.  Paul 
Royal,  reported  a total  convention  registration  of 
125,  with  143  atending  the  Wednesday  luncheon. 

7.  The  Resolutions  and  Revisions  Chairman, 
Mrs.  Herbert  Staubitz,  with  her  Committee,  which 
consisted  of  Mrs.  E.  Kenneth  Muehlig  and  Mrs. 
Hiram  Hilton,  was  instructed  to  amend  the  consti- 
tution to  make  all  councilors  members  of  the  Execu- 
tive Board. 

8.  Mrs.  Garlinghouse  asked  for  “Newsy  News” 
for  the  Newsletter. 


9.  Mrs.  Purvis  asked  for  news  pertaining  to  aux- 
iliary members  and  that  it  be  sent  to  her  by  the 
eighth  of  the  month. 

10.  The  president  asked  that  all  councilors  send 
clippings  from  their  local  papers,  regarding  activ- 
ities of  doctors’  wives,  to  either  Mrs.  Purvis  or  Mrs. 
Garlinghouse,  by  the  eighth  of  the  month. 

11.  The  allocation  of  fifty  ($50.00)  dollars  for 

nurse  recruitment  was  divided  as  follows:  thirty 

($30.00)  dollars  to  the  Nebraska  State  Nurses  As- 
sociation; twenty  ($20.00)  dollars  to  the  Nurse  Re- 
cruitment Chairman. 

12.  The  appointment  of  a chairman,  Mrs.  George 
Covey,  of  the  delegates  to  the  National  Convention 
of  the  Woman’s  Auxiliary  to  the  American  Medical 
Association.  Other  delegates:  Mrs.  Paul  Royal, 
Lincoln;  Mrs.  A.  D.  Brown,  Central  City;  Mrs.  John 
Gatewood,  Omaha;  Mrs.  Friedrich  W.  Niehaus,  Oma- 
ha. Alternates:  Mrs.  Dean  McGrath,  Grand  Island 
and  Mrs.  Earle  F.  Leininger,  McCook. 

Mrs.  Lukens  thanked  Mrs.  McGreer  and  her  com- 
mittee for  the  excellent  hospitality  extended  during 
the  convention. 

There  being  no  further  business,  the  meeting  was 
adjourned. 

Respectfully  submitted, 

RUTH  NIEHAUS, 

Recording  Secretary. 

FALL  BOARD  MEETING  OF  THE  NEBRASKA 
STATE  MEDICAL  AUXILIARY 
September  27,  1954 

The  Executive  Board  of  the  Woman’s  Auxiliary  to 
the  Nebraska  State  Medical  Association  convened 
at  10:30  a.m.  at  the  Blackstone  Hotel,  in  Omaha, 
Nebraska,  on  September  27,  1954. 

Mrs.  Isaiah  Lukens,  President,  presided.  Follow- 
ing the  invocation,  the  Auxiliary  Pledge  was  repeat- 
ed by  the  members. 

Roll  call  was  answered  by  ten  officers,  thirteen 
committee  chairmen,  six  councilors,  two  directors 
and  four  county  presidents. 

Minutes  of  the  29th  Annual  Meeting  were  read 
and  approved  as  corrected. 

The  minutes  of  the  Post  Convention  Board  Meet- 
ing were  also  read  and  approved. 

The  treasurer’s  report  was  read  and  placed  on 
file. 

Mrs.  Niehaus  reported  on  the  National  convention 
held  in  San  Francisco  in  June. 

The  President’s  Message  was  read  by  Mrs.  Luk- 
ens, while  the  first  vice  president  took  the  chair. 
An  outline  of  the  year’s  work  was  presented,  keyed 
to  the  national  auxiliary’s  theme  for  the  year, 
“Leadership  in  Community  Health.”  She  reminded 
auxiliary  members  of  the  many  informative  pham- 
phlets  now  available  for  our  use;  that  to  be  a quali- 
fied health  leader,  one  must  be  an  informed  one. 
Our  theme,  as  a state  auxiliary,  “A  Successful  Aux- 
iliary Is  You.” 

Mrs.  Covey  presented  bills.  Mrs.  Robertson  moved 
that  the  bills,  as  presented,  be  allowed.  Motion  sec- 
onded and  carried. 

The  meeting  recessed  for  a 12:00  noon  luncheon 
and  reconvened  at  1:30  p.m. 
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Mrs.  Marvel  explained  the  nominating  committee 
procedure,  as  outlined  by  the  constitution.  The  fol- 
lowing were  nominated  to  the  committee  and  were  to 
be  notified  by  the  Secretary. 

Mrs.  James  P.  Donelan,  Omaha,  Chairman 

Mrs.  Fred  C.  Ferciot,  Lincoln 

Mrs.  W.  C.  Kenner,  Nebraska  City 

Mrs.  James  O’Neill,  Omaha 

Mrs.  A.  D.  Brown,  Central  City 

Mrs.  Warren  G.  Bosley,  Grand  Island,  alternate 

Mrs.  Donald  Purvis,  Lincoln,  alternate 

Mrs.  Edwin  D.  Lyman  was  appointed  Chairman  for 
the  1955  Convention  Planning  Committee.  Mrs.  Of- 
ferman  was  reappointed  Chairman  of  the  Auditing 
Committee. 

A motion  was  made,  seconded,  and  carried  that 
the  treasurer  be  authorized  to  pay  expenses  of  the 
trip  to  Chicago  for  Mrs.  Lukens  and  Mrs.  Sharrar 
to  attend  the  National  Conference  for  Presidents  and 
Presidents  Elect,  November  16-18. 

Resolutions  and  Revisions  Chairman,  Mrs.  Stau- 
bitz,  presented  the  following  proposed  amendment 
to  the  By-Laws: 

“Resolved  that  Chapter  I,  Section  I,  of  the  By 
Laws  be  amended  by  adding  the  words  ‘and  the  dis- 
trict councilors’  after  the  words  ‘standing  commit- 
tees,’ so  as  to  read:  She  shall,  with  the  consent  of 
the  Executive  Board,  appoint  the  members  of  all 
standing  committees  and  the  district  councilors.” 
Moved  by  Mrs.  Offerman,  seconded,  and  carried  that 
this  revision  be  adopted. 

Moved  by  Mrs.  Donelan,  seconded,  and  carried  to 
ask  the  Resolutions  Chairman  to  advise  Dr.  Lein- 
inger  that  the  auxiliary  pledges  its  wholehearted 
support  in  carrying  out  the  program,  as  outlined  for 
1954-1955. 

Mrs.  Offerman  presented  the  proposed  budget  for 
1954-1955.  Motion  made,  seconded,  and  carried  that 
it  be  accepted. 

A note  from  Mrs.  Gehrman,  of  the  Nebraska  State 
Nurses  Association,  was  read,  thanking  the  auxil- 
iary for  their  contribution  of  thirty  ($30)  dollars  to 
that  organization. 

Moved,  by  Mrs.  Kohtz,  seconded,  and  carried,  that 
the  President  appoint  a committee  of  three  to  make 
a study  of  the  best  possible  ways  in  which  to  sup- 
port some  philanthropic  project  on  the  state  level 
when  the  state  auxiliary  reserve  becomes  equal  to  a 
year’s  expected  expenditures. 

The  following  officers  and  chairmen  of  standing 
committees  gave  reports  and  circulated  informa- 
tion related  to  the  work  for  the  new  Auxiliary  year. 

Organization Mrs.  George  Robertson 

American  Medical  Education 

Foundation Mrs.  James  P.  Tollman 

Publicity Mrs.  Donald  Purvis 

Civil  Defense Mrs.  Rudolph  Sievers 

Nurse  Recruitment Mrs.  W.  C.  Kenner 

Legislation Mrs.  G.  K.  Muehlig 

Program Mrs.  R.  H.  Kotz 

Today’s  Health Mrs.  Victor  Norvall 

Finance Mrs.  Arthur  J.  Offerman 

Members-at-Large Mrs.  R.  R.  Brady 

Public  Relations Mrs.  D.  B.  Wengert 

Bulletin Mrs.  Hiram  Hilton 

Editor Mrs.  Richard  Garlinghouse 

Historian Mrs.  W.  W.  Carveth 


Mental  Health Mrs.  John  Aita 

Resolutions  and 

Revisions Mrs.  Herbert  Staubitz 

The  president  reminded  the  councilors  present  that 
they  would  find  their  duties  outlined  in  the  Hand- 
book. 

A motion  was  made,  seconded,  and  carried  that  a 
note  of  appreciation  be  sent  to  the  Blue  Cross  and 
Blue  Shield  for  the  pencils  and  pads  furnished. 

The  meeting  was  adjourned. 

Respectfully  submitted, 

v RUTH  NIEHAUS, 

Recording  Secretary. 


TWENTY-NINTH  ANNUAL  MEETING 
May  11,  1954 

The  twenty-ninth  meeting  of  the  Nebraska  State 
Medical  Auxiliary  was  called  to  order  by  Mrs.  James 
P.  Donelan  on  Tuesday,  May  11,  at  1:00  p.m.  at  the 
Cornhusker  Hotel  in  Lincoln.  The  invocation  was 
pronounced  by  Mrs.  Marvel,  followed  by  repeating 
of  the  Pledge  by  the  members. 

Mrs.  Donelan  welcomed  the  members  and  intro- 
duced Mrs.  Neil  Woodward,  Chairman  of  the  Public 
Relations  Committee  of  the  Women’s  Auxiliary  to 
the  A.M.A.  and  our  guest  of  honor. 

The  Minutes  of  the  28th  Annual  Meeting  of  the 
Post  Convention  and  Fall  Board  Meeting  were 
spread  on  the  auxiliary  pages  of  the  Nebraska  State 
Medical  Journal,  and  therefore  were  not  read.  They 
were  accepted  without  corrections. 

The  minutes  of  the  Pre-Convention  Board  Meet- 
ing of  May  11th,  were  read  and  approved. 

A treasurer’s  report  was  read  and  a motion  to  ac- 
cept was  passed. 

Mrs.  Kenner  moved,  Mrs.  Norvall  seconded,  a mo- 
tion that  the  recommendations  of  the  Executive 
Board  be  accepted. 

A motion  was  made  by  Mrs.  Tanner  and  seconded 
by  Mrs.  Ferciot  that  all  bills  presented,  plus  all  con- 
vention bills  to  be  presented,  be  allowed. 

The  report  of  the  Finance  Chairman  was  read. 

A motion  was  made  by  Mrs.  Offerman,  seconded 
and  unanimously  passed,  that  the  treasurer  be  in- 
structed to  purchase  fourteen  (14)  one  hundred 
($100)  dollar  United  States  Savings  Bonds  from 
the  combined  funds  of  one  thousand  dollars  ($1,000) 
reserve  fund  and  fifty  dollars  ($50)  from  the  sink- 
ing fund,  making  a total  of  one  thousand  and  fifty 
dollars  ($1,050). 

Mrs.  Woodward  gave  an  inspiring  comment  on  the 
favorable  impression  which  our  county  president 
made  in  the  Round  Table  presentation  and  compli- 
mented the  public  service  record,  as  compiled  in  our 
auxiliary  poll.  She  requested  that  a more  detailed 
report  of  it  be  given  at  the  national  meeting  in  San 
Francisco. 

Mrs.  Sandritter  reported  on  the  Mental  Health 
Program  accomplishments  in  Buffalo  County. 

Mrs.  C.  R.  Hankins,  Douglas  County  President, 
reported  on  the  auxiliary  representation  on  the  re- 
organization of  the  Juvenile  Court  in  Douglas 
County. 

Mrs.  Ferciot  reported  on  Nurse  Recruitment  in 
Lancaster  County. 


April,  1955 


143 


Mrs.  Bancroft  reported  on  the  Practical  Nursing 
School  Up-Grading  Program  in  Buffalo  County. 

The  Nominating  Committee  chairman,  Mrs.  R.  R. 
Garlinghouse,  presented  the  following  slate  of  offi- 
cers for  the  coming  year: 

Mrs.  Isaiah  Luken  IV — President 
Mrs.  Lynn  Sharrar — President  Elect 
Mrs.  George  Robertson — First  Vice  President 
Mrs.  R.  R.  Brady — Second  Vice  President 
Mrs.  George  Covey — Treasurer 
Mrs.  F.  W.  Niehaus — Recording  Secretary 
Mrs.  J.  M.  Christlieb — Corresponding  Secretary 
Mrs.  B.  R.  Bancroft — Director 
Mrs.  Maynard  Wood — Director 
A motion  was  made  and  seconded  to  accept  the 
report  of  the  Nominating  Committee. 

The  installation  of  officers  followed. 

The  Chaplain  presided  at  a Memorial  Service  for 
three  deceased  members  of  the  Auxiliary:  Mrs.  Lis- 
ton of  Elmwood,  Mrs.  Underwood  of  Lincoln. 

Mrs.  Stonecypher,  of  the  Nemaha-Otoe  County 
Auxiliary,  paid  tribute  to  the  memory  of  Mrs.  John 
Gilligan  and  presented  ten  dollars  ($10)  in  her  mem- 
ory to  the  American  Medical  Education  Foundation. 
A motion  for  adjournment  was  made  and  seconded. 

Respectfully  submitted, 
ROSEMARY  E.  O’NEIL 


WOMAN’S  AUXILIARY 
THIRTIETH  ANNUAL  MEETING  OF  THE 
WOMAN’S  AUXILIARY  TO  THE 
NEBRASKA  STATE  MEDICAL  ASSOCIATION 

A registration  desk  will  be  open  at  Hotel  Paxton, 
Monday,  May  16,  Tuesday,  May  17,  Wednesday, 
May  18th.  Registrations  will  also  be  taken  pre- 
ceding the  luncheon,  Wednesday,  May  18th  at  Hotel 
Blackstone. 

PROGRAM 

Tuesday,  May  17,  1955 

9:00  a.m.  Pre-Convention  Executive  Board  Meet- 
ing, Hotel  Fontenelle,  Parlor  A 
Mrs.  Lsaiah  Lukens  IC,  Presiding 
Reports  of  Officers  and  State  Chairmen 
12:00  Noon  Luncheon,  Hotel  Fontenelle,  Black  Mir- 
ror Room.  (Tickets  $2.50  which  in- 
cludes tip).  Tickets  available  at 
Registration  Desk  at  Hotel  Paxton 
and  Hotel  Fontenelle. 

1:00  p.m.  Annual  Business  Meeting,  Hotel  Fon- 
tenelle, Black  Mirror  Room 
Mrs.  Isaiah  Lukens  IV,  Presiding 
County  Auxiliary  Presidents’  Reports. 
Installation  of  New  Officers 
7:00  p.m.  Fun  Night 

Join  your  husband  for  a BIG  evening 


NEBRASKA  STATE  MEDICAL  AUXILIARY 
TREASURER’S  REPORT 


September  27,  1954 


Cash  on  hand,  May  10,  1954 

$1,570.15 

RECEIPTS 

Dues 

21.00 

Total 

$1,591.15 

DISBURSEMENTS 

Mrs.  James  Donelan,  President’s 
Expense  $ 

80.25 

Mrs.  V.  D.  Norvall,  Today’s 
Health 

15.00 

Mrs.  Don  Purvis,  Publicity 

2.50 

- 

Mrs.  L.  E.  Sharrar,  Organization | 

5.00 

Mrs.  W.  C.  Kenner,  Legislation- 

5.00 

Mrs.  D.  B.  Wengert,  Public 
Relations 

3.00 

Mrs.  R.  H.  Kohtz,  Program 

1.50 

Mrs.  John  McGreer,  Convention- 

47.00 

Mrs.  George  W.  Covey,  Treas. 

11.35 

Mrs.  Mason  G.  Lawson,  National 
Dues 

9.00 

Nurse  Recruitment,  Donation 

30.00 

Total  $ 

209.60 

Balance  in  Bank 

$1,381.55 

Sinking  Fund  $ 150.00 

Reserve  Fund  1,000.00 

1,150.00 

Working  Balance  $ 231.55 

Special  Fund — 

Two  $100.00  Savings  Bonds  (Issued  May,  1954) : 
C-193857-F 
C-193856-F 

MRS.  GEORGE  W.  COVEY, 
Treasurer. 


WEDNESDAY,  MAY  18,  1955 
Free  Morning 

12:30  p.m.  Reception  Line,  introducing  and  honor- 
ing our  National  Guest  Speaker,  Mrs. 
George  Turner,  El  Paso,  Texas,  Na- 
tional President  for  the  Women’s 
Auxiliary  to  the  A.M. A.;  Hotel  Black- 
stone,  Ballroom 

Luncheon,  Hotel  Blackstone,  Ballroom. 
(Tickets  $2.75  which  includes  tip). 
Tickets  available  at  Registration 
Desk,  Hotel  Paxton  and  Hotel  Black- 
stone. 

Fashion  Show  by  Courtesy  of  the 
Aquila 
7:00  p.m.  Banquet 


THURSDAY,  MAY  19,  1955 

9:30  a.m.  Post  Convention  Executive  Board  Meet- 
ing 

No-Host  Breakfast,  Hotel  Paxton 
Mrs.  Lynn  Sharrar,  Presiding 
12:30  p.m.  Joint  Luncheon 


WHO  IS  EXPECTED  TO  ATTEND 
Officers 

Chairmen  of  standing  and  special  committees 
Presidents  of  county  auxiliaries 
District  councilors 

New  officers  and  chairmen,  either  on  the  state  or 
local  levels,  will  especially  benefit  from  attending 
all  sessions. 

WHO  MAY  ATTEND 

A cordial  invitation  is  extended  to  ALL  DOC- 
TORS' WIVES,  whether  or  not  you  are  an  auxiliary 
member.  Frequently  auxiliary  interest  and  partici- 
pation are  sparked  by  attendance  at  convention. 
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COME  — JOIN  WITH  US  TO  DO  OUR  SHARE 
IN  FULFILLING  OUR  AUXILIARY  PLEDGE: 

I pledge  my  loyalty  to  the  Woman’s  Auxiliary 
to  the  American  Medical  Association.  I will  sup- 
port its  activities,  protect  its  reputation,  and  ever 
sustain  its  high  ideals. 

CONVENTION  COMMITTEE 

General  Chairman — Mrs.  Edwin  D.  Lyman 
Social  Chairman — Mrs.  John  M.  Christlieb 
Program  Chairman — Mrs.  Frank  R.  Barta 
Registration — Mrs.  James  J.  O’Neil 
Reservation — Mrs.  William  L.  Rumbolz 
Publicity — Mrs.  James  P.  Donelan 
Tickets  and  Finance — Mrs.  Henry  Kammandel 
Hospitality — Mrs.  G.  Kenneth  Muehlig 
Flowers — Mrs.  Alister  I.  Finalyson 
Fashion  Show — Mrs.  Robert  E.  Lovgren 
Transportation — Mrs.  Frank  J.  Mnuk 

(Hostess  Auxiliary — Douglas  County) 


Know  Your 
Blue  Shield  Plan 


RESPONSIBILITIES  OF  PHYSICIANS  AND 
HOSPITALS  TO  PREPAYMENT  PLANS 

Excerpted  from  an  article  by  Walter  B.  Martin, 
M.D.,  President  of  the  AMA,  in  THE  JOURNAL  OF 
THE  AMERICAN  MEDICAL  ASSOCIATION,  Oc- 
tober, 1954. 

“In  all  voluntary  prepayment  insurance  plans  cer- 
tain factors  are  necessary  to  maintain  their  stabil- 
ity . . . Admission  for  the  convenience  of  the  physi- 
cian or  of  the  patient  will  prove  destructive  to  in- 
surance plans.  Prolongation  of  stay  beyond  the 
point  required  for  good  medical  care  is  equally  ob- 
jectionable. 

“We  as  physicians  have  a heavy  and  constant  re- 
sponsibility in  this  matter.  Only  the  physician  can 
properly  determine  when  a patient  is  in  need  of 
hospital  care  and  when  that  care  should  be  termi- 
nated . . . The  physician  should  also  be  discriminat- 
ing in  selecting  the  hospital  services  that  he  utilizes 
for  his  patient’s  care.  Substituting  multiple  and 
often  unnecessary  clinical,  laboratory,  roentgeno- 
graphic,  and  other  technical  procedures  for  an  ade- 
quate history  and  physical  examination  not  only  is 
wasteful  of  medical  resources,  but  is  not  produc- 
tive of  good  medicine. 

“Abuses  in  the  form  of  unnecessary  admissions, 
undue  prolongation  of  stay,  or  the  wasteful  use  of 
drugs  or  other  hospital  resources  will  greatly  in- 
crease the  cost  of  health  care  provided  by  the  hos- 
pital. This  naturally  forces  up  premium  rates  and 
makes  protection  less  accessible  to  those  in  the  low- 
income  group  who  are  most  in  need  of  it. 

“The  hospital  has  a similar  responsibility  for 
controlling  the  cost  factor  . . . Improved  adminis- 
trative procedures  that  will  make  services  quickly 
available  and  that  will  expedite  admissions  and  dis- 
charges will  reduce  the  cost  burden  . . . Making 
hospital  services  available  on  a full  week  or  at 
least  a six-day  basis  rather  than  the  present  four- 
and-a-half  to  five-day  utilization  would  not  only 
reduce  the  cost  of  care  of  the  individual  but  would 


lessen  the  number  of  hospital  beds  needed  to  service 
a community.  Close  cooperation  between  hospitals 
and  physicians  can  accomplish  a great  deal  in 
reaching  these  objectives.” 


WILLIAM  HARVEY 


PROCEEDINGS  OF  THE  HOUSE 
OF  DELEGATES 
February  27,  1955 

The  first  Interim  Session  of  the  House  of  Dele- 
gates of  the  Nebraska  State  Medical  Association  was 
held  in  the  Lincoln  Room,  Hotel  Cornhusker,  Lin- 
coln, Nebraska.  Roll  call  showed  38  members  pres- 
ent. 

The  meeting  was  called  to  order  at  2 p.m.  by  Dr. 
Fritz  Teal,  Speaker  of  the  House  of  Delegates. 

The  report  of  the  Committee  on  Credentials  was 
orally  presented  by  Dr.  R.  B.  Adams,  Secretary- 
Treasurer. 

A motion  was  made  that  the  report  of  the  Creden- 
tials Committee  be  accepted.  The  motion  was  sec- 
onded and  carried. 

A motion  was  made  and  seconded  that  the  minutes 
of  the  last  session  be  approved  as  published.  The 
motion  carried. 

The  next  order  of  business  was  the  election  of  ref- 
erence committees,  and  the  following  list  was  read 
and  approved: 

Reference  Committee  No.  1 — Officers: 

0.  A.  Kostal,  M.D.,  Chairman,  Hastings 
R.  D.  Bryson,  M.D.,  Calloway 
W.  L.  Howell,  M.D.,  Hyannis 

Reference  Committee  No.  2 — Council: 

R.  H.  Khotz,  M.D.,  Chairman,  Bloomfield 
L.  Morrow,  M.D.,  Tekamah 
Van  Magill,  M.D.,  Curtis 

Reference  Committee  No.  3 — Constitution  and 

By-Laws : 

Ray  S.  Wycoff,  M.D.,  Chairman,  Lexington 
R.  .E  Garlinghouse,  M.D.,  Lincoln 
Lloyd  Wagner,  M.D.,  Leigh 

Reference  Committee  No.  4 — Voluntary  Pre- 
payment: 


April,  1955 


145 


E.  E.  Koebbe,  M.D.,  Chairman,  Columbus 
Richard  L,  Egan,  M.D.,  Omaha 

D.  R.  Marples,  M.D.,  Nelson 

Reference  Committee  No.  5 — Planning: 

John  T.  McGreer,  Jr.,  M.D.,  Chairman,  Lincoln 
Joseph  Gross,  M.D.,  Omaha 

F.  McClanahan,  M.D.,  Neligh 

Reference  Committee  No.  6 — Public  Health: 

Otis  Miller,  M.D.,  Chairman,  Ord 
J.  C.  Waddell,  M.D.,  Beatrice 

E.  E.  Angle,  M.D.,  Lincoln 

Reference  Committee  No.  7 — Miscellaneous: 

Wm.  Nutzman,  M.D.,  Chairman,  Kearney 
D.  D.  Stonecypher,  M.D.,  Nebraska  City 
R.  R.  Anderson,  M.D.,  Nehawka 

Permission  of  the  floor  was  granted  to  Dr.  Earl 

F.  Leininger,  who  introduced  Dr.  Clifford  M.  Hardin, 
Chancellor  of  the  University  of  Nebraska. 

Doctor  Hardin  stated  he  considered  it  a real  priv- 
ilege to  be  given  a chance  to  visit  with  the  members 
of  the  House,  and  thanked  them  for  their  interest 
in  the  university — particularly  the  College  of  Medi 
cine.  He  said  he  would  confine  his  remarks  mainly 
to  budgetary  considerations,  and  explained  briefly 
the  appropriations  bill  which  had  been  presented  to 
the  legislature  for  funds  needed  for  the  University 
of  Nebraska.  He  also  analyzed  the  amount  that  was 
to  be  used  for  the  College  of  Medicine  and  explained 
the  expansion  of  facilities  and  services  at  the  col- 
lege. He  further  stated  that  while  the  College  of 
Medicine  was  not  completely  cleared  so  far  as  ac- 
creditation was  concerned,  at  a meeting  in  Chicago 
they  had  been  informed  that  the  accerditation  au- 
thorities felt  we  had  the  problem  substantially 
whipped.  He  asked  for  the  support  of  the  members 
of  the  House  of  Delegates  of  the  budget  appropria- 
tion, both  in  its  entirety  and  the  funds  to  be  used 
for  the  College  of  Medicine,  and  graciously  thanked 
the  House  for  allowing  him  time  to  speak. 

Dr.  Perry  Tollman,  Dean,  University  of  Nebraska 
College  of  Medicine,  was  given  permission  of  the 
floor.  He  supplemented  Doctor  Hardin’s  remarks 
by  calling  attention  to  the  amount  of  out-patient 
care  given  by  the  University  Hospital  to  indigent 
patients  referred  to  them  from  all  over  the  state  and 
the  strengthening  of  the  nursing  staff  to  improve 
the  general  pattern  of  patient  care;  to  the  affili- 
ated hospital  program  involving  five  hospitals  co- 
operating and  participating  in  this  program;  and 
to  the  research  program  now  supported  by  grants 
to  the  university  which,  it  is  hoped,  could  be  put  on 
a firmer  basis  by  strengthening  of  the  program  now 
carried  on  under  the  university  per  se.  He  also 
asked  for  the  very  earnest  support  of  the  university 
budget;  not  only  the  support  of  each  member  of  the 
House,  but  every  citizen  in  the  community  from 
which  each  member  comes. 

Dr.  D.  B.  Steenburg  was  given  permission  of  the 
floor  and  read  the  following  resolution: 

RESOLUTION 

WHEREAS,  the  Nebraska  State  Medical  Association  has  a 
deep  interest  in  sound  education  in  all  fields  of  human  en- 
deavor, and  has  particular  interest  in  medical  education,  and 

WHEREAS,  intensive  teaching  and  training  programs  at  the 
University  of  Nebraska  College  of  Medicine  and  School  of  Nurs- 
ing are  essential  for  support  of  medical  care  in  the  State  of 
Nebraska,  and 

WHEREAS,  proper  development  of  these  teaching  programs 
is  dependent  on  effective  operation  of  medical  care  programs 
at  the  University  Hospital  and  University  Dispensary,  and 


WHEREAS,  the  amount  spent  from  the  total  University 
budget  is  about  two  million  dollars  per  biennium  for  indigent 
medical  care,  and 

WHEREAS,  funds  have  for  many  years  not  been  sufficient 
to  operate  the  University  Hospital  at  capacity,  and 

WHEREAS,  the  faculty,  in  the  course  of  their  teaching  pro- 
vide professional  care  conservatively  estimated  as  worth 
$1,500,000  per  biennium,  and 

WHEREAS,  the  financial  support  of  the  College  of  Medicine, 
School  of  Nursing,  University  Hospital  and  University  Dis- 
pensary are  an  integral  part  of  the  University  of  Nebraska 
budget ; 

BE  IT  THEREFORE  RESOLVED,  That  the  Nebraska  State 
Medical  Association,  through  its  House  of  Delegates  assembled 
in  session  February  27,  1955,  indicates  its  full  and  enthusiastic 
support  of  the  University’s  requested  budget  now  being  con- 
sidered by  the  Legislature,  and  reaffirms  its  belief  that  full 
and  reasonable  support  of  education  of  our  most  precious 
asset,  our  young  people,  is  essential  for  the  wise  and  full 
development  of  this  State. 

A motion  was  made  that  the  resolution  be  adopted. 
The  motion  was  seconded. 

After  general  discussion,  the  following  paragraph 
was  suggested  to  be  added  after  the  third  para- 
graph in  the  resolution: 

“WHEREAS,  the  prime  motive  of  all  med- 
ical education  is  to  provide  the  best  of  medical 

care  for  all  people,  and” 

A motion  was  made  that  the  resolution  be  amend- 
ed to  add  this  paragraph.  The  motion  was  seconded 
and  carried. 

The  chair  stated  the  motion  was  the  adoption  of 
the  resolution  as  amended,  and  the  question  was 
called  for.  The  motion  carried. 

Dr.  E.  B.  Reed  gave  an  oral  report  for  the  Medi- 
cal Service  Committee,  explaining  pending  legisla- 
tion which  was  of  interest  to  the  profession.  He 
also  asked  the  House  for  permission  of  the  floor  for 
N.  J.  Pickett,  D.S.C.  The  chair  granted  Mr.  Pick- 
ett five  minutes  time  to  appear  and  present  his  pro- 
posal of  permitting  chiropodists  to  have  a narcotic 
license. 

Mr.  Pickett  reviewed  the  background  of  the  pro- 
fession and  explained  their  need  for  permissive 
legislation  which  would  allow  them  the  use  of  nar- 
cotics. 

A motion  was  made  that  the  House  of  Delegates 
accept  Doctor  Reed’s  report,  as  given  verbally.  The 
motion  was  seconded  and  carried. 

Doctor  Reed  asked  for  an  expression  of  the  House 
relative  to  the  legislation  asked  for  by  the  chiropo- 
dists. He  further  stated  that  this  group  were  of  the 
opinion  they  could  get  a bill  introduced. 

After  general  discussion,  a motion  was  made  that 
the  Medical  Service  Committee  be  instructed  by  the 
House  of  Delegates  to  approve  the  chiropodists  hav- 
ing a narcotic  license.  The  motion  was  seconded 
and  carried. 

Old  business  was  called  for  but  none  was  pre- 
sented. 

New  business  was  asked  for  by  the  chair,  and 
the  following  resolution  was  read  by  Dr.  Samuel 
Swenson,  Jr.: 

RESOLUTION  OF  THE 

OMAHA-DOUGLAS  COUNTY  MEDICAL  SOCIETY 
TO  THE 

NEBRASKA  STATE  MEDICAL  ASSOCIATION 
February  27,  1955 

WHEREAS,  the  present  fee  schedule  of  “Proposed  Fees  for 
Governmental  Agencies”  is  considered  to  be  inadequate,  and 

WHEREAS,  the  cost  of  living  has  increased  twofold  in  the 
past  eight  years,  and 

WHEREAS,  the  problem  has  been  thoroughly  and  completely 
investigated  by  the  Medical  Service  Committee  of  the  Omaha- 
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Douglas  County  Medical  Society  and  a recommended  increase 
of  approximately  25%  of  various  fees  has  been  unanimously 
approved  by  the  Omaha-Douglas  County  Medical  Society  and 
thereby  recommended  to  the  House  of  Delegates  of  the  Nebraska 
State  Medical  Association  for  approval. 

THEREFORE,  BE  IT  RESOLVED,  That  the  attached  revi- 
sion for  the  “Proposed  Uniform  Fee  Schedule  for  Govern- 
mental Agencies”  as  unanimously  approved  and  recommended 
by  the  Omaha-Douglas  County  Medical  Society  be  approved  by 
the  House  of  Delegates  of  the  Nebraska  State  Medical  Asso- 
ciation. 

I move  the  adoption  of  this  resolution. 

SAMUEL  SWENSON,  JR.,  M.D., 
Chairman  of  Delegates, 

Omaha-Douglas  County  Medical  Society. 

He  also  presented  20  legal-sized  pages  of  fee 
schedule  changes. 

After  general  discussion,  it  was  the  concensus  of 
the  group  that  care  and  study  should  be  made  be- 
fore any  revision  was  incorporated  in  the  existing 
fee  schedule,  and  the  chair  ruled  that  this  matter 
would  be  referred  to  Reference  Committee  No.  4 — 
Prepayment  Medical  Care. 

Dr.  R.  B.  Adams  asked  for  permission  of  the 
floor  and  asked  for  an  expression  of  the  House  as 
to  the  date  of  coming  interim  sessions. 

General  discussion  followed,  and  it  seemed  the 
opinion  of  the  group  that  the  interim  session  should 
be  set  at  least  one  week  after  the  mid-winter  meet- 
ing of  the  Board  of  Councilors. 

Mr.  M.  C.  Smith  gave  a resume  and  explanation 
of  L.B.  332,  the  expert  medical  testimony  bill  which 
has  been  introduced  in  the  legislature.  He  explained 
it  was  the  wish  of  the  committee  to  be  able  to  have 
the  approval  of  the  House  of  Delegates  when  the 
hearing  on  this  bill  was  held. 

A motion  was  made  and  seconded  that  the  House 
discuss  this  legislation  and  take  action  on  the  mat- 
ter which  Mr.  Smith  presented.  The  motion  carried. 

Questions  relative  to  the  bill  were  answered  by 
Mr.  Smith. 

A motion  was  made  that  the  House  of  Delegates 
accept  the  report  of  the  Planning  Committee  and 
the  work  accomplished  on  the  expert  medical  testi- 
mony bill,  and  approve  L.B.  332,  which  has  been 
introduced  into  the  Nebraska  Legislature.  The  mo- 
tion was  seconded  and  carried. 

Dr.  E.  A.  Rogers  was  given  permission  of  the 
floor,  and  gave  a brief  explanation  of  the  distribu- 
tion and  use  of  Salk  vaccine  which  is  to  be  given 
to  the  state  by  the  National  Foundation  for  Infan- 
tile Paralysis. 

General  discussion  followed  relative  to  the  centers 
of  distribution,  cost  of  administering  the  vaccine, 
etc.,  and  it  was  the  concensus  of  the  group  that  this 
was  entirely  a local  problem  and  should  be  handled 
locally. 

A motion  was  made  to  adjourn.  The  motion  was 
seconded  and  carried. 

ROSTER  AND  ROLL  CALL 
HOUSE  OF  DELEGATES 
February  27,  1955 


ADAMS— 

O.  A.  Kostal,  Hastings  (D) P 

BOONE— 

Wm.  Fitch,  Albion  (D) 

BOX  BUTTE— 

Wm.  L.  Howell,  Hyannis  (D) P 

BUFFALO— 

Wm.  Nutzman,  Kearney  (D) P 

BURT— 

L.  Morrow,  Tekamah  (D) P 

BUTLER— 

L.  J.  Ekeler  , David  City  (D) 


CASS— 

R.  R.  Anderson  Nehawka  (D) P 

CEDAR,  DIXON,  DAKOTA,  THURSTON, 

WAYNE  (FIVE  CO.)  — 

D.  O.  Craig,  Winside  (D) p 

C.  M.  COE,  Wakefield  (D) 

R.  P.  Carroll,  Laurel(D) P 

CHEYENNE,  KIMBALL  & DEUEL— 

CLAY— 

H.  V.  Nuss,  Sutton  (D) P 

COLFAX— 

Lloyd  Wagner,  Leigh  (D) P 

CUSTER— 

R.  D.  Bryson,  Callaway  (D) p 

DAWSON— 

Ray  S.  Wydoff,  Lexington  (D) P 

DODGE— 

R.  C.  Reeder,  Fremont  (D) P 


FILLMORE— 

A.  A.  Ashby,  Geneva  (D) 

FRANKLIN— 

L.  S.  McNeil,  Campbell  (D) 
FOUR  COUNTY— 


Otis  Miller,  Ord  (A) P 

GAGE— 

J.  C.  W'addel,  Beatrice  (A) P 

GARDEN-KEITH-PERKINS — 

F.  M.  Bell,  Grant  (D) 

HALL— 

W.  G.  Bosley,  Grand  Island  (D) P 


HAMILTON— 

0.  M.  Troester,  Hampton  (D) 

HARLAN— 

HOLT  & NORTHWEST— 

HOWARD— 

R.  W.  Hanisch,  St.  Paul  (D) 

JEFFERSON— 

K.  J.  Kenney,  Fairbury  (D) 

JOHNSON— 

J.  A.  Lanspa,  Tecumseh  (D) 

LANCASTER— 

E.  E.  Angle,  Lincoln  (D) 

W.  W'.  Carveth,  Lincoln  (D) 

R.  E.  Garlinghouse,  Lincoln  (A) 

John  T.  McGreer,  Lincoln  (D)_ 

LINCOLN— 

E.  J.  Shaughnessy,  North  Platte  (D)_ 
MADISON  SIX— 

R.  Kohtz,  Bloomfield  (D) 

W.  Devers,  Pierce  (D) 

H.  Tennant,  Stanton  (D) 

1.  Thompson,  West  Point  (D) 

F.  McClanahan,  Neligh  (D) 

G.  Salter,  Norfolk  (D) 

MERRICK— 

R.  R.  Douglas,  Clarks  (D) 

NANCE— 

K.  R.  Dalton,  Genoa  (D) 

NEMAHA— 

P.  M.  Scott,  Auburn  (D) 

NORTHWEST  NEBRASKA— 

Leo  H.  Hoevet,  Chadron  (D) 

NUCKOLLS— 

D.  R.  Marples,  Nelson  (A) 

OTOE— 

D.  D.  Stonecypher,  Nebraska  City  (D) 
OMAHA-DOUGLAS— 

Sam  Swenson,  Jr.,  Omaha  (D) 


J.  F.  Cross,  Omaha  (D) 

Leo  V.  Hughes,  Omaha  (D) 

W.  D.  Wright,  Omaha  (A) ; P 

M.  E.  Stoner,  Omaha  (A) 

A.  J.  Offerman,  Omaha  (D) 

D.  J.  Bucholz,  Omaha  (D) 

Richard  L.  Egan,  Omaha  (D) P 

PAWNEE— 


A.  B.  Anderson,  Pawnee  City  (D) 


PHELPS— 

H.  A.  McConahay,  Holdrege  (D) 

PLATTE— 

E.  E.  Koebbe,  Columbus  (D) P 

POLK— 

C.  L.  Anderson,  Stromsburg  (D) P 

RICHARDSON— 

Wm.  Shook,  Shubert  (D) P 

SALINE— 

P.  J.  Huber,  Crete  (D) P 

SAUNDERS— 

E.  J.  Hinrichs,  Wahoo  (D) P 

SCOTTS  BLUFF— 

C.  N.  Sorensen,  Scottsbluff  (D) 

SEWARD— 

W.  R.  Hill,  Seward  (D) P 
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SOUTHWEST  NEBRASKA— 

Van  Magill,  Curtis  (D) P 

THAYER— 

L.  G.  Bunting,  Hebron  (D) 

WASHINGTON— 

C.  D.  Howard,  Blair  (D) 

WEBSTER— 

YORK— 


R.  E.  Harry,  York  (D) P 

Fritz  Teal,  M.D.,  Lincoln,  Speaker, 

House  of  Delegates P 

J.  B.  Christensen,  M.D.,  Omaha,  Vice  Speaker, 

House  of  Delegates P 


PROCEEDINGS  OF  THE 
BOARD  OF  COUNCILORS 

February  27,  1955 

The  mid-winter  meeting  of  the  Board  of  Coun- 
cilors was  held  at  the  Hotel  Comhusker,  Lincoln, 
Nebraska,  February  27,  1955.  The  meeting  was 
called  to  order  at  8 a.m.  by  Dr.  R.  E.  Harry,  Chair- 
man. 

Present  were  Drs.  Paul  Read,  W.  C.  Kenner,  Wal- 
ter Benthack,  Harvey  Runty,  Robert  Harry,  F.  A. 
Mountford,  R.  R.  Brady,  B.  R.  Bancroft,  F.  M. 
Karrer,  Earl  F.  Leininger,  President;  Wm.  E. 
Wright,  President-Elect;  James  F.  Kelly,  Immediate 
Past  President;  and  Fritz  Teal,  Speaker  of  the 
House  of  Delegates. 

Also  present  were  Drs.  R.  B.  Adams,  Fay  Smith, 
G.  E.  Peters,  J.  D.  McCarthy,  Earle  G.  Johnson,  E. 
A.  Rogers,  D.  B.  Steenburg,  R.  S.  Wycoff,  Harold 
S.  Morgan,  George  W.  Covey,  Lowell  Dunn,  Robert 
S.  Wigton,  J.  Perry  Tollman,  R.  E.  Garlinghouse, 
and  Mr.  M.  C.  Smith. 

Nominations  were  called  for  by  the  chair  for 
chairman  and  secretary  of  the  Board  of  Councilors. 

A motion  was  made  and  seconded  that  Dr.  Robert 
Harry  and  Dr.  W.  C.  Kenner  be  elected  for  another 
year  for  the  offices  of  chairman  and  secretary,  re- 
spectively. The  motion  carried. 

A motion  was  made  that  the  minutes  of  the  last 
meeting  be  adopted  as  published.  The  motion  was 
seconded  and  carried. 

The  report  of  the  secretary-treasurer  was  called 
for  and  Dr.  R.  B.  Adams  stated  he  had  nothing 
further  to  present  than  the  printed  audit  and  report 
in  the  brochure. 

A motion  was  made  that  the  report  of  the  sec- 
retary-treasurer, which  included  the  audit,  be  adopt- 
ed and  published.  The  motion  was  seconded  and 
carried. 

A motion  was  made  and  seconded  that  the  report 
of  the  executive  secretary  be  accepted  and  published. 
The  motion  was  seconded  and  carried. 

The  report  of  the  Board  of  Trustees  was  called 
for  and  Dr.  Fay  Smith  stated  he  would  like  to  direct 
particular  attention  to  the  investment  fund  which 
the  Board  of  Trustees  had  been  instructed  to  set 
up  and  add  to  each  year.  He  called  attention  to 
the  fact  the  Board  of  Trustees  had  purchased  some 
common  stocks  and  asked  for  an  expression  from 
the  Board  of  Councilors  as  to  their  ideas  relative 
to  the  wisdom  of  continuing  this  practice.  He  also 
called  attention  to  the  fact  they  recommended  that 
the  1955  budget  be  the  same  as  that  proposed 
for  1956. 

It  was  the  concensus  of  the  group  that  the  Board 
of  Trustees  were  acting  wisely  in  their  investment 
program. 


A motion  was  made  that  the  report  of  the  Board 
of  Trustees  be  approved  and  published;  and  that 
the  budget  for  1956,  and  the  amended  budget  for 
1955,  be  recommended  for  approval  by  the  House 
of  Delegates.  The  motion  was  seconded  and  car- 
ried. 

A motion  was  made  that  the  reports  of  the  dele- 
gates to  the  American  Medical  Association  be  adopt- 
ed. The  motion  was  seconded  and  carried. 

A motion  was  made  that  the  report  of  the  dele- 
gate to  the  North  Central  Medical  Conference  be 
accepted  and  published.  The  motion  was  seconded 
and  carried. 

Dr.  Ray  S.  Wycoff  read  the  report  of  the  Com- 
mittee on  Constitution  and  By-Laws. 

A motion  was  made  that  the  report  be  accepted 
and  published,  and  referred  to  the  House  of  Dele- 
gates. The  motion  was  seconded. 

General  discussion  followed  relative  to  constitu- 
tional amendments  which  would  combine  several 
committees;  also,  the  possibility  of  passing  a by- 
law which  would  make  it  possible  to  change  commit- 
tees without  a by-law  change. 

The  question  was  called  for  and  the  motion  car- 
ried. 

A motion  was  made  and  seconded  that  the  re- 
ports of  the  Committee  on  Hospital  and  Professional 
Relations,  the  Insurance  Committee,  the  Editor,  and 
the  Medical  Education  Committee,  be  accepted  and 
published.  The  motion  carried. 

The  report  of  the  Medicolegal  Advice  Committee 
was  read  by  Dr.  W.  C.  Kenner,  Secretary  of  the 
Board  of  Councilors. 

A motion  was  made  that  the  report  be  accepted. 
The  motion  was  seconded  and  carried. 

The  report  of  the  Planning  Committee  was  called 
for  and  Dr.  Harold  S.  Morgan  stated  he  had  noth- 
ing further  by  way  of  a report  than  was  printed 
in  the  brochure ; however,  he  would  like  an  expres- 
sion of  approval  from  the  Board  of  Councilors  rel- 
ative to  L.  B.  332. 

A motion  was  made  and  seconded  that  the  re- 
port of  the  Planning  Committee  be  accepted  and 
published.  The  motion  carried. 

A motion  was  made  that  the  Board  of  Councilors 
endorse  and  approve  L.  B,.  332.  The  motion  was  sec- 
onded and  carried. 

Doctor  Morgan  asked  for  permission  of  the  floor 
and  stated  that  Dr.  Earl  Leininger  had  asked  the 
Planning  Committee  to  be  of  some  assistance  to 
Dr.  E.  A.  Rogers  and  the  Department  of  Health 
by  giving  them  technical  advice  relative  to  the  re- 
cent expansion  of  the  Hill-Burton  act.  He  explained 
briefly  the  scope  and  importance  of  this  expansion, 
and  the  plans  of  the  committee  relative  to  handling 
the  survey  which  had  been  requested.  He  thanked 
Doctor  Rogers  for  the  privilege  of  making  the  sur- 
vey and  for  the  cooperation  received  by  him  and 
the  Department  of  Health. 

General  discussion  followed  relative  to  the  “back 
door”  approach  to  socialism,  but  inasmuch  as  the 
law  had  been  established,  it  was  the  opinion  of  the 
group  that  the  survey  was  well  placed  in  the  hands 
of  the  Nebraska  State  Medical  Association. 

The  report  of  the  Prepayment  Medical  Care  Com- 
mittee was  reviewed,  and  a motion  was  made  that 
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the  report  be  accepted  and  published.  The  motion 
was  seconded  and  carried. 

A motion  was  made  that  the  reports  of  the  Com- 
mittee on  Rural  Medical  Service  and  the  Public 
Relations  Committee  be  accepted  and  published. 
The  motion  was  seconded  and  carried. 

The  report  of  the  Committee  on  Uniform  Fee 
Schedule  and  Advisory  to  Governmental  Agencies 
was  called  to  the  attention  of  the  Board  of  Coun- 
cilors. 

Dr.  Paul  Read  asked  permission  of  the  floor  and 
stated  he  thought  consideration  should  be  given  to 
the  items  which  the  committee  from  the  Omaha- 
Douglas  County  Medical  Society  had  drawn  up  for 
revision  of  some  of  the  fees,  and  that  he  felt  the 
committee  should  study  and  make  some  revision 
of  the  schedule. 

A motion  was  made  to  accept  the  report  of  the 
Committee  on  Uniform  Fee  Schedule  and  Advisory 
to  Governmental  Agencies  with  the  exception  of 
recommendation  No.  2.  The  motion  was  seconded 
and  carried. 

Dr.  James  F.  Kelly’s  report  on  the  United  Health 
Fund  Committee  was  called  for  and  Doctor  Kelly 
said  he  had  nothing  to  add  to  the  report;  however, 
he  did  want  to  again  urge  the  medical  profession 
to  participate  and  take  an  active  part  in  all  the 
health  fund  drives  when  they  were  called  upon  to 
do  so.  He  further  stated  it  was  up  to  all  mem- 
bers to  support  these  voluntary  agencies  because  of 
the  important  contact  it  entailed,  and  that  he  felt 
it  was  more  important  to  keep  them  active  and  help 
in  all  the  drives  than  to  have  a united  fund  at  this 
time. 

A motion  was  made  that  the  reports  be  accepted 
and  published.  The  motion  was  seconded  and  car- 
ried. 

A motion  was  made  and  seconded  that  the  re- 
ports of  the  Cancer,  Cardiovascular,  Cerebral  Palsy, 
and  Fracture  Committees  be  accepted  and  pub- 
lished. The  motion  carried. 

The  report  of  the  Maternal  and  Child  Health  Com- 
mittee was  reviewed,  and  general  discussion  of  the 
report  followed.  It  was  the  opinion  of  the  group 
that  Recommendation  No.  4,  relative  to  establishing 
a Maternal  Mortality  Committee,  had  a lot  of  ramif- 
ications and  problems,  and  that  it  should  be  given 
more  study. 

A motion  was  made  that  the  report  of  the  Ma- 
ternal and  Child  Health  Committee  be  accepted,  but 
that  we  disapprove  Section  4.  The  motion  was  sec- 
onded and  carried. 

The  report  of  the  Mental  Hygiene  Committee  was 
called  for,  and  Dr.  Fay  Smith  gave  a brief  review 
of  the  activities  of  the  Governor’s  committee  study- 
ing this  problem. 

Dr.  Robert  S.  Wigton  was  granted  permission 
of  the  floor,  and  stated  that  just  as  a matter  of 
interest  the  Board  of  Councilors  might  like  to  know 
that  last  fall  in  Chicago  they  had  the  first  of  what 
they  hope  to  be  yearly  meetings  on  this  problem. 
This  was  a meeting  of  representatives  of  all  states 
interested  in  mental  hygiene  matters.  Thirty-six 
states  were  represented  in  this  2-day  meeting,  and 
Doctor  Wigton  thought  it  was  very  healthy  and 
helpful  to  know  we  have  similar  problems  and  can 
see  what  other  states  are  doing. 


A motion  was  made  that  the  report  be  accepted 
and  published.  The  motion  was  seconded  and  car- 
ried. 

A motion  was  made  and  seconded  that  the  report 
of  the  Polio  Coordinating  Committee  be  accepted 
and  published.  The  motion  carried. 

Dr.  W.  C.  Kenner  read  the  report  of  the  Public 
Health  Committee. 

A motion  was  made  that  the  report  be  accepted 
and  published.  The  motion  was  seconded  and  car- 
ried. 

The  report^  of  the  Tuberculosis  Committee  was 
read  by  Dr.  W.  C.  Kenner. 

A motion  was  made  and  seconded  that  the  report 
of  the  Tuberculosis  Committee  be  accepted  and  pub- 
lished. The  motion  carried. 

A motion  was  made  and  seconded  that  the  report 
of  the  Venereal  Disease  Committee  be  accepted  and 
published.  The  motion  carried. 

Dr.  James  F.  Kelly  asked  for  permission  of  the 
floor,  and  asked  that  the  name  of  Dr.  Homer  Davis 
be  presented  by  the  Nebraska  State  Medical  Asso- 
ciation to  the  American  Medical  Association  as  the 
general  practitioner  of  the  year.  He  read  a short 
biography  of  Doctor  Davis  and  some  letters  from 
his  son  assuring  Doctor  Kelly  of  every  cooperation 
in  getting  material  to  the  Association  for  the  pres- 
entation of  information  to  the  proper  authorities. 

A motion  was  made  that  we  approve  the  name 
of  Dr.  Homer  Davis  by  nominating  him  to  the  Amer- 
ican Medical  Association  as  the  General  Practitioner 
of  the  Year.  The  motion  was  seconded  and  carried. 

Dr.  Wm.  E.  Wright,  President-Elect,  read  his 
committee  appointments  for  1955-56. 

A motion  was  made  and  seconded  that  we  ac- 
cept Doctor  Wright’s  appointments  and  recommend 
their  adoption  to  the  House  of  Delegates.  The 
motion  carried. 

Letters  were  read  by  Dr.  W.  C.  Kenner  request- 
ing Life  Memberships  for  the  following  physicians: 

George  Hand,  M.D.,  Alliance  — Box  Butte 

County. 

A.  C.  Colman,  M.D.,  Chappel  — Cheyenne- 

Kimball-Deuel. 

M.  M.  Sullivan,  M.D.,  Spalding  — Four  Coun- 
ty. 

I.  C.  Munger,  M.D.,  Lincoln  — Lancaster 

County. 

John  J.  Gleeson,  M.D.,  Omaha;  William  L. 

Sucha,  M.D.,  Omaha;  Samuel  Swenson,  Sr., 

M.D.,  Omaha  — Omaha-Douglas. 

A motion  was  made  that  Dr.  George  Hand  of 
Alliance,  Box  Butte  County,  be  recommended  to  the 
House  of  Delegates  for  Life  Membership.  The  mo- 
tion was  seconded  and  carried. 

A motion  was  made  that  Dr.  A.  C.  Colman,  Chap- 
pel,  Cheyenne-Kimball-Deuel  County,  be  recommend- 
ed to  the  House  of  Delegates  for  Life  Membership. 
The  motion  was  seconded  and  carried. 

A motion  was  made  and  seconded  that  Dr.  M.  M. 
Sullivan,  Spalding,  Four  County,  be  recommended 
to  the  House  of  Delegates  for  Life  Membership. 
The  motion  was  seconded  and  carried. 

A motion  was  made  that  Dr.  I.  C.  Munger,  Lin- 
coln, Lancaster  County,  be  recommended  to  the 
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House  of  Delegates  for  Life  Membership.  The  mo- 
tion was  seconded  and  carried. 

A motion  was  made  that  Dr.  John  J.  Gleeson, 
Omaha,  Douglas  County,  be  recommended  to  the 
House  of  Delegates  for  Life  Membership.  The  mo- 
tion was  seconded  and  carried. 

A motion  was  made  that  Dr.  William  L.  Sucha, 
Omaha,  Douglas  County,  be  recommended  to  the 
House  of  Delegates  for  Life  Membership.  The  mo- 
tion was  seconded  and  carried. 

A motion  was  made  that  Dr.  Samuel  Swenson, 
Sr.,  Omaha,  Douglas  County,  be  recommended  to 
the  House  of  Delegates  for  Life  Membership.  The 
motion  was  seconded  and  carried. 

Three  pieces  of  correspondence  were  read  by  Mr. 
M.  C.  Smith:  A letter  from  Doctor  Van  Metre  stat- 
ing he  would  not  attend  the  meeting;  a letter  from 
Dr.  Lester  J.  Kantor  requesting  a Service  Member- 
ship in  the  Association;  and  a letter  from  the  Pack- 
ard Motor  Company  relative  to  the  resolution  adopt- 
ed by  the  Board  of  Councilors  and  House  of  Dele- 
gates on  safety  belts  in  cars. 

Doctor  Kantor’s  request  for  a Service  Membership 
was  considered,  and  the  By-Laws  clarified  on  this 
point. 

After  general  discussion,  it  seemed  the  opinion 
of  the  group  that  Service  Memberships  should  not 
be  given  to  Veterans  Administration  employees. 

A motion  was  made  and  seconded  that  the  Board 
of  Councilors  do  not  recommend  a Service  Mem- 
bership for  Dr.  Lester  J.  Kantor.  The  motion  car- 
ried. 

Dr.  Ray  S.  Wycoff  read  a report  of  the  Gover- 
nor’s Lay-leadership  Conference  on  Education. 

A motion  was  made  that  the  report  be  accepted 
and  published.  The  motion  was  seconded  and  car- 
ried. 

A motion  was  made  to  adjourn,  which  was  sec- 
onded and  carried. 


1954  ANNUAL  AUDIT 
COMMITTEE  REPORTS 
NEBRASKA  STATE  MEDICAL  ASSOCIATION 
SECRETARY-TREASURER 

As  usual,  this  report  will  be  short.  Unless  the 
secretary  copies  from  the  reports  of  other  commit- 
tees, there  is  not  much  for  him  to  report. 

This  year  (as  has  been  the  case  in  many  previous 
years)  has  been  a very  successful  year.  Much  work 
has  been  done  and  good  results  have  been  obtained. 

The  Annual  Session  was  held  in  Lincoln,  May  10- 
13,  1954.  For  the  second  time  there  were  no  papers 
read  by  our  own  members,  and  again  teams  from 
three  different  medical  schools  were  chosen.  These 
teams  appeared  on  different  days  and  were  respon- 
sible for  the  program  the  entire  day  on  which  they 
appeared.  Scientific  papers  were  read  during  the 
morning,  and  the  afternoon  was  divided  between 
panel  discussions  and  question  periods.  These  teams 
were  from  the  following  medical  schools  and  were 
composed  of  the  following  members: 

The  University  of  Colorado  School  of  Medicine — 
Charley  J.  Smyth,  M.D.,  Associate  Professor  of  Med- 
icine; Dalton  Jenkins,  M.D.,  Assistant  Professor 
of  Medicine;  Robert  H.  Alway,  M.D.,  Professor  of 


Pediatrics;  and  W.  F.  Manly,  M.D.,  Professor  of 
Obstetrics  and  Gynecology. 

From  the  University  of  Minnesota  — Leonard  Pel- 
tier,  M.D.,  Assistant  Professor  of  Surgery  (Otho- 
pedics);  Lyle  A.  French,  M.D.,  Associate  Professor 
of  Neurosurgery;  Donald  Ferguson,  M.D.,  Assistant 
Professor  of  Surgery.  Also  on  this  day’s  program 
Sam  Gibson,  M.D.,  Associate  Director,  Blood  Pro- 
gram, American  National  Red  Cross,  spoke  on  the 
subject:  “Your  Blood  Program.” 

The  third  team  was  from  Hahnemann  Medical 
College,  Philadelphia,  and  was  composed  of  Daniel 
F.  Downing,  M.D.,  Assistant  Professor  of  Pediatrics; 
William  Likoff,  M.D.,  Associate  Professor  of  Med- 
icine; and  Charles  P.  Bailey,  M.D.,  Professor  of 
Thoracic  Surgery. 

All  of  these  teams  gave  excellent  programs  which 
were  well  received  by  our  members. 

While  attendance  at  the  Scientific  Sessions  has 
been  improving  the  last  few  years,  it  is  the  opinion 
of  the  secretary  that  it  is  not  what  it  should  be  yet. 
The  House  of  Delegates  was  well  attended,  took  care 
of  important  business,  the  most  important  of  which 
was  the  decision  to  hold  a one-day  mid-winter  ses- 
sion. This  it  is  hoped  will  do  away  with  the  tend- 
ency of  the  House  of  Delegates  to  overlap  the  meet- 
ing of  the  general  sessions. 

The  committees  which  have  been  doing  good  work 
the  last  several  years  are  all  still  doing  it.  New 
problems  are  continually  coming  up.  They  are  re- 
ferred to  the  appropriate  committees,  and  what  is 
done  about  them  will  appear  in  the  report  of  each 
committee.  The  traveling  clinics  were  again  formed 
and  appeared  in  six  different  cities  in  the  state. 
These  were  well  organized,  and  the  out  of  state 
members  read  good  papers.  These  meetings  were 
well  attended.  Also,  Diabetes  Week  was  carried  on 
again  successfully.  As  previously,  the  Nebraska 
Division  of  the  American  Cancer  Society,  The  Ne- 
braska Heart  Association,  and  the  National  Founda- 
tion for  Infantile  Paralysis  helped  finance  these 
clinics. 

The  year  1954  ended  with  the  association  hav- 
ing 1,243  members,  which  is  an  increase  of  14  over 

1953.  During  this  year  18  members  have  died. 

The  Auditor’s  report  follows,  and  I do  not  be- 
lieve there  is  need  for  any  explanation  on  the  part 
of  the  treasurer. 

Respectfully  submitted, 

R.  B,.  ADAMS,  M.D., 
Secretary-Treasurer 

AUDIT 

Lincoln,  Nebraska, 
February  4,  1955 

Nebraska  State  Medical  Association 

Lincoln,  Nebraska 

Gentlemen: 

We  have  examined  the  books  and  records  of  the 
Nebraska  State  Medical  Association  for  the  year 

1954,  and  submit  herewith  our  report.  Included  in 
the  report  are  the  following  exhibits  and  schedules: 

Exhibit  A — Analysis  of  Fund  Balances  — 

January  1,  1954  to  December  31,  1954. 

Exhibit  B — Statement  of  Receipts  and  Dis- 
bursements — Year  1954. 
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Schedule  B-l  — Statement  of  Receipts 
and  Disbursements  — Annual  Session  — 
Year  1954. 

Schedule  B-2  — Comparison  of  General 
Expense  with  Budget  — Year  1954. 

Schedule  B-3  — Statement  of  Receipts 
and  Disbursements  — Speakers’  Bureau 
Postgraduate  Courses  — Year  1954. 

Exhibit  C — Statement  of  Investments  — 

January  1,  1954  to  December  31,  1954. 

Exhibit  D — Journal  Accounts  Receivable 

— December  31,  1954. 

EXHIBIT  A 

Exhibit  A is  the  analysis  of  fund  balances.  Dur- 
ing the  year  1954  there  was  an  increase  in  the  bal- 
ances of  $10,773.16.  The  total  balance  on  Decem- 
ber 31,  1954,  was  $64,297.46,  and  was  represented 
by  cash  in  the  regular  account  at  the  National 
Bank  of  Commerce,  Lincoln,  Nebraska,  of  $12,019.06, 
cash  in  a special  account  at  the  National  Bank  of 
Commerce,  Lincoln,  Nebraska,  of  $1,962.00,  and  in- 
vestments of  $50,316.40. 

EXHIBIT  B 

The  details  of  the  changes  in  the  operating  fund 
cash  balance  are  shown  in  Exhibit  B.  In  this  state- 
ment the  incomes  and  expenses  have  been  divided 
into  three  classifications.  Under  the  heading  of 
General  Income  the  principal  items  are  membership 
dues  of  $40,005.00,  interest  collected  on  United 
States  Government  Bonds  of  $430.63,  and  dividends 
received  on  stock  owned  in  the  amount  of  $882.68. 
Income  from  the  Annual  Session  was  $7,207.45. 

The  chief  items  of  income  for  the  journal  during 
the  year  were  advertising  in  the  amount  of  $19,- 
006.60  and  subscriptions  of  $329.05.  Cash  received 
for  the  American  Medical  Association  dues  of  $27,- 
812.50  was  remitted  to  that  Association  as  shown 
under  disbursements  in  this  statement.  Funds  in 
the  amount  of  $3,125.09  were  received  from  the  re- 
demption of  United  States  Government  Bonds  which 
matured  during  the  year.  Cash  of  $180.70  was  col- 
lected from  the  sale  of  copies  of  the  Formularly 
printed  during  the  year.  Funds  in  the  net  amount 
of  $804.74  were  received  from  the  Heart  and  Polio 
Foundations  to  be  used  to  conduct  postgraduate 
courses.  Receipts  and  disbursements  pertaining  to 
the  conduct  of  these  courses  are  set  forth  in  Sched- 
ule B-3. 

The  disbursements  of  the  Association  are  divided 
into  the  same  classifications  as  the  receipts.  The 
total  amount  of  general  disbursements  was  $35,- 
445.78.  A comparison  of  these  items  with  the 
budget  items  approved  for  1954  is  shown  in  Sched- 
ude  B-2.  Journal  expenses  for  the  year  totaled  $23,- 
130.93,  and  other  disbursements  were  $41,439.56. 
This  amount  included  American  Medical  Association 
dues  of  $27,812.50,  stocks  and  United  States  Gov- 
ernment Bonds  purchased  for  investment  $11,415.32, 
and  expenses  for  postgraduate  courses  of  $1,971.46. 
This  amount  does  not  include  General  Fund  expend- 
itures for  postgraduate  courses  allocated  as  part  of 
the  budget.  Costs  involved  in  printing  and  mail- 
ing the  Formulary  amounted  to  $167.40.  The  total 
disbursements  during  the  year  were  $100,016.27. 
The  excess  of  receipts  over  disbursements  for  1954 
operations  amounted  to  $185.21.  During  1954  ad- 


vance payments  were  received  amounting  to  $1,- 
962.00.  These  were  1955  funds  primarily  for  rental 
of  space  at  the  1955  Annual  Session,  and  accord- 
ingly are  not  brought  into  the  1954  operations.  A 
special  account  was  established  for  these  funds,  the 
balance  of  which  was  transferred  to  the  operating 
account  in  January,  1955. 

EXHIBIT  C 

The  changes  that  occurred  in  the  investment  ac- 
count during  the  year  are  shown  in  Exhibit  C.  The 
value  of  the w investments  at  the  beginning  of  the 
year  was  $41,690.45.  Stocks  and  United  States 
Government  Bonds  at  a cost  value  of  $11,415.32 
were  purchased.  Dividend  credits  in  building  and 
loan  accounts  amounted  to  $168.13.  The  increase 
in  value  of  the  United  States  Savings  Bonds,  Series 
F,  during  the  year  was  $166  50.  United  States  Gov- 
ernment Bonds  in  principal  amount  of  $3,125.00  ma- 
tured in  1954,  and  were  redeemed  for  cash.  The 
total  value  of  the  investments  on  December  31,  1954, 
was  $50,316.40. 

EXHIBIT  D 

Exhibit  D is  a list  of  the  journal  accounts  re- 
ceivable. Our  examination  of  the  accounts  receiv- 
able record  indicated  that  the  greater  part  of  these 
accounts  are  amounts  receivable  for  advertising  dur- 
ing the  month  of  December,  1954.  This  record  also 
indicated  that  with  few  exceptions  these  accounts 
are  being  paid  currently.  As  the  Association  op- 
erates on  the  cash  basis,  these  items  are  not  taken 
into  income  until  cash  is  received. 

Mr.  M.  C.  Smith,  Executive  Secretary  of  the  As- 
sociation, has  had  in  his  possession  a fund  of 
$100.00  to  be  used  for  traveling  and  other  Associa- 
tion expenses.  During  1954  the  Association  pur- 
chased from  Mr.  Smith  office  furnishings  in  the 
amount  of  $100.00,  and  the  above  was  used  as  an 
offset  on  the  purchase. 

There  are  additional  funds  of  $1,000.00  in  cash 
kept  in  the  Association’s  safety  deposit  box  at  the 
National  Bank  of  Commerce,  Lincoln,  Nebraska. 
This  amount  was  verified  by  actual  count  at  the 
time  of  the  examination  of  securities,  and  is  not 
set  up  on  the  books  as  an  asset.  The  purpose  of 
this  fund  is  to  defray  expenses  of  the  Association, 
and  to  date  none  of  it  has  been  used. 

Receipts  for  the  year  were  traced  through  the 
books  and  into  the  bank  account.  In  addition,  tests 
were  made  of  letters  of  transmittal  tracing  the  items 
to  the  individual  members’  accounts.  An  inspec- 
tion of  the  members’  unused  cards  in  connection 
with  our  examination  of  the  receipts  indicated  that 
all  cards  issued  to  members  during  the  year  were 
accounted  for  on  the  books  of  the  Association.  It 
was  also  found  that  during  the  year  1954  cards 
were  issued  to  26  military  members  and  72  Life 
members,  for  which  no  dues  were  collected. 

Cancelled  checks  for  the  year  were  inspected  and 
compared  to  the  items  in  the  check  register.  In- 
voices and  creditors’  statements  were  examined  cov- 
ering a selected  portion  of  the  disbursements.  Min- 
utes of  the  trustees’  meetings  during  the  year  were 
examined  in  regard  to  authorization  of  salaries, 
budgets  and  other  disbursements.  The  balances 
shown  as  cash  in  bank  were  confirmed  by  direct 
correspondence  with  the  depositories. 
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Our  audit  also  included  an  inspection  of  securities 
owned  by  the  Association  at  the  close  of  the  year. 
Balances  in  savings  and  loan  and  investment  ac- 
counts were  confirmed  by  correspondence. 

Subject  to  the  foregoing  comments,  it  is  our 
opinion  that  the  attached  statements  present  fairly 
the  financial  position  of  the  Association  at  Decem- 
ber 31,  1954,  and  the  operations  for  the  year  then 
ended.  Should  any  additional  information  be  de- 
sired concerning  any  matters  falling  within  the 
scope  of  our  examination,  we  shall  be  pleased  to 
supply  it  upon  request. 

Respectfully  submitted, 

DANA  F.  COLE  AND  COMPANY 


EXHIBIT  A: 

NEBRASKA  STATE  MEDICAL  ASSOCIATION 
ANALYSIS  OF  FUND  BALANCES 
January  1,  1954  to  December  31,  1954 

Total  Balance,  January  1,  1954 $53,524.30 

Represented  by : 

Cash — Natl.  Bank  of  Com. — 

General  Fund $8,906.72 

Cash' — Natl.  Bank  of  Com. — 

Speakers’  Bureau  Fund 2,896.91  $11,803.63 


DISBURSEMENTS : 

General : 

Salaries  and  Social 

Security  Taxes  $15,487.42 

Travel  1,523.00 

Office  Expense : 

Rent  2,638.08 

Mimeograph  573.04 

Printing  473.39 

Postage  1,118.53 

Telephone  & Telegraph  771.21 

Miscellaneous - 603.42 

Councilor  Expense 248.62 

An.  Session  (Sch.  B-l) 6,552.65 

Exceptional  Meetings 

Travel  and  Medicolegal 4,367.49 

Audit  Expense 235.00 

Legal  Fees  135.00 

Office  Equipment  106.75 

Expendable  Supplies 225.60 

Speakers’  Bureau  Post- 
graduate Expense 486.58 

Journal : 

Salaries  9,906.00 

Publication  Expense 8,694.12 

Press  Clipping  Expense 192.22 

Color  3,036.00 

Inserts  474.84 

Folding  Inserts 58.35 

Cuts,  Engraving  and 

Art  Work  242.43 

Single  Wrapping  84.00 

Expenses — Editor  442.97 


35,445.78 


23,130.93 


Other  Disbursements  : 


Cash — First  Trust  Company — 

Investment  Income  Fund 30.22 

Investments — Exhibit  C 41,690.45 


$53,524.30 

Add : Excess  of  Receipts  over 

Disbursements — Exhibit  B 185.21 

Payments  Received  in  Advance  on  1955 

Advertising,  Rentals,  etc Exhibit  B 1,962.00 

Net  Increase  in  Investments — 

Exhibit  C 8,625.95  10,773.16 

Total  Balance,  December  31,  1954 $64,297.46 

Represented  by: 

Cash — Natl.  Bank  of  Com. — 

General  Fund $10,288.87 

Cash — Natl.  Bank  of  Com. — 

Speakers’  Bureau  Fund 1,730.19  12,019.06 


Cash — Natl.  Bank  of  Com. — 

Special  Account  for  1955 

Advance  Payments  Received 1,962.00 

Investments — Exhibit  C 50,316.40  $64,297.46 

EXHIBIT  B: 

NEBRASKA  STATE  MEDICAL  ASSOCIATION 
STATEMENT  OF  RECEIPTS  AND  DISBURSEMENTS 
Year,  1954 

Cash  on  Hand,  January  1,  1954  : 

General  Fund — 

National  Bank  of  Commerce $ 8,906.72 

Speakers’  Bureau — 

National  Bank  of  Commerce 2,896.91 

Investment  Income  Fund — - 

First  Trust  Company 30.22  $ 11,833.85 


RECEIPTS : 


A.M.A.  Dues  27,812.50 


Investments  Purchased — 11,415.32 
Speakers’  Bureau  Post- 
graduate Course  Ex- 
penses—Sch.  B-3 1,971.46 

Formulary  Expenses 167.40 

Nebr.  Medical  Foundation  20.80 
First  Trust  Company- 
Investment  Agent’s 

Fees  and  Expenses 52.08  41,439.56 


Total  Disbursements  $100,016.27 

EXCESS  OF  RECEIPTS  OVER  DIS- 
BURSEMENTS—1954  OPERATIONS—  185.21 
Payments  Received  in  Advance  on 

1955  Advertising,  Rentals,  etc 1,962.00  2,147.21 


Cash  on  Hand,  December  31,  1954 $ 13,981.06 

Consisting  of : 

General  Fund — Natl.  Bank  of  Com $ 10,288.87 

Speakers’  Bureau — Natl.  Bank 

of  Commerce  _ , 1,730.19 

Special  Account  for  1955  Advance 
Payments  Received  in  1954 — 

National  Bank  of  Commerce 1,962.00 


$ 13,981.06 

SCHEDULE  B-l: 

NEBRASKA  STATE  MEDICAL  ASSOCIATION 
STATEMENT  OF  RECEIPTS  AND  DISBURSEMENTS 
ANNUAL  SESSION 
Year  1954 

RECEIPTS  : 

Exhibits  $4,405.00 

Registration  Fees  10.00 

Fun  Night  Income 1,253.45 

Banquet  1,539.00  $7,207.45 


General : 

Membership  Dues $40,005.00 

Interest  Collected  430.63 

Dividends  Received  882.68 

An.  Session — Sch.  B-l 7,207.45 

A.M.A.  Membership  Ex- 
pense Rebate  277.63 

Refund  of  Excise  Tax 

Paid  in  Prior  Year 21.45 

Refund  of  Travel  Exp 105.00 


Journal : 

Advertising 19,006.60 

Subscriptions  329.05 

Copies  Sold 8.05 

Refund  of  Collection  Costs  5.00 


48,929.84 


19,348.70 


Other  Receipts  : 

A.M.A.  Dues  27,812.50 

Sale  or  Redemption 

of  Securities  3,125.00 

Formulary — Sale  of  Copies  180.70 
Contribution  for  Conduct 
of  Speakers’  Bureau 
Postgraduate  Courses — 

Schedule  B-3 804.74  31,922.94 


TOTAL  RECEIPTS  $100,201.48 


DISBURSEMENTS : 

Printing  

Badges  

Exhibitor’s  Party 

Booths  

Reporter  

Fun  Night  Expense. 

Banquet  

President’s  Expense 

Guest  Speakers  

Auxiliary — Flowers 
Employees’  Expense 
Miscellaneous  


; 572.25 
54.89 
298.45 
330.00 
418.05 
1,310.00 
1,569.70 
242.60 
1,128.77 
20.50 
376.34 
231.10 


6,552.65 


EXCESS  OF  INCOME  OVER  EXPENSE $ 


654.80 


SCHEDULE  B-2 : 

NEBRASKA  STATE  MEDICAL  ASSOCIATION 
COMPARISON  OF  GENERAL  EXPENSE  WITH  BUDGET 


Year  1954 


Salaries  and  Social  Security  Budget 

Taxes  $21,000.00 

Travel  1,525.00 

Office  Expense : 

Rent  2,650.00 

Mimeograph  57^.00 


Actual  Unexpended 
Expense  Balance 
$15,487.42  $ 5,512.58 

1,523.00  2.00 

2,638.08  11.92 

573.04  1.96 
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Printing  _ - 

590.00 

473.39 

116.61 

Postage 

1,200.00 

1,118.53 

81.47 

Telephone 

1,200.00 

771.21 

428.79 

Miscellaneous 

510.00 

503.42 

6.58 

Councilor  Expense 

300.00 

248.62 

51.38 

Annual  Session 

6,800.00 

6,552.65 

247.35 

Audit  Expense 
Attorneys’  Fees 

250.00 

235.00 

15.00 

500.00 

135.00 

365.00 

Office  Equipment 

200.00 

106.75 

93.25 

President’s  Expense 

500.00 

500.00 

Exceptional  Travel  and/or 
Meetings,  including 
Medicolegal 

4,500.00 

4,367.49 

132.51 

Expendable  Supplies 

500.00 

225.60 

274.40 

Speakers  ’Bureau 

500.00 

486.58 

13.42 

3,200.00 

3,200.00 

$46,500.00  $35,445.78  $11,054.22 

SCHEDULE  B-3 : 

NEBRASKA  STATE  MEDICAL  ASSOCIATION 
STATEMENT  OF  RECEIPTS  AND  DISBURSEMENTS 
SPEAKERS’  BUREAU  — POSTGRADUATE  COURSES 
Year  1954 

Speakers’  Bureau  Fund,  January  1,  1954 $2,896.91 


Less : Sale  or  Redemption  of  Securities  : 


U.  S.  Savings  Bonds, 

Series  G — Matured 1,100.00 

U.  S.  Savings  Bonds, 

Series  F — Matured  2,025.00  3,125.00 


Total  Balance,  December  31,  1954 $50,316.40 


EXHIBIT  C: 

NEBRASKA  STATE  MEDICAL  ASSOCIATION 
STATEMENT  OF  INVESTMENTS 
January  1,  1954  to  December  31,  1954 


Investments  as  of  December  31,  1954  Consist  of : 

Common  Stock — All  at  Cost  V alue : 

Mission  Corporation — 100  Shares  $ 2,710.94 

Wisconsin  Electric  Power  Co. — 100  Shares 2,371.93 

General  Electric  Corp. — 120  Shares  (1) 3,623.35 

Union  Carbide  & Carbon  Co. — 40  Shares 3,045.48 

Central  and  Southwest  Co. — 100  Shares 2,716.87 

Houston  Lighting  & Water  Co. — 100  Shares 3,421.75 

Standard  Oil  Co.  of  Indiana — 100  Shares 4,814.23 

First  Trust  Company — Principal  Cash  Fund  (2) 24.95 

Omaha  Loan  & Building  Assn 2,142.06 

Conservative  Savings  & Loan  Co 1,747.43 

Nebraska  Central  Building  & Loan  Co 1,209.41 

U.  S.  Treasury  Bonds — 2 /8% 4,500.00 

U.  S.  Savings  Bonds,  Series  F (Issue  Price 
$2,960.00,  Maturity  Value  $4,000.00), 

Redemption  Value  12-31-54  3,797.00 

U.  S.  Savings  Bonds,  Series  G 11,000.00 

U.  S.  Savings  Bonds,  Series  J.  (Issue  Price 
$126.00,  Maturity  Value  $175.00), 

Redemption  Value  12-31-54  126.00 

U.  S.  Savings  Bonds,  Series  K 3,000.00 

Postage  Savings  Bonds  (Issue  Price  $50.00) 65.00 


$50,316.40 

(1)  During  the  year  1954,  General  Electric  Corporation  effected 
a “Stock  Split”  whereby  shareholders  received  three  (3) 
shares  for  each  share  previously  held. 

(2)  Proceeds  of  sale  of  stock  rights  issued  by  Wisconsin  Elec- 
tric Power  Company.  Basis  of  stock  reduced  and  cash 
held  by  First  Trust  Company  as  Principal  Fund  for  re- 
investment. 


RECEIPTS : 

Nebraska  Heart  Association $1,000.00 

National  Foundation  for  Infantile  Paralysis  144.52 


$1,144.52 

Less : Refund  to  Nebraska  Heart 


Association  339.78  804.74 


$3,701.65 

Nebraska  Division,  Honor-  Expense  Total 

American  Cancer  arium  Incurred  Expense 

Society  $ 750.00  $ 416.72  $1,166.72 

Nebr.  Heart  Assn 400.00  260.22  660.22 

Natl.  Foundation  for 

Infantile  Paralysis 144.52  144.52 


$1,150.00  $ 821.48  $1,971.46  $1,971.46 

Speakers’  Bureau  Fund,  December  31,  1954 $1,730.19 


EXHIBIT  C: 

NEBRASKA  STATE  MEDICAL  ASSOCIATION 
STATEMENT  OF  INVESTMENTS 
January  1,  1954  to  December  31,  1954 


Total  Balance,  January  1,  1954 $41,690.45 

Consisting  of : 

Common  Stocks  (All  at  Cost  Value)  : 

Mission  Corporation — 100  Shares $ 2,710.94 

Wisconsin  Electric  Power 

Company — 100  Shares  - 2,396.88 

General  Electric  Corp. — 40  Shares 3,623.35 

Union  Carbid  & Carbon  Co. — 40  Shares  3,045.48 

Central  & Southwest  Co. — 50  Shares 1,192.38 

Houston  Lighting  & Power  Co. — 

50  Shares 1,471.15 

Omaha  Loan  and  Building  Assn 2,079.25 

Conservative  Savings  and  Loan  Assn 1,700.36 

Nebraska  Central  Bldg,  and  Loan  Assn.-  1,151.16 

U.  S.  Treasury  Bonds — 2 Ys% 4,500.00 

U.  S.  Savings  Bonds,  Series  F (Issue 
Price  $4,458.50,  Maturity  Value 

$6,025.00)  Redemption  Value  12-31  53 5,655.50 

U.  S.  Savings  Bonds,  Series  G 12,100.00 

Postal  Savings  Bonds  (Issue  Price  $50.00)  64.00 


Additions : 

Purchases : 

Standard  Oil  Co.  of 

Indiana — 100  Shares $4,814.23 

Houston  Lighting  & Power 

Co. — 50  Shares 1,950.60 

Central  & Southwest  Corp. — 

50  Shares  1,524.49 

U.  S.  Savings  Bonds, 

Series  K 3,000.00 

U.  S.  Savings  Bonds, 

Series  J 126.00 


$41,690.45 


$11,415.32 


Dividend  Credits : 

Omaha  Loan  & Bldg.  Assn._  62.81 

Nebr.  Central  Bldg.  & 

Loan  Assn. 58.25 

Conservative  Savings  & 

Loan  Assn. 47.07  168.13 


Increase  in  Value — U.  S.  Sav- 
ings Bonds : 

Total  Increment,  12-31-1954-  1,363.50 

Total  Increment,  12-31-1953.  1,197.00  166.50 


Interest  Accrued — Postal  Savings  : 

Interest  Accrued,  12-31-1954.  15.00 

Interest  Accrued,  12-31  1953.  14.00  1.00  11,750.95 


$53,441.40 


EXHIBIT  D: 

NEBRASKA  STATE  MEDICAL  ASSOCIATION 
JOURNAL  ACCOUNTS  RECEIVABLE 
December  31,  1954 


Classified  Advertising: 

Kersten  Clinic,  Fort  Dodge,  Iowa $ 2.00 

J.  Ritter,  Lincoln,  Nebraska 10.00 

Gold  & Company,  Lincoln,  Nebraska 1.75 

Midwest  Orthopedic  Appliance  Company,  Lincoln, 

Nebr.  (In  hands  of  Collection  Agency) 72.00 

Hotel  Paxton,  Omaha,  Nebraska 20.70 

Nick  Pels,  Tailor,  Lincoln,  Nebraska 43.25 

State  Journal  Advertising  Bureau,  Lincoln,  Nebr 1,226.39 


$1,376.09 

REPORT  OF  BOARD  OF  TRUSTEES 

Fay  Smith,  M.D.,  Chairman,  Imperial ; J.  E.  M.  Thomson, 
M.D.,  Lincoln ; G.  E.  Peters,  M.D.,  Randolph ; A.  A.  Ashby 
M.D.,  Geneva  ; R.  B.  Adams,  M.D.,  Lincoln. 

Four  regular  and  one  special  meetings  of  the 
Board  of  Trustees  were  held  during  the  past  year. 

Pension  Plans  for  the  employees  of  the  Nebraska 
State  Medical  Association  were  discussed  at  a reg- 
ular and  a special  meeting.  It  was  decided  that  no 
action  by  the  Trustees  would  be  taken  unless  the 
House  of  Delegates  decided  otherwise. 

Public  Health  Film,  dealing  with  situations  in  the 
State  of  Nebraska,  was  to  be  financed  by  the  Ne- 
braska State  Medical  Association.  A sum  of  $2,- 
500.00  was  allowed,  but  before  the  film  was  pro- 
duced, it  was  found  that  the  situations  were  so 
much  improved  that  the  film  was  not  produced  and 
no  money  spent. 

Blood  Banks,  to  be  developed  over  the  state,  were 
approved  by  the  Board  of  Trustees;  however,  no 
funds  were  made  available  for  such  projects  from 
the  Nebraska  State  Medical  Association. 

Fifteen  Per  Cent  of  the  Annual  License  Fees  paid 
to  the  Bureau  of  Examining  Boards  goes  into  the 
State  General  Fund.  A resolution  asking  that  this 
15  per  cent  of  the  fees  be  not  paid  into  the  General 
Fund,  but  be  retained  by  the  Bureau  of  Examining 
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Boards  for  their  functions,  was  passed  by  the  Board 
of  Trustees.  We  ask  that  you  approve  this  action. 

Investments  — During  the  year  we  had  $3,126.00 
of  matured  government  bonds.  These  were  cashed 
and  reinvested  in  United  States  Savings  Bonds, 
Series  K and  J,  as  a part  of  our  fixed  income  re- 
serve. 

As  noted  in  a previous  report,  the  Board  of  Trus- 
tees decided  two  years  ago  to  set  up  a trust  fund  of 
common  stocks  for  reserve.  In  October  of  1952 
we  opened  this  trust  with  an  investment  of  $5,107.82 
from  surplus  funds.  We  added  to  that  $9,332.36  in 
1953,  making  a total  investment  of  $14,440.18.  Again 
this  year  we  had  some  surplus  funds,  part  of  which 
has  accumulated  from  the  extra  $5.00  per  year  dues 
charged  to  the  members.  In  1954  this  amounted  to 
$8,289.32,  which  has  been  added  to  the  corpus  of  this 
trust.  This  now  makes  our  total  investment  $22,- 
729.50. 

As  a fixed  income  account,  we  also  have  main- 
tained government  bonds  in  the  amount  of  $22,- 
488.00.  During  1954  we  received  dividends  from 
the  trust  investment  in  the  amount  of  $882.68.  We 
also  received  interest  from  our  government  bonds 
investments  in  the  amount  of  $430.63.  The  capital 
gain  on  our  trust  investment  in  common  stocks  to 
date  amounts  to  $6,080.45. 

Budget  for  1956  — We  have  lived  within  our 
budget  for  the  past  year.  The  new  budget  is  for 
the  same  amount  as  last  year;  namely,  $49,500.00, 
and  is  as  follows: 


BUDGET  FOR  1956 

Salary  and  Social  Security $21,000.00 

Travel  1,000.00 

Office : 

Rent  - 2,600.00 

Mimeograph  500.00 

Printing  750.00 

Postage  I 1,200.00 

Telephone  and  Telegraph  1,200.00 

Miscellaneous  500.00 

Council  Expense  300.00 

Annual  Session  7,000.00 

Committee  Expense  i 1,000.00 

Miscellaneous,  Dues,  Travel  250.00 

Delegate  to  A.M.A.  and  Headquarters  A.M.A. 1,250.00 

Senior  Medical  Day  500.00 

Audit  250.00 

Dues,  Share  to  Journal  3,000.00 

Attorneys  Fees  1,000.00 

Office  Equipment 200.00 

President’s  Expense  500.00 

Speakers  Bureau  500.00 

Expendable  Supplies  1,000.00 

Reappropriate  from  Unexpended  Balance 4,000.00 


Total  $49,500.00 


The  Board  of  Trustees  asks  the  Board  of  Coun- 
cilors to  recommend  to  the  House  of  Delegates  that 
the  1955  Budget  be  amended  to  be  the  same  as 
the  1956  Budget. 

Respectfully  submitted, 

FAY  SMITH,  M.D.,  Chairman 

REPORT  OF  EXECUTIVE  SECRETARY 

One  of  the  important  duties  of  the  executive  sec- 
retary is  to  keep  the  membership  informed  regard- 
ing detailed  operation  of  the  association  which  is 
not  shown  in  the  various  committee  reports.  This 
we  try  to  do  at  least  once  each  year  in  this  annual 
report.  Additional  information  is  sent  out  at  in- 
tervals during  the  year  in  the  bulletin  and  in  the 
official  publication,  The  Nebraska  State  Medical 
Journal.  We  hope  that  it  is  carefully  read  by  each 
member,  because  we  realize  that  a well  informed 


member  is  always  a cooperative  and  enthusiastic 
member. 

We  have  heard  it  said  that  the  Nebraska  State 
Medical  Association  is  run  by  a clique.  This  state- 
ment is  true,  but  not  in  the  sense  that  it  has  been 
used  at  times.  The  “clique”  consists  of  doctor  mem- 
bers who  are  willing  to  devote  some  of  their  time 
and  talents  in  operating  this  important  organiza- 
tion. Membership  in  the  “clique”  is  easily  secured 
by  any  member  who  is  willing  to  take  an  active 
part.  May  their  names  be  legion. 

As  an  example,  our  records  for  1954  indicate 
that  there  were  23  committee  meetings  held,  at- 
tended by  148  members.  A rough  estimate  indicates 
that  this  group  devoted  approximately  592  man 
hours  to  their  assignments.  To  this  should  be  added 
the  miles  driven  and  the  sacrifice  of  time  from 
busy  practices.  Again,  we  should  add  the  hours 
and  miles  donated  by  the  various  officers  to  the 
work  of  the  association.  It  is  this  devotion  to  their 
profession  that  has  made  the  Nebraska  State  Med- 
ical Association  the  recognized  authority  in  matters 
pertaining  to  public  health  and  medical  care  in  Ne- 
braska. 

This  is  the  “clique”  that  runs  the  Nebraska  State 
Medical  Association,  and  those  of  us  who  are  work- 
ing with  it  constantly  are  proud  of  every  one  of 
them.  It  is  a true  example  of  the  few  working 
for  the  benefit  of  many. 

RADIO  BROADCASTS 

During  1954  a total  of  46  fifteen-minute  electrical 
transcriptions  were  broadcast,  making  a total  of 
11%  hours  of  public  service  time  from  radio  sta- 
tions throughout  the  state. 

This  is  a considerable  drop  from  the  number  of 
programs  broadcast  in  1953;  however,  in  checking 
our  records,  we  find  that  a majority  of  the  stations 
have  broadcast  the  complete  list  of  programs  avail- 
able. There  have  been  only  two  or  three  new  pro- 
grams produced  in  the  past  year. 

We  sincerely  appreciate  the  cooperation  that  we 
have  received  from  the  radio  stations  and  will  keep 
them  informed  of  any  new  programs  that  become 
available.  Television  seems  to  be  taking  over  in 
this  field  of  health  programs  with  a variety  of 
medical  shows. 

PLACEMENT  BUREAU 

The  placement  bureau  has  been  active  during  the 
past  year.  We  have  a list  of  45  towns  on  file  that 
are  looking  for  a doctor.  This  is  an  increase  over 
the  number  of  towns  listed  last  year;  however,  this 
increase  can  be  traced  to  the  large  number  of  physi- 
cians that  have  been  called  into  service  during  1953. 
Many  of  these  locations  are  smaller  .towns  where 
there  is  some  question  as  to  the  economic  feasibility 
of  locating  a full-time  physician.  At  the  present 
time  there  are  14  physicians  looking  for  a place  to 
practice,  and  15  physicians  seeking  an  associate,  or 
someone  to  take  over  their  practice.  There  were  93 
physicians  who  relocated  in  the  state  during  the 
year.  Of  this  number,  63  became  members  of  the 
association.  Of  the  30  potential  members  that  are 
now  practicing  in  the  state,  17  were  placed  directly 
through  the  efforts  of  the  placement  bureau. 

Since  the  placement  bureau  began  operations  9 
years  ago,  a total  of  726  physicians  have  located 
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in  Nebraska.  Of  this  number,  101  have  located  in 
towns  of  less  than  1,000  population;  168  in  towns 
of  1,000-5,000  population;  and  98  have  located  in 
towns  of  5,000  and  over,  not  including  Lincoln  and 
Omaha.  This  makes  a total  of  367  doctors  who 
have  located  in  rural  areas  since  1945. 

ANNUAL  SESSION 

We  had  a total  registration  at  the  1954  session 
of  743,  which  was  a small  increase  of  3 registra- 
tions over  the  1953  session  in  Omaha.  We  are  en- 
joying an  increased  attendance  at  the  Annual  Ses- 
sion of  about  one  hundred  each  session  over  the  reg- 
istrations in  the  1940’s.  Our  all-time  high  registra- 
tion was  802  at  the  1951  session  in  Omaha.  We  had 
considerable  complaint  last  year  from  the  exhibitors 
that  our  members  did  not  show  much  consideration 
or  interest  in  the  technical  exhibits.  This  is  an 
important  part  of  our  show,  and  it  is  actually  the 
income  from  the  exhibitors  that  pays  the  expense 
of  the  meeting.  We  hope  that  our  members  will 
take  cognizance  of  this  fact  and  make  it  a part 
of  their  meeting  plan  to  visit  the  exhibits.  Special 
periods  for  this  purpose  are  being  provided  in  the 
1955  program.  It  will  be  most  helpful  if  you  avail 
yourselves  of  this  opportunity  to  let  our  exhibitors 
know  that  their  presence  is  important. 

THE  NEBRASKA  STATE  MEDICAL  JOURNAL 

Our  journal  has  made  a nice  advancement  during 
the  past  year.  At  the  present  time  we  have  fifty- 
four  regular  advertisers.  Each  and  every  one  of 
them  is  valuable  to  us.  More  of  them  are  using 
colored  pages,  which  enhances  the  appearance  of 
our  publication.  In  1954  we  published  181  pages 
in  color,  an  increase  of  27  over  1953.  Total  pages  of 
advertising  for  1954  was  414,  an  increase  of  60 
pages  over  the  previous  year.  We  hope  that  our 
members  and  readers  will  continue  to  use  coupons 
printed  in  connection  with  advertisements.  If  cou- 
pons do  not  appear  in  the  advertisement,  requests 
from  members  for  detailed  information  from  the  ad- 
vertiser is  an  indication  that  his  ad  is  being  read. 
This  results  in  more  and  better  advertising  which, 
in  turn,  makes  it  possible  to  produce  a better  journal 
to  be  distributed  to  our  members  without  extra  cost 
to  you. 

Tell  them  you  saw  it  in  The  Nebraska  State 
Medical  Journal. 

CORRESPONDENCE 

During  1954  the  headquarters  office  handled  a 
total  of  42,680  pieces  of  mail.  This  was  divided 
into  8,090  pieces  of  incoming  mail  and  34,590  pieces 
of  outgoing  mail.  The  outgoing  mail  consisted  of 
13,550  first  class  and  21,040  pieces  in  the  form  of 
bulletins,  press  releases,  etc. 


time  high  of  1,229  members,  and  in  1954  this  was 
again  increased  to  1,243  members. 

In  connection  with  this  increase  in  doctors  from 
many  of  the  states  who  have  expressed  a desire  to 
locate  in  Nebraska,  and  in  view  of  the  increased 
membership  from  this  source,  we  have  made  some 
inquiries  of  some  of  the  newer  men  as  to  why  they 
chose  Nebraska  as  a place  to  practice.  We  have 
been  told  of  the  desirability  of  Nebraska  because  of 
our  fine  medical  practice  act  and  an  absence  of 
quacks  and  quackery  in  our  state.  This  is  to  the 
credit  of  your  Nebraska  State  Medical  Association 
and  the  fine  work  which  has  been  done  by  our  co- 
operative effort  over  a long  period  of  years. 

Following  are  the  regular  tables  giving  the  state 


of  membership: 

TABLE  NO.  1 

Members  deceased 18 

Non  members  deceased 16  34 

Members  moved  out  of  state 34 

Non  members  moved  out  of  state 3 37 

71 

New  physicians  in  state  — members 63 

Potential  members  30  93 

Net  gain , 22 

In  active  practice 1,387 

Retired  but  eligible  39 

Members  — December  31,  1953  1,229 

Members  — December  31,  1954  1,243 

Net  membership  gain  14 

TABLE  NO.  2 

Licensed  physicians  (last  file  count)  2,401 

Residing  out  of  state 948 

Members*  1,203 

Associate  members  49 

Non  eligible  23 

Retired  15 

Non  members  eligible 161 

Unclassified  (home  addresses,  etc.)  2 


2,401 

(*There  are  24  members  in  the  retired.  Veterans  Admin- 
istration service,  professors ; 16  inactive,  service  status.) 


TABLE  NO.  3 

Members  : 

Active  

Life  (7  in  deceased  column)  

Service  (given  Service  Membership  in  1954) 

Out  of  state  

Deceased  (7  Life  Members)  


1,104 

66 

26 

29 

18 


Total 


.1,243 


During  the  past  year  your  executive  secretary 
has  attended  the  usual  complement  of  committee 
meetings,  state  meetings,  and  national  meetings. 
He  has  continued  to  serve  on  the  Advisory  Commit- 
tee to  the  Public  Relations  Department  of  the  Amer- 
ican Medical  Association.  At  the  San  Francisco 
meeting  of  the  American  Medical  Association  he 
was  honored  by  being  elected  to  the  office  of  Presi- 
dent-Elect of  the  national  organization,  Medical  So- 
cieties Executive  Conference,  to  take  office  at  the 
Atlantic  City  meeting  of  the  American  Medical  As- 
sociation next  June. 


MEMBERSHIP 

Again,  for  the  second  consecutive  year,  we  have 
hit  a new  high  in  membership.  These  figures  are 
interesting.  Our  previous  high  membership  was  in 
1926  when  the  association  had  1,220  members.  In 
the  following  years  this  figure  was  lowered  to  1,050 
members  in  1933.  The  past  few  years  the  number 
of  doctors  practicing  in  Nebraska  has  increased  ma- 
terially as  shown  in  the  section  of  this  report  on 
the  placement  bureau.  In  1953  we  hit  a new  all- 


May  I again  close  this  annual  report  with  the 
usual  prerogative  of  thanking  all  of  the  officers 
and  members  for  their  continued  support  and  co- 
operation during  the  past  year.  This  word  of  appre- 
ciation comes  from  the  entire  staff  of  your  head- 
quarters office.  All  of  us  are  happy  to  serve  such 
a fine  organization. 

Respectfully  submitted, 

M.  C.  SMITH, 

Executive  Secretary 


April,  1955 
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REPORT  OF  THE  EDITOR 

Your  Nebraska  State  Medical  Journal  has  had 
a reasonably  successful  year  1954.  The  number  of 
scientific  articles  published  was  77,  as  compared 
with  61  in  1953.  These  papers  were  prepared  by 
72  authors,  in  contrast  to  56  who  wrote  for  the 
Journal  in  1953.  The  number  of  pages  devoted  to 
these  articles  was  314,  whereas  229  pages  of  scien- 
tific material  appeared  in  1953. 

The  total  pages  of  printed  matter  has  increased 
from  412  in  1952,  to  460  in  1953,  and  to  536  in 
1954.  Most  of  this  increase  has  been  in  the  scien- 
tific section,  the  organizational  material  having 
remained  about  constant  at  somewhat  over  200  pages 
each  year. 

Obviously,  the  number  of  printed  pages  produced 
is  not  a measure  of  the  value  of  the  publication. 
In  the  case  of  a state  medical  journal  such  as  ours, 
one  must  ask  himself  certain  questions,  somewhat 
as  follows:  What  is  the  quality  of  the  scientific 

material;  does  the  organization  section  bring  to  the 
reader  the  items  he  wants  to  know;  can  anything 
of  a different  nature  be  added  to  make  the  publica- 
tion more  valuable  or  interesting? 

It  seems  to  the  editor  that  the  quality  of  scien- 
tific material  in  our  journal  is  good.  A survey  of 
Volume  39  should  convince  any  interested  member 
that  the  Nebraska  State  Medical  Journal  compares 
favorably  with  state  journals  in  general.  There 
are,  of  course,  some  exceptional  publications  such 
as  the  New  England  Journal  of  Medicine,  and  a few 
owned  by  large  societies  and  associated  with  large 
metropolitan  areas  and  medical  centers,  with  which 
we  can  not  hope  to  compete.  An  interesting  fea- 
ture that  stands  out  in  our  Association  is  the  num- 
ber of  authors  who  participated  in  the  preparation 
of  material  for  publication.  This,  it  seems  to  me, 
reflects  an  increasing  interest  on  the  part  of  the 
members  in  their  own  journal.  , 

There  has  been  a consistent  effort  on  the  part 
of  those  who  contribute  to  the  Organization  Section 
to  include  material  that  will  be  interesting  and  use- 
ful to  the  readers.  Those  who  read  the  Journal 
should  be  able  to  judge  better  than  those  of  us 
who  make  the  selection  of  material  as  to  the  value 
and  interest  of  what  we  print.  Constructive  sug- 
gestions will  be  welcomed  at  any  time. 

Again,  I want  to  call  your  attention  to  the  loss 
to  the  Association  occasioned  by  failure  to  get  man- 
uscripts from  the  speakers  at  the  Annual  Sessions. 
As  usual,  Janna  Q.  Olson  did  a marvelous  job  of 
reporting  the  meeting.  She  furnished  the  editor 
a typed  volume  of  360  pages.  From  all  this  we 
got  two  manuscripts  embodying  material  presented 
by  guest  speakers.  It  is  still  the  opinion  of  the 
editor  that  almost  every  speaker  can  be  induced  to 
deliver  a manuscript  BEFORE  HE  SPEAKS,  and 
that  it  is  the  responsibility  of  the  Scientific  Assem- 
bly Committee  to  make  the  proper  arrangements  to 
accomplish  this  end. 

Respectfully  submitted, 

GEORGE  W.  COVEY,  M.D., 

REPORT  OF  CANCER  COMMITTEE 

B.  R.  Bancroft,  M.D.,  Chairman,  Kearney ; John  T.  McGreer, 
Jr.,  'M.D.,  Lincoln  ; Ralph  C.  Moore,  M.D.,  Omaha. 

The  Cancer  Committee  has  endeavored  to  hold 
regular  monthly  meetings  throughout  the  past  year 


at  which  ways  and  means  of  maintaining  and  in- 
creasing both  professional  and  lay  cancer  education 
in  the  state  have  been  discussed. 

PROFESSIONAL  CANCER  EDUCATION 

1.  Tumor  Clinics  — The  committee  feels  that  the 
tumor  clinic  is  an  effective  means  of  educating 
the  doctor  and  encourages  the  establishment  of 
more  clinics.  This  may  be  done  by  contacting 
the  Nebraska  Cancer  Research  and  Education 
Society. 

2.  Trayeling  Postgraduate  Course  — Provision  of 
two  of  the  speakers  who  emphasizes  cancer. 

3.  Annual  Session  of  the  Nebraska  State  Medical 
Association  — The  devoting  of  adequate  time  to 
cancer  subjects. 

4.  Cancer  Detection  Program  — Such  a program 
was  given  at  Kearney  and  was  quite  successful. 
It  is  hoped  that  three  such  out-state  programs 
may  be  sponsored  in  April  of  1955. 

LAY  CANCER  EDUCATION 

1.  Cooperation  with  the  Nebraska  Division  of  the 
American  Cancer  Society  in  establishing  the  for- 
mation of  more  local  units  and  the  recommenda- 
tion to  county  medical  societies  that  they  endeav- 
or to  furnish  advisors  to  such  groups. 

2.  Furnishing  speakers  from  the  Nebraska  State 
Medical  Association  for  lay  groups. 

3.  Encouraging  lay  attendance  and  participation  by 
questions  at  the  three  out-state  programs. 

4.  Your  committee  strongly  recommends  the  con- 
tinued search  for  a Director  of  Lay  Education 
for  the  Nebraska  Division  of  the  American  Can- 
cer Society. 

Lay  and  doctor  education  is  our  most  potent 
weapon  in  the  fight  against  cancer  and  this  com- 
mittee welcomes  any  suggestion  in  its  furtherance. 

The  Chairman  wishes  to  thank  the  committee 
members  for  their  invaluable  help.  The  committee 
appreciates  the  cooperation  of  the  executive  offices 
of  the  Nebraska  Division  of  the  American  Cancer 
Society  and  the  generous  assistance  of  Mr.  M.  C. 
Smith  and  his  staff. 

Respectfully  submitted, 

B.  R.  BANCROFT,  M.D., 
Chairman 

(Continued  next  month) 


Various  health  problems,  which  seem  unrelated, 
actually  are  closely  related.  If  the  farmers  in  an 
area  are  all  sick  with  malaria  at  harvest  time, 
famine  results.  The  lowered  resistance  of  the  starv- 
ing population  paves  the  way  for  more  rapid  spread 
of  tuberculosis.  Both  malaria  and  tuberculosis  re- 
sult in  lowered  economic  standards.  Substandard 
housing  and  overcrowding  follow  and  in  turn  con- 
tribute further  to  the  development  of  tuberculosis. 
Extensive  dental  caries  will  result  in  malnutrition, 
which  in  turn  may  produce  greater  susceptibility 
to  tuberculosis  . . . the  substandard  living  conditions 
resulting  in  part  from  such  diseases  cause  discon- 
tent, frustration,  and  desperation  — fertile  soil  for 
the  growth  of  communism.  James  E.  Perkins,  M.D., 
NTA  Bulletin,  Sept.,  1954. 
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PREOPERATIVE  SEDATION 


one  of  the  ^ uses  for 


short-acting  NEMBUTAL8 


(Pentobarbital,  Abbott) 

Just  0.1  Gm.  (1  Yl  grs.)  of  short- 
acting Nembutal  the  night  before 
and  0.1  to  0.2  Gm.  (1^  to  3 grs.)  two 
hours  before  operation  will  allay  ap- 
prehension, induce  sleep  and  decrease 
the  amount  of  general  anesthetic 
needed.  And  with  these  advantages: 


Short-acting  Nembutal  can 
produce  any  desired  degree  of  cere- 
bral depression — from  mild  seda- 
tion to  deep  hypnosis. 

The  dosage  required  is  small — 
only  about  one-half  that  of  many 
other  barbiturates. 

Hence,  there’s  less  drug  to  be  in- 
activated, shorter  duration  of  effect, 
wide  margin  of  safety  and  little 
tendency  toward  morning-after 
hangover. 

In  equal  oral  doses,  no  other  bar- 
biturate combines  quicker,  briefer, 
more  profound  effect.  d&febtt 
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Relax  the  best  way 


FIND  NEW  DRUG  AIDS  IN  COMBATING  SHOCK 

L-arterenol,  a relatively  new,  synthetic  drug,  has 
been  found  to  be  of  value  in  combating  shock,  it 
was  reported  in  the  current  Archives  of  Surgery, 
published  by  the  American  Medical  Association. 

Use  of  the  drug  in  conjunction  with  blood,  blood 
plasma  and  fluids  helps  to  raise  blood  pressure  and 
makes  it  possible  for  some  patients  in  profound 
shock  to  undergo  extensive,  and  at  times,  life-sav- 
ing, surgical  procedures,  according  to  Drs.  R.  E. 
Fremont,  N.  M.  Luger,  S.  N.  Surks  and  A.  Klein- 
man,  Brooklyn. 

They  based  their  conclusions  on  a study  of  22 
patients  treated  with  l-arterenol.  The  group  con- 
sisted of  six  cases  of  shock  associated  with  an  acute 
surgical  abdominal  condition,  12  cases  of  shock 
occurring  during  or  after  major  operations  and 
associated  in  three  instances  with  considerable  blood 
loss,  and  four  cases  of  severe  hemorrhagic  shock. 
The  drug  brought  the  patients  out  of  shock  when 
added  to  fluid  replacement  therapy  which  in  itself 
had  been  ineffective. 

Intravenous  injections  of  the  drug  resulted  in 
an  immediate,  striking  improvement  in  the  majority 
of  cases,  the  doctors  stated.  L-arterenol  is  superior 
in  its  potency  and  controllability  to  some  of  the 
other  similar  drugs,  they  added.  The  only  adverse 
reaction  noted  was  a sloughing  of  skin. 

The  doctors  stressed,  however,  that  l-arterenol 
must  not  be  expected  to  abolish  advanced  hem- 
orrhagic shock  if  the  course  of  bleeding  cannot  be 
detected  and  eradicated.  It  is  essential,  they  stated, 


that  the  cause  of  the  shock  state  be  known  and 
definitive  therapy  undertaken  as  quickly  as  feasible; 
lost  blood  must  be  replaced  and  continued  bleeding 
stopped. 


The  principal  needs  (in  tuberculosis  control  can  be 
simply  stated:  more  hospital  facilities,  not  only  to 

cure  but  to  isolate  open  cases  from  spreading  further 
infection;  more  preventive  work;  better  educa- 
tion in  tuberculosis  for  the  oncoming  generation  of 
medical  students  and  nurses;  and  more  education 
of  the  lay  public  regarding  the  prevention  and  care 
of  tuberculosis,  that  is,  health  education.  These 
objectives  need  no  confusing  elaboration.  Alan 
Gregg,  M.D.,  Am.  Rev.  Tuberc.,  April,  1953. 


The  scope  of  health  education  varies  with  the 
state  development  of  the  health  culture  of  a com- 
munity. It  may  be  concerned  with  basic  political 
issues  such  as  organizing  a local  community  to  take 
action  about  its  health  problems;  it  may  be  involved 
in  changing  financial  or  ethical  relationships  be- 
tween doctors  and  patients ; it  may  be  concerned  with 
teaching  people  about  immunization  or  fostering 
discussion  on  human  relations  among  school-chil- 
dren, and  these  extremes  may  be  present  in  the 
same  country.  John  Burton,  M.D.,  European  Con- 
ference on  Health  Education  of  the  Public,  London, 
England,  April  10-18,  1953. 
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In  rheumatic  fever  early  therapy 
may  prevent  residual  cardiac  damage 1 


MAJOR  ADVANTAGES:  Intense  anti-inflammatory  action.  Prompt  suppression  of 
symptoms.  Lifesaving  therapy  in  some  instances. 


Most  clinicians  agree  that  Hydrocortone  like 
cortisone  produces  prompt  suppression  of  the 
extra  cardiac  manifestations  of  rheumatic  fever. 
Agreement  is  also  general  that  adequate  hormo- 
nal therapy  favorably  influences  pericarditis, 
prolonged  PR  interval  and  congestive  failure 
(when  sodium  intake  is  restricted).  While  less 
unequivocal  there  is  considerable  evidence  that 
adrenocortical  therapy  also  suppresses  tachy- 
cardia, gallop  rhythm  and  overactivity.2 

The  main  point  in  question  remains  the  ability 
of  Hydrocortone  or  Cortone  to  prevent  val- 
vulitis. On  this  score,  Kroop1  in  a recent  study 
of  56  patients  with  rheumatic  fever  concludes 
“A  two-year  follow-up  of  patients  who  had  sus- 
tained initial  attacks  of  carditis  indicates  that 
early  treatment  with  large  doses  may  prevent 


residual  cardiac  damage.”  This  conclusion  is 
further  supported  by  a recent  review3  which 
states  “.  . . many  of  the  reported  poor  responses 
of  rheumatic  fever  to  treatment  occurred  in  cases 
in  which  either  very  small  doses  of  the  hormones 
were  used  or  treatment  was  continued  for  only  a 
short  period  of  time.” 

SUPPLIED:  Hydrocortone  Tablets:  20  mg.» 
bottles  of  25,  100  and  500  tablets;  10  mg.,  bottles 
of  50,  100  and  500  tablets;  5 mg.  bottles  of  50 
tablets. 


PHILADELPHIA  1.  PA. 
DIVISION  OF  MERCK  a CO.,  INC. 


REFERENCES:  1.  Kroop.  I.  G.,  N.  Y.  State  J.  Med.  54:2699,  Oct.  1,  1954.  2.  Heffer,  E.  T.  et  al„ 
J.  Pediatrics  44:630,  June  1954.  3.  Massell,  B.  F.,  New  England  J.  Med.  251:263,  Aug.  12,  1954. 
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PICKER  X-RAY  CORPORATION 
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Laboratories  of 
Clinical  Pathology 

731-6  Medical  Arts  Bldg. 

OMAHA,  NEBRASKA 

A.  S.  RUBNITZ,  M.D.,  Director 

ELECTROCARDIOGRAPHY 
TISSUE  DIAGNOSIS 
Chemical,  Bacteriological, 
Serological,  and  Metabolic 
— Determinations  — 


PRIMAQUINE  SHARPLY  CUTS  MALARIAL 
RELAPSE  RATE  IN  RETURNING 
KOREAN  YETS 

Mass  therapy  with  the  antimalarial  primaquine 
of  more  than  300,000  troops  returning  to  the  United 
States  from  Korea  aboard  ships  resulted  in  a “ma- 
terial reduction”  in  the  number  of  relapses  from 
Korean  vivax  malaria,  according  to  Dr.  Charles  P. 
Archambeault,  medical  director,  Sea  Transport  Serv- 
ice, U.S.  Navy. 

His  report  on  the  comprehensive  ship-board  study 
conducted  with  American  troops  from  1951  through 
1953  is  published  in  the  Journal  of  the  American 
Medical  Association  (154:1411,  April  24,  1954). 

During  this  period  all  United  Nations  armed  for- 
ces in  Korea  used  Aralen  (chloroquine)  routinely, 
the  author  states,  adding  “it  is  an  excellent  drug 
for  the  suppression  of  malaria.”  He  attributes  the 
“superior  combat  efficiency  of  U.N.  troops”  to  use 
of  the  drug.  Purpose  of  administering  primaquine 
to  returning  servicemen  was  to  cut  down  the  inci- 
dence of  vivax  relapses. 

Of  the  415,340  troops  returned  by  ship  to  the  U.S. 
between  August  1952  and  December  1953,  a total 
of  332,925  completed  the  14-day  course  of  treat- 
ment with  primaquine.  The  remainder  failed  to 
complete  the  full  course  because  some  ships  made 
the  voyage  in  less  than  two  weeks,  the  report  says. 
Less  than  20  men  were  removed  from  primaquine 
treatment  during  the  voyages  as  the  result  of 
motion  sickness. 


“There  were  surprisingly  few  toxic  reactions,” 
Dr.  Archambeault  notes. 

Only  1,060  cases  of  relapses  from  Korean  vivax 
malaria  were  observed  among  military  personnel 
on  active  duty  in  the  U.S.  during  the  first  six 
months  of  1953.  By  that  time,  more  than  600,000 
veterans  had  returned  from  Korea.  This  compares 
with  11,795  relapses  in  this  country  between  July 
and  December  1951,  when  only  183,000  troops  had 
been  returned. 

After  17  months’  operation  of  the  mass  prima- 
quine therapy  program  at  sea,  the  article  says  “a 
material  reduction  in  the  number  of  relapses  occur- 
ring in  the  United  States  was  demonstrated.” 

Aralen  and  primaquine  are  manufactured  by  Win- 
throp-Steams,  Inc. 


Perhaps  the  most  vital  contribution  made  by  the 
good  tuberculosis  sanatorium  today,  arid  not  always 
clearly  recognized,  is  the  education  of  the  patient. 
The  patient  who  is  put  to  bed  in  a sanatorium  is 
first  given  encouragement  and  hope;  in  addition, 
he  is  taught  respect  for  a relapsing  and  contagious 
disease,  a respect  made  necessary  by  the  undue  op- 
timism generated,  in  particular,  by  the  lay  press. 
Day  after  day  physician  and  nurse  will  be  able  to 
impress  him,  individually  and  in  groups,  with  the 
necessity  of  acquiescing  to  his  disease,  at  least 
temporarily,  and  in  appropriate  cases,  of  managing 
his  later  life  in  accordance  with  his  condition.  Roger 
S.  Mitchell,  M.D.,  J.A.M.A.,  March  20,  1954. 
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for  seborrheic  dermatitis  patients 

SELSUN 


504093 


. . . brings  quick,  sure  relief . Just  two  or  three  Selsun  applica- 
tions relieve  itching,  burning  scalps.  Four  or  five  more  completely 
clear  scaling.  Then  each  Selsun  application  keeps  the  scalp  free  of 
scales  for  one  to  four  weeks.  And  Selsun  completely  controls  81- 
87%  of  all  seborrheic  dermatitis  cases,  92-95%  of  dandruff  cases. 


. . . with  no  daily  care  or  ointments.  Your  patients  will  find 
Selsun  remarkably  easy  to  use.  It  is  applied  and  rinsed  out  while 
washing  the  hair.  Takes  only  about  five  minutes  — no  ointments 
or  overnight  applications.  Leaves  hair  and  scalp  s~i  n n 
clean.  In  4-fluidounce  bottles,  prescription  only.  vjLljVTOlI 


®Selsun  Sulfide  Suspension/ Selenium  Sulfide,  Abbott 
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We 


SPLINT  & BRACE 
SHOP. . . 


Jack  O.  Casey,  Owner 


We  Make  and  Repair  All 
Types  of  Braces  and  Splints 

PROMPT  SERVICE 

1000  South  13th  Street 
LINCOLN,  NEBRASKA 
Tel.  No.  2-1644 


When  You  Need  Medication 
for  Patients  in  Northeast 
Lincoln,  Call 

Mayo  Drug  Co. 

“The  Drug  Store  on  the  Corner” 

Phone  6-2353  2700  North  48th 

— We  Deliver  — 

(Serving  Our  Community  for  31  Years) 


BLOOD  DIAGNOSTIC  REAGENTS 

30-102— BLOOD  GROUPING  SERUM  (Set  Anti-A 

and  Anti-B),  2 ec.  of  each Set  $2.00 

30-105 — BLOOD  GROUPING  SERUM  (Set  Anti-A 

and  Anti-B),  5 cc.  of  each Set  4.50 

35-605— ANTI-A,  B (GROUP  O)  BLOOD  GROUP- 
ING SERUM,  5 cc.  Each  2.50 

32-102— ANTI-RHo  ( ANTI-D)  TYPING  SERUM, 

(Slide  or  Rapid  Tube  Test),  2 cc Each  3.25 

32-105— ANTI-RHo  (ANTI-D)  TYPING  SERUM, 

(Slide  or  Rapid  Tube  Test),  5 cc Each  7.50 

SOLUTIONS  IN  VIALS 

50- 100— PHYSIOLOGICAL  SALT  SOLUTION, 

100  cc.  Case  of  100  35.00 

51- 100— DISTILLED  WATER  (Water  for 

Injection  U.S.P.),  100  cc Case  of  100  35.00 

55-050— DEXTROSE  INJECTION  50%, 

50  cc.  Case  of  100  35.00 

SEILER  SURGICAL  CO. 

Ill  So.  17th  St.  OMAHA,  NEBR. 


PHYSICIANS'  EXCHANGE 

Advertisements  in  this  column  are  at  a rate  of  six  cents 
per  word  with  a minimum  of  $2.00  per  insertion.  Copy 
must  be  received  by  the  fifth  of  the  month  preceding  date 
of  publication  and  should  not  exceed  40  words.  Advertise- 
ments from  members  of  the  Nebraska  State  Medical  Associa- 
tion will  be  accepted  without  charge  for  two  issues.  Each 
advertisement  will  be  taken  out  following  its  second  appear- 
ance unless  otherwise  instructed.  Where  numbers  follow 
advertisements,  replies  should  be  addressed  in  care  of  The 
Nebraska  State  Medical  Journal,  1315  Sharp  Building, 
Lincoln  8. 

FOR  SALE  — The  practice,  equipment,  good  will, 
etc.,  of  the  late  Dr.  Morris  Nielsen,  Blair.  If  inter- 
ested, please  write  Mrs.  Morris  Nielsen  at  Blair, 
Nebraska. 


FOR  SALE  — Excellent  General  Practice  North- 
west Iowa.  New  brick  air-conditioned  office  fully 
equipped  with  X-Ray,  B.M.R.  Diathermy,  Electro- 
cariograph  and  laboratory  facilities.  Town  1,500, 
good  churches,  new  school.  New  three  bedroom  ranch 
style  house.  Can  net  $l,000-$2,000  monthly  Terms 
arranged.  Write  Box  2,  Nebraska  State  Medical 
Journal,  1315  Sharp  Building,  Lincoln  8,  Nebraska. 


GENERAL  PRACTITIONER,  particularly  inter- 
ested in  obstetrics,  to  associate  with  a well  estab- 
lished physician  in  a thriving  suburb  of  Omaha,  Ne- 
braska. New,  ground  floor,  air-conditioned  office 
with  new  equipment.  Please  state  personal  data, 
training  and  experience  in  first  letter.  Write  Box 
3,  Nebraska  State  Medical  Journal,  1315  Sharp 
Bldg.,  Lincoln  8,  Nebraska. 


WHOLE  BLOOD,  DERIVATIVES  AND 
EXPANDERS 

During  three  years  of  hostilities  in  Korea  the 
lives  of  more  wounded  soldiers  have  been  saved 
after  they  had  been  admitted  to  medical  facilities 
than  in  any  other  war  in  history.  One  of  the 
greatest  factors  in  this  saving  of  lives  has  been  the 
administration  of  whole  blood. 

Without  this  blood,  thousands  of  soldiers  who  are 
now  living  would  have  died  in  Korea.  Many  would 
have  died  of  shock,  burns,  and  loss  of  blood  volume. 
Others  would  have  succumbed  on  operating  tables. 

The  successful  administration  of  whole  blood, 
which  is  effective  for  only  21  days  after  it  has  been 
donated,  has  been  made  possible  by  rapid  air  trans- 
portation from  the  United  States  to  units  near  the 
front  line  in  Korea. 

While  whole  blood  is  the  best  therapeutic  agent 
for  the  treatment  of  shock  and  hemorrhage,  other 
agents  must  also  be  used  because  of  its  short  life 
span  and  complexities  in  typing.  Hence,  plasma, 
which  is  prepared  from  whole  blood,  is  also  used. 

Plasma  has  a much  longer  period  of  effective- 
ness and  can  be  stored  more  easily.  For  this  rea- 
son, it  is  available  on  the  front  line  at  all  times 
and  can  be  administered  shortly  after  the  soldier 
has  been  wounded. 

Plasma,  however,  is  not  a complete  substitute  for 
whole  blood.  Plasma  will  simply  halt  shock  and  fill 
a wounded  man’s  veins  until  whole  blood  can  be 
given  farther  to  the  rear. 

Another  blood  derivative,  serum  albumin,  can  be 
administered  to  prevent  shock  on  the  battlefield. 
Not  as  bulky  as  the  plasma  preparation,  it  can  be 
carried  more  easily  by  the  aidmen. 

Of  special  interest  during  1953  was  the  adoption 
of  dextran,  a synthetic  originally  developed  during 
World  War  II,  as  a partial  substitute  for  plasma 
in  the  treatment  of  shock.  Although  no  substitute 
for  whole  blood,  which  had  been  limited  in  use  at 
the  very  front  because  of  its  short  21-day  life  and 
refrigeration  requirements,  it  had  proved,  except  for 
nutrient  factors,  almost  as  effective  as  blood  plasma, 
with  the  special  advantage  of  freedom  from  serum 
jaundice  virus  as  well  as  ready  availability.  In  the 
meantime,  research  continued  for  a method  of  elim- 
inating the  jaundice  virus  from  both  blood  plasma 
and  whole  blood.  As  the  year  ended,  treatment 
with  sulfur  mustard  appeared  most  promising  but 
technical  details  remained  to  be  solved. 
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sensitivity  of  common  pathogens  to  CHLOROMYCETIN 
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and  three  other  major  antibiotic  agents 


more  effective  against  more  strains. . . 

Chloromycetin. 

for  today’s  problem  pathogens 


Because  of  the  increasing  emergence  of  pathogenic  strains 
resistant  to  commonly  used  antibiotics,  judicious  selection  of  the 
most  effective  agent  is  essential  to  successful  therapy.  In  vitro 
sensitivity  studies  serve  as  a valuable  guide  to  the  antibiotic 
most  likely  to  be  most  effective.  Both  clinical  experience  and 
sensitivity  studies  indicate  the  greater  antibacterial  efficacy  of 
CHLOROMYCETIN  (chloramphenicol,  Parke-Davis)  in  the  treat- 
ment of  many  common  infections. 

CHLOROMYCETIN  is  a potent  therapeutic  agent  and,  because  certain  blood 
dyscrasias  have  been  associated  with  its  administration,  it  should  not  be  used 
indiscriminately  or  for  minor  infections.  Furthermore,  as  with  certain  other  drugs, 
adequate  blood  studies  should  be  made  when  the  patient  requires  prolonged  or 
intermittent  therapy. 


Adapted  from  Altemeier,  W.  A.;  Culbertson,  W.  R.;  Sherman,  R.;  Cole,  W.;  Elstun,  W., 
& Fultz,  C.  T.:  J.A.M.A.  157:305  (Jan.  22)  1955. 


Organization  Section 

News  and  Views 

From  The  Sidney  Telegraph — 

There  has  been  a lot  of  loose  criticism  of 
doctors  and  of  the  medical  profession.  The 
guardians  of  our  health  have  been  damned 
on  all  kinds  of  grounds,  from  allegedly  exces- 
sive fees  to  alleged  indifference  to  patient’s 
welfare. 

The  Minneapolis  Sunday  Tribune  decided 
to  find  out  just  how  widely  such  views  are 
held.  It  conducted  a survey  covering  the  en- 
tire state  of  Minnesota.  This  survey  re- 
vealed that  two-thirds  of  the  people  consider 
doctors’  fees  reasonable ; that  more  than  four 
out  of  five  are  satisfied  that  doctors  “take  a 
personal  interest  in  patients  and  their  trou- 
bles;” that  most  are  confident  that  if  they 
called  a doctor  to  make  a home  visit  he’d 
come,  and  that  87  per  cent  believe  doctors 
are  better  trained  nowadays  than  they’ve 
been  before.  That  certainly  indicates  that 
the  public  at  large  has  a high  degree  of  jus- 
tified confidence  in  the  ability  and  integrity 
of  our  doctors.  Medicine  is  not  perfect — any 
more  than  industry,  government  or  labor  are 
perfect.  But  it  gets  better  all  the  time — as 
is  attested  by  the  fact  that  the  health  of  the 
American  people  is  at  its  highest  level  in  his- 
tory. 

From  The  Springfield  Monitor — 

The  University  of  Nebraska  Alumni  Asso- 
ciation of  Omaha  held  its  annual  Charter 
Day  meeting  and  election  of  officers  on 
March  15  in  the  North  Amphitheatre  of  the 
University’s  Medical  College.  Speaker  for 
the  evening  was  Dr.  J.  P.  Tollman,  dean  of 
the  University  of  Nebraska  College  of  Medi- 
cine. His  subject  was  “The  Medical  Center 
and  Its  Proposed  Development.” 

From  The  Omaha  World-Herald — 

The  Omaha  Parents  Council  on  Cerebral 
Palsy  and  Other  Handicaps  met  recently  to 
discuss  a legislative  bill  which  would  provide 
for  purchase  of  land  for  a rehabilitation  cen- 
ter on  the  University  of  Nebraska  College 
of  Medicine  campus. 

Mrs.  Dean  Miller,  president,  said  that  the 
group  sent  a letter  to  Senator  John  Aufen- 
kamp,  chairman  of  the  committee  studying 
LB  311.  The  group  has  asked  to  be  notified 
what  day  the  bill  goes  before  the  legislature. 


From  The  York  Times — 

Dr.  Charles  Jeffrey,  Rawlins,  Wyoming, 
whose  generous  gift  made  possible  the  hos- 
pital, will  lay  the  cornerstone  of  the  Annie 
Jeffrey  Memorial  Hospital  here  on  April  6. 
The  hospital  will  be  named  in  honor  of  his 
mother.  Dr.  Jeffrey  formerly  lived  here.  No 
state  officials  have  been  asked  to  attend  the 
cornerstone  laying  ceremonies  since  a large 
dedication  ceremony  is  planned  after  the 
building  is  completed  in  Osceola. 

From  The  Omaha  World-Herald — 

Closer  co-operation  between  lawyers  and 
doctors  was  urged  recently  by  a member  of 
the  legal  staff  of  the  American  Medical  As- 
sociation. 

Edwin  J.  Holman  spoke  at  a joint  meeting 
of  the  Omaha  Douglas  County  Medical  So- 
ciety and  the  Omaha  Bar  Association  at  the 
Fontenelle  Hotel. 

Mr.  Holman  cited  artificial  insemination  of 
humans  as  an  example  of  a medical-legal 
problem.  “The  process  is  no  longer  medical- 
ly experimental,”  he  said,  “but  the  social  and 
legal  aspects  are  still  unresolved.” 

From  The  Omaha  World-Herald — 

The  armed  services  urgently  need  six  thou- 
sand career  medical  officers  and  dentists,  a 
Defense  Department  spokesman  said  recent- 
ly. The  shortage  is  so  critical  that  special 
inducements  are  being  offered.  In  addition, 
the  Pentagon  has  asked  Congress  to  approve 
a unique  scholarship  plan.  It  would  obligate 
those  graduating  under  sponsored  scholar- 
ships to  active  duty  for  a period  based  on  the 
number  of  years  the  scholarship  covered.  Be- 
sides relying  on  the  draft,  the  three  services 
are  trying  to  attract  men  to  a military  career 
by  assigning  them  to  residencies  in  military 
and  civilian  hospitals.  In  return,  these  of- 
ficers obligate  themselves  to  serve  a certain 
number  of  years. 

Officials  say  one  of  the  prime  reasons  for 
the  shortage  is  the  income  differential  be- 
tween military  and  civilian  service.  A mili- 
tary doctor  or  dentist  receives  pay  equivalent 
to  his  rank,  plus  one  hundred  dollars.  Those 
assigned  to  special  duty  receive  a little  more. 

From  The  Broken  Bow  Chief — 

Dr.  Theo  Koefoot,  Sr.,  and  Dr.  Clyde  Wil- 
cox, appointed  by  fellow  doctors  to  represent 
the  Custer  County  Medical  Society,  were  on 
hand  for  a meeting  with  county  supervisors. 

(Continued  on  page  8- A) 
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‘ANTEPAR’ 


for  "This  Wormy  World" 

PINWORMS 

ROUNDWORMS 

*SYRUP  OF  'ANTEPAR'  Citrate  brand 

Piperazine  Citrate 

Bottles  of  4 fluid  ounces,  1 pint  and  1 gallon. 

^TABLETS  OF  'ANTEPAR'  Citrate  brand 

Piperazine  Citrate 

250  mg,  or  500  mg.,  Scored 
Bottles  of  100. 

Pads  of  directions  sheets  for  patients  avail- 
able on  request. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC. 
Tuckahoe,  New  York 


NEWS  AND  VIEWS 

(Continued  from  page  4-A) 

They  informed  the  Supervisors  that  their  so- 
ciety had  voted  not  to  accept  a fee  scale  set 
up  by  the  Board  for  medical  care  of  pa- 
tients “on  the  County.” 

Rather,  they  said  they  would  charge  ac- 
cording to  rates  adopted  by  the  Nebraska 
State  Medical  Association  for  such  cases. 
After  the  two  doctors  departed  the  Board 
agreed  they  had  no  alternative  if  the  doctors 
would  not  comply  with  their  lower  schedule. 
They  voted  to  restore  the  former  fee  sched- 
ule supposedly  in  force  prior  to  the  first  of 
February.  At  that  time  the  Board  had  sent 
letters  to  the  county  doctors  informing  them 
of  the  lower  scale. 

From  The  Omaha  World-Herald — 

A “kickoff”  dinner  was  held  recently  for 
the  Lutheran  Hospital  fund  campaign.  Gen- 
eral Chairman  Harold  R.  Deitemyer  said  the 
teams  of  workers  were  given  detailed  instruc- 
tions in  the  campaign  to  raise  three  hundred 
thousand  dollars. 

“Our  advanced  gifts  are  in  excess  of  one 
hundred  thousand  dollars  and  we  are  optimis- 
tic about  reaching  the  goal,”  he  said.  “The 
appeal  is  the  first  to  all  residents  of  the  com- 
munities served  by  the  hospital.” 

Plans  are  to  construct  a two-story  addition 
to  the  present  71-bed  Lutheran  Hospital.  Its 
bed  capacity  will  not  be  increased,  but  many 
needed  facilities  will  be  added,  Mr.  Deite- 
meyer  said. 

The  addition  will  include  two  rooms  for 
major  surgery,  one  for  minor  surgery,  x-ray 
department,  laboratory,  emergency,  new  fa- 
cilities for  pediatrics  and  obstetrics  and  a 
chapel.  The  campaign  is  the  second  here  in 
recent  months  to  receive  the  indorsement  of 
the  Beatrice  Community  Committee  for  Hos- 
pitals. Approximately  260  thousand  dollars 
was  raised  in  the  drive  for  funds  for  the  Men- 
nonite  Hospital. 

Dr.  Ernest  E.  Irons  Receives  Another  Honor — 

Dr.  Ernest  E.  Irons,  a past-president  of 
the  American  Medical  Association,  received 
the  1955  Good  Government  Award  of  the  Chi- 
cago Junior  Association  of  Commerce  and 
Industry  for  his  outstanding  services  as  pres- 
ident of  the  board  of  directors  of  Chicago’s 
municipal  tuberculosis  sanitarium.  The  cere- 
mony took  place  on  April  1,  at  a civic  ban- 
quet in  Chicago’s  Sheraton-Blackstone  Hotel. 
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The  Month  in  Washington — 

This  session  of  Congress  probably  is  more 
than  half  over.  On  health  legislation,  two 
things  are  becoming  apparent.  First,  Con- 
gress is  not  attaching  much  urgency  to  some 
of  the  early-blooming  issues  that  were  so 
prominent  in  January  and  February.  For 
example,  it  has  been  in  no  hurry  to  take  up 
such  subjects  as  reinsurance  for  health 
plans,  guarantees  of  mortgage  loans  for 
health  facilities,  expanded  care  for  military 
dependents,  or  health  insurance  for  govern- 
ment employees.  Action  may  yet  come  in  a 
rush,  and  some  of  these  bills  may  be  passed, 
but  not  all.  The  second  fact  is  that  Congress 
this  year  does  seem  willing,  if  not  anxious,  to 
take  some  action  on  mental  health. 

One  explanation  of  the  slow  pace  of  most 
health  bills  may  lie  in  the  fact  that  this  is 
only  the  first  session,  and  that  bills  not 
passed  this  year  may  be  enacted  next  year, 
an  election  year.  At  any  rate,  unless  a bill 
is  definitely  voted  down,  it  remains  alive  un- 
til the  84th  Congress  adjourns  in  1956. 

At  the  top  of  the  list  of  favored  mental 
health  bills  are  identical  measures  by  Chair- 
man Priest  of  the  House  Interstate  and  For- 
eign Commerce  Committee  and  Chairman 
Hill  of  the  Senate  Labor  and  Public  Welfare 
Committee.  These  bills,  which  were  not  ini- 
tiated by  the  Eisenhower  administration, 
provide  $1,250,000  in  grants  for  a three-year 
survey  by  non  - governmental  professional 
groups  of  all  phases  of  mental  health.  Pre- 
sumably the  survey  would  be  conducted  by  a 
Joint  Commission  on  Mental  Health,  formed 
by  the  AMA  Council  on  Mental  Health  and 
the  American  Psychiatric  Association,  with 
a number  of  other  groups  participating. 

Considered  by  these  committees  at  the 
same  time  was  the  administration’s  proposal 
for  a three-year  program  of  outright  grants 
to  states  for  new  and  existing  mental  health 
programs  with  Congress  deciding  on  the 
money  needed. 

The  survey  bill  was  reported  favorably  by 
the  House  Committee  within  10  days  after 
hearings  were  completed.  The  grants  pro- 
posal was  held  up  with  the  explanation  that 
it  properly  should  be  considered  with  legisla- 
tion not  then  before  the  committee. 

The  Priest  committee  then  turned  its  at- 
tention to  fields  other  than  health;  it  also 
has  jurisdiction  over  legislation  on  rail- 
roads, aviation,  communications  and  federal 
(Continued  on  page  32-A) 


Results  With 

ANTE  PAR’ 


against  PINW0RMS 

In  clinical  trials,  over  80%  of  cases  have 
been  cleared  of  the  infection  by  one  course 
of  treatment  with  ‘Antepar.’ 
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. . . a comfortable  voyage  now  assured  with 

BRAND  OF  MECLIZINE  HYDROCHLORIDE 

. . . the  first  motion-sickness  preventive 
effective  in  a single  daily  dose 

. . . prevents  or  relieves  motion  sickness 
due  to  all  forms  of  travel 

. . . available  on  prescription  only  for 
full  physician  supervision 

Bonamine  i s a^so  useful  in  controlling  the 
nausea , vomiting  and  vertigo  associated 
with  vestibular  and  labyrinthine  disturbances , 
cerebral  arteriosclerosis , radiation  therapy 
and  Meniere's  syndrome. 

Supplied  in  scored,  tasteless  25  mg.  tablets, 
boxes  of  8 and  bottles  of  100  and  500.  •TRADEMARK 


Technical  Exhibits 

At  the  Annual  Session  in  Omaha 

Abbott  Laboratories,  North  Chicago  Illinois  — 
Booth  No.  31.  Abbott  Laboratories  will  display 
ERYTHROCIN,  the  antibiotic  of  wide  range  activ- 
ity against  “coccal”  organisms;  TRONOTHANE, 
Abbott’s  new  non-“caine”  topical  anesthetic;  BLU- 
TENE,  the  non-hormonal  oral  drug  for  treatment 
of  functional  uterine  bleeding;  COVICONE  Protec- 
tive Skin  Cream  for  protection  against  certain  con- 
tact deramtoses;  and  SUCARYL,  a non-caloric 
sweetener  which  has  no  aftertaste  and  is  useful  for 
diabetic  and  weight  reducing  diets.  Numerous  other 
Abbott  products — nutritional  supplements,  antibi- 
otics, antihistamies — will  also  be  exhibited. 

Audio-Digest  Foundation,  800  North  Glendale 
Avenue,  Glendale  6,  California — Booth  No.  3.  Audio- 
Digest  Foundation — a subsidiary  of  the  California 
Medical  Association — gives  the  busy  physician  an  ef- 
fortless tour  through  the  best  of  current  medical 
literature  each  week.  This  medical  tape-recorded 
“newscast” — compiled  and  reviewed  by  a profession- 
al Board  of  Editors — may  be  heard  in  the  physician’s 
automobile,  home  or  office.  The  Foundation  also 
offers  medical  lectures  by  nationally-recognized  au- 
thorities. 

Bilhuber-Knoll  Corporation,  Crane  Street,  Orange, 
New  Jersey — Booth  No.  10.  METRAZOL  has  been 
the  subject  of  intensive  investigation  in  the  past 
year  in  conjunction  with  fatigue  and  mental  confu- 
sion in  the  field  of  geriatrics.  Information  concern- 
ing the  advantages  of  METRAZOL  as  a vasomotor 
and  respiratory  stimulant,  as  well  as  a tonic,  will  be 
available.  Our  representative  will  also  be  pleased 
to  discuss  the  new  TENSODIN,  which  is  indicated 
in  coronary  and  peripheral  vascular  diseases,  as  well 
as  BROMURAL,  DILAUDID  QUADRINAL,  PHE- 
NOBARB,  THEOCALCIN  and  VALOCTIN. 

Blue  Cross  - Blue  Shield  Plans,  518  Kilpatrick 
Building,  Omaha  2,  Nebraska — Booth  No.  41.  Ne- 
braska Blue  Cross-Blue  Shield  Plans.  When  you’re 
thirsty,  visit  our  booth  near  the  elevators  and  enjoy 
a refreshing  drink  from  the  water  cooler.  We  hope 
you  will  plan  to  ask  our  representatives  any  ques- 
tions you  may  have  about  Blue  Shield  and  the  new 
Preferred  Agreement.  Remember  our  booth  when 
you  need  matches,  pencils  and  notepads. 

Ciba  Pharmaceutical  Products,  Inc.,  556  Morris 
Avenue,  Summit,  New  Jersey — Booth  No.  34.  The 
CIBA  exhibit  will  feature  SERPASIL,  a pure  crys- 
talline alkaloid  of  Rauwolfia  possessing  the  essen- 
tial antihypertensive  actions  of  the  whole  root. 
SERPASIL  offers  mild,  gradual,  sustained  lowering 
of  blood  pressure  with  a slowing  of  the  heart  rate, 
a tranquilizing  effect  beneficial  in  most  cases  of 
hypertension;  and  unvarying  potency. 

The  Coca-Cola  Company,  P.O.  Drawer  1734,  At- 
lanta, Georgia — Booth  No.  23.  “Ice-cold  Coca  Cola 
served  through  the  courtesy  and  cooperation  of  the 
Omaha  Coca-Cola  Bottling  Company  and  The  Coca- 
Cola  Company.” 

Comptometer  Dictation  Machine  Company,  240 
North  11th  Street,  Lincoln  8,  Nebraska — Booth  No. 
15.  The  Comptometer  Dictation  Machine  (CDM) 
will  be  displayed  by  the  J.  J.  Exon  Co.,  who  are  dis- 


tributors for  this  equipment  for  Nebraska  and  South 
Dakota.  The  Comptometer  Dictation  Machine  is  the 
very  latest  and  most  efficient  development  in  its 
field.  The  unit  incorporates  amazing  error-free  dic- 
tation, re-usable  recording  media  guaranteeing  cost- 
free  dictation  forever,  portability,  service  free  oper- 
ation, and  a single  unit  that  serves  both  as  a dic- 
tator and  transcriber.  The  magnetic  recording  prin- 
cipal of  the  CDM  truly  obsoletes  the  groove  cutting 
method  of  reproduction  and  incorporates  true  HIGH- 
FIDELITY,  scratch  free  response. 

Crosby  Surgical  Company,  111  North  18th  Street, 

Omaha  2,  Nebraska — Booth  No.  17.  We  shall  be 
happy  to  be  of  any  personal  service  possible  at  our 
exihibit.  We  hope  you  will  find  the  technical  por- 
tion of  our  display  of  useful  interest  in  your  prac- 
tice. 

The  Dairy  Council,  315  North  72nd  Street,  Omaha 
3,  Nebraska — Booth  No.  20.  “There’s  nothing  more 
refreshing  than  a cold  glass  of  milk.”  Stop  for 
yours  at  the  Dairy  Council  booth.  Their  representa- 
tives will  gladly  show  and  discuss  various  materials 
with  you  which  would  be  helpful  in  your  practice. 

Harold  Diers  & Company,  240  Keeline  Building, 
Omaha,  Nebraska — Booth  No.  6.  ONLY  ONCE  IN 
A DECADE  has  an  opportunity  been  given  to  enroll 
for  your  State  Association  Approved  Plan  of  Dis- 
ability Insurance  under  an  OPEN  ENROLLMENT 
such  as  is  now  offered  — when  very  liberal  under- 
writing rules  apply.  Be  sure  to  visit  the  Harold 
Diers  & Company  booth  for  complete  information 
about  this  special  offer. 

The  Doho  Chemical  Corporation,  100  Varick  Street, 
New  York  13,  New  York — Booth  No.  19.  The  Doho 
Chemical  Corporation  is  pleased  to  exhibit:  AURAL- 
GAN,  the  ear  medication  for  the  relief  of  pain  in 
Otitis  Media  and  removal  of  Cerumen;  NEW  OTOS- 
MOSAN,  the  effective,  nontoxic  ear  medication 
which  is  Fungicidal  and  Bactericidal  (gram  negative- 
gram  positive)  in  the  suppurative  and  aural  derma- 
tomycotic  ears;  RHINALGAN,  the  nasal  decongest- 
ant which  is  free  from  systemic  or  circulatory  effect 
and  equally  safe  to  use  on  infants  as  well  as  the 
aged.  Mallon  Chemical  Corporation,  Subsidiary  of 
the  Doho  Chemical  Corporation,  is  also  featuring: 
RECTALGAN,  the  liquid  topical  anesthesia,  also  for 
relief  of  pain  and  discomfiture  in  hemorrhoids,  pru- 
ritis  and  perineal  suturing. 

Donley-Stahl  Company,  Ltd.,  1331  N Street; 
2415  O Street,  Lincoln,  Nebraska — Booths  No.  35, 
36,  37,  38,  39,  40.  Donley  Medical  exhibit  will  show 
latest  furniture  styles;  Ultra  Sonic  Units  and  film; 
Clinical  Defibrillator  and  film;  and  many  other  new 
products  for  diagnostic  and  therapeutic  application. 

H.  G.  Fischer  & Company,  152  North  33rd  Street, 
Omaha,  Nebraska — Booth  No.  13.  Latest  models  of 
Modern  X-ray,  F.C.C.  approved  Physical  Medicine 
and  Rehabilitation  Equipment  all  of  highest  quality 
materials  and  construction,  will  be  on  display.  Rep- 
resentatives in  attendance  will  welcome  an  oppor- 
tunity to  give  demonstrations  and  quote  today’s  low 
prices.  Your  visits  will  be  appreciated. 

General  Electric  Company,  319  11  Street,  Des 
Moines,  Iowa — Booth  No.  24.  The  DWB  Cardioscribe 
will  be  on  display  as  well  as  'the  Model  F inducto- 
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therm.  As  usual  miscellaneous  accessories  and  sup- 
plies will  be  shown. 

Holland-Rantos,  Inc.,  145  Hudson  Street,  New 
York  13,  New  York — Booth  No.  2.  Physicians  inter- 
ested in  Medical  Contraception  are  invited  to  discuss 
with  H-R  representatives  latest  information  on  lab- 
oratory and  clinical  data  concerning  efficacy  of 
KOROMEX  products.  Also  on  display  will  be  the 
trichoinonicidal,  fungicidal  and  bactericidal  prepara- 
tions NYLMERATE  JELLY  and  NYLMERATE 
SOLUTION  CONCENTRATE  for  vaginal  use  as  in 
dicated. 

Hugo-Heyn  Company,  1907  Farnam  Street,  Omaha 
2,  Nebraska — Booth  No.  21.  Thomas  A.  Edison’s 
Inc.,  new  VP  Voicewriter  and  Transcriber  shown  by 
the  Hugo  Heyn  Co.,  Omaha.  The  VP  can  be  popped 
into  a briefcase  or  suitcase  and  carried  home,  to 
the  hospital,  or  used  in  a car,  plane,  or  train.  Also 
ideal  for  recording  conferences,  speeches,  or  inter- 
views. Extremely  handsome  and  functional.  An- 
other featured  recorder  is  the  first  battery  operated, 
pocket  tape  recorder,  no  larger  than  a camera — The 
Mohawdc  Midge  Tape. 

Lederle  Laboratories  Division,  American  Cyana- 
mid  Company,  Pearl  River,  New^  York — Booth  No. 
32.  You  are  cordially  invited  to  visit  our  exhibit 
in  booth  No.  32  wdiere  you  will  find  our  representa- 
tive prepared  to  give  you  the  latest  information  on 
LEDERLE  products. 

Eli  Lilly  & Company,  Indianapolis  6,  Indiana — 
Booth  No.  28.  You  are  cordially  invited  to  visit  the 
Lilly  exhibit'  located  in  space  number  28.  The  dis- 
play will  contain  information  on  recent  therapeutic 
developments.  Lilly  sales  people  will  be  in  attend- 
ance. They  welcome  your  questions  about  Lilly 
products. 

Lincoln  Office  Supply  Company,  1217  P Street, 
Lincoln  8,  Nebraska — Booth  No.  7.  The  latest  of  our 
dictating  machines  will  be  on  display  for  review  by 
Nebraska  physicians.  We  cordially  invite  you  to 
stop  by  our  booth. 

Mead  Johnson  & Company,  Evansville  21,  Indiana 
— Booth  No.  33.  Mead  Johnson  & Company  invite 
you  to  see  new  displays  of  Liquid  Lactum  and  P<rvv- 
dered  Lactum,  the  infant  formula  products  wTith  bal- 
anced caloric  distribution.  Also  featured  in  the 
Mead  booth  will  be  Liquid  Sobee,  a hypo-allergenic 
(milk-free)  soya  formula;  Natalins,  the  smaller 
prenatal  vitamin-mineral  capsules;  Natalins-T,  for 
the  treatment  of  anemias  of  pregnancy  plus  protec- 
tive nutritional  support;  and  Sustagen,  the  com- 
plete food  for  tube  or  oral  feeding. 

Milex  Products,  3935  W.  Irving  Park  Road,  Chi- 
cago 18,  Illinois — Booth  No.  18.  Unique  gynecic 
specialties  will  be  showm  at  a Nebraska  meeting  for 
the  first  time:  (1)  Milex  manually  shapeable  plas- 
tic corrective  pessaries  that  are  nowr  being  wTidely 
discussed  in  various  publications  and  recent  text- 
books. (2)  Oligospermia  Cups,  Sperm  Nutrient 
Douche  and  patented  Basal  Thermometers — conveni- 
ent trio  for  general  office  FERTILITY  work.  (3) 
CRESCENT  diaphragm  vTith  built-in-inserter — the 
most  important  development  in  the  diaphragm  field 
in  the  last  decade.  (4)  MILEX  full  vision  specula: 
(a)  Endocervical,  (b)  Vaginal  examination;  (c)  Post 
partum. 


Miller  Surgical  Company,  2449  North  Pulaski 
Road,  Chicago  39,  Illinois — Booth  No.  22.  Miller 
Surgical  Company,  Chicago,  Illinois  (booth  22)  will 
show7  the  Miller  Electro-scalpel.  This  unit  cuts, 
desiccates,  fulgurates,  coagulates  and  is  used  for 
most  delicate  wTork  up  to  light  major  surgery.  Ac- 
cessories such  as  Nares,  Smoke  Ejectors,  etc.,  avail- 
able. A Complete  Line  of  Diagnostic  Equipment 
consisting  of  Illuminated  Otoscopes,  Ophthalmo- 
scopes, Eyespud  with  Magnet,  Transillumination 
Lamps,  Headlights,  Vaginal  Speculum  with  smoke 
ejector  and  vStainless  Steel  Proctoscopes,  Operating 
Scope  and  Sigmoidoscopes  all  sizes  with  Magnifica- 
tion, Suction  Tubes  and  Grasping  Forceps. 

Ortho  Pharmaceutical  Corporation,  Rariton,  New 
Jersey — Booth  No.  9.  ORTHO  cordially  invites  you 
to  booth  9.  Featured  will  be  their  product  for  con- 
ception control,  PRECEPTIN  vaginal  gel,  designed 
for  use  wdthout  a vaginal  diaphragm.  Ortho  repre- 
sentatives will  gladly  discuss  this  product  with  you. 

Paul  Revere  Life  Insurance  Company,  6500  Knox 
Street,  Lincoln,  Nebraska — Booth  No.  12.  The  Paul 
Revere  Life  Insurance  Company  exhibit  will  display 
brochures  and  other  literature  describing  the  Com- 
pany’s non-cancellable  and  guaranteed  continuable 
accident  and  sickness  contracts.  The  Paul  Revere 
is  a national  organization,  specializing  in  the  under- 
writing of  life  insurance  and  disability  income  for 
a select  clientele.  A trained  full-time  Special  Agent 
will  be  in  attendance  to  answer  your  inquiries. 

(Continued  on  page  171) 
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Foot-so-Port 
Shoe  Construction 
its  Relation  to 
Center  Line  of 
Body  Weight 


1.  The  highest  percent  of  sizes  in  the  shoe  business  are 
sold  in  Foot-so-Port  shoes  to  the  big  men  and  women  who 
have  found  that  Foot-so-Port  construction  is  the  strongest, 
because  

• The  patented  arch  support  construction  is  guaranteed 
not  to  break  down. 


• Special  heels  are  longer  than  most  anatomic  heels  and 
maintain  the  appearance  of  normal  shoes. 

• Insole  extension  and  wedge  at  inner  corner  of  the  heel 
where  support  is  most  needed. 

• Innersoles  are  guaranteed  not  to  crack,  curl,  or  col- 
lapse. Insulated  by  a special  layer  of  Texon  which 

’ also  cushions  firmly  and  uniformly. 

2.  Foot-so-Port  lasts  were  designed  and  the  shoe  con- 
struction engineered  with  the  assistance  of  many  top 
orthopedic  doctors.  We  invite  the  members  of  the  medi- 
cal profession  to  wear  a pair  — prove  to  yourself  these 
statements. 


3.  We  make  more  pairs  of  custom  shoes  for  polio  feet  and 
all  types  of  abnormal  feet  than  any  other  manufacturer. 


FOOT-SO-PORT  SHOES  for  Men,  Women,  Children 


There  is  a FOOT-SO-PORT  agency  in  all  leading 
’ towns  and  cities.  Refer  to  your  Classified  Directory 

Foot-so-Port  Shoe  Company,  Oconomowoc,  Wis. 
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EDITORIAL 

REVISION  OF  THE  FEE  SCHEDULE 

Doctors’  fees  should  be  concordant  with 
long-term  price  trends,  especially  with  those 
that  have  to  do  with  other  health  agencies 
and  with  the  cost  of  living.  If  our  Proposed 
Fee  Schedule  for  Government  Agencies  does 
not  reflect  such  concordance,  the  schedule 
should  be  revised.  In  fact,  during  the  past 
fourteen  years  there  has  been  conspicuous 
lack  of  agreement  between  the  curves  repre- 
senting Physicians’  Fees,  Consumers’  Price 
Index,  the  Cost  of  Medical  Care  and  Drugs, 
and  Hospital  Charges. 

When  we  examine  the  trends  in  the  four 
items  enumerated,  over  the  period  1940  to 
1954,  we  find  striking  discordance.  The 
curve  representing  Doctors’  Fees  has  shown 
a consistent  rise,  but  at  a much  slower  rate 
than  the  other  three.  It  remains  the  lowest 
of  the  four,  while  Hospital  Rates  is  far  and 
away  above  the  others.  The  four  curves 
have  diverged  from  each  other  with  Hospital 
Rates  at  the  top,  Consumers’  Price  Index  in 
the  middle,  and  Physicians’  Fees  at  the  bot- 
tom. 

Beginning  with  an  index  of  100  to  repre- 
sent the  averages  for  the  years  1935-1939, 
the  four  items  under  discussion  are  found  to 
be  very  close  together  in  1940.  By  1954, 
however,  the  index  for  Physicians’  Fees  has 
risen  to  160,  whereas  Consumers’  Price  In- 
dex stands  at  190,  and  Hospital  Charges  at 
320.  If  we  disregard  Hospital  Charges  and 
only  use  Consumers’  Price  Index,  the  rise 
in  Physicians’  Fees  is  seen  to  be  only  two- 
thirds  as  much  as  the  latter. 

It  may  not  be  necessary  that  fees  charged 
by  doctors  should  increase  in  strict  conform- 
ity with  other  prices.  It  may  be  wise  that 
they  remain  somewhat  on  the  low  side.  On 
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the  other  hand,  taxes,  rent,  food,  clothing, 
cars,  building  materials,  medical  supplies  and 
equipment,  education  for  the  children,  labor, 
in  fact,  every  item  that  the  doctor  must  buy 
has  gone  up  in  price  far  beyond  the  increase 
in  fees  the  doctor  charges  for  his  services. 

It  does  not  seem  inconsistent  that  the  gen- 
eral level  of  physicians’  fees  should  match 
the  curve  of  cost-of-living.  At  least  there 
should  not  be  too  much  discrepancy  between 
them.  There  may  be  some  special  fields  in 
which  the  fees  should  not  be  raised,  and 
some  individual  physicians  undoubtedly 
charge  fees  fully  commensurate  with  the 
Consumers’  Price  Index.  The  general  level 
of  doctors’  fees  may  need  only  to  be  raised 
by  bringing  up  the  low  charges  in  some 
fields  of  practice  to  a more  realistic  level. 
The  existing  discrepancies  can  be  found,  and 
inequalities  corrected,  upon  adequate  study 
of  the  situation  by  the  appropriate  commit- 
tee of  the  State  Association. 

If  it  is  sound  reasoning  that  doctors  should 
be  paid  in  reasonable  conformity  with  the 
trends  of  other  costs,  especially  those  having 
to  do  with  the  cost  of  living,  then  our  Pro- 
posed Fee  Schedule  for  Government  Agencies 
that  last  was  revised  in  1950,  should  be  re- 
vised again.  In  1950,  Physicians’  Fees  had 
an  index  of  140,  Consumers’  Price  Index  was 
171,  and  Hospital  Rates,  237.  These  figures 
must  be  compared  with  160,  190,  and  320, 
in  1954. 

STOP,  LOOK,  LISTEN,  AND  SIGN 

It  is  advantageous  to  the  doctors  who  con- 
stitute the  Nebraska  State  Medical  Associa- 
tion that  each  and  every  physician  who  at- 
tends the  annual  sessions  give  serious 
thought  and  definite  time  and  attention  to 
the  exhibitors  and  their  products. 
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Doctors  owe  a great  debt  to  reputable 
pharmaceutical  firms.  This  debt  is  for  new 
drugs,  reliable  chemicals,  accurate  informa- 
tion about  the  products  that  are  to  become 
the  doctor’s  tools,  and  for  the  ethical  rela- 
tionships maintained  by  these  firms.  It  has 
been  said,  and  with  a modicum  of  truth, 
that  most  of  the  beneficial  things  these 
firms  do  are  done  for  the  purpose  of  adver- 
tising and  promotion;  that  they  are  trying 
to  make  money;  and  that  altruism  does  not 
enter  the  picture.  An  answer  is  that  they 
are  compelled  to  make  money.  They  have 
to  pay  expenses,  they  must  pay  a reasonable 
rate  of  interest  to  their  stockholders,  and 
they  must  live.  On  the  other  hand,  these 
pharmaceutical  firms  spend  immense  sums 
on  high  grade  research.  It  is  not  unusual 
that  five  years  of  research  must  be  spent  de- 
veloping a product  from  the  idea  to  the  first 
sale.  During  this  period,  costs  pile  up,  and 
there  is  no  return  on  the  invested  funds. 

One  should  not  say  the  efforts  of  these 
firms  has  no  altruistic  features.  The  Vice 
President  and  Director  of  Sales  and  Public 
Relations  of  one  of  these  large  firms  lists 
the  following  questions  that  are  to  be  an- 
swered in  the  case  of  any  new  product:  “Does 
the  need  for  the  product  actually  exist?  In 
introducing  the  product,  does  the  manufac- 
turer actually  make  a contribution  to  thera- 
py ? Has  the  firm  played  a leading  role 
through  either  laboratory  or  clinical  research 
in  developing  the  product?  Is  the  firm  ac- 
tually offering  an  improved  product  ? Is  the 
improvement  worth  while  . . . ?”1 

The  pharmaceutical  firms  of  the  United 
States  spend  approximately  $130  million  per 
year  for  advertising  and  promotion.  Of  this 
amount,  seven  and  one-half  millions  are  paid 
to  medical  journals  for  advertising  space. 
Without  this  source  of  income  most  medical 
journals  could  not  survive.  This  money  is 
the  bread  and  butter  that  keeps  our  journal 
and  most  other  medical  journals  alive. 

In  Nebraska,  the  sale  of  space  to  these 
companies  for  exhibits  at  our  annual  ses- 
sions pays  the  expense  incurred  in  producing 
our  four-day  meeting.  To  the  doctors  of  Ne- 
braska, this  income  is  a great  boon.  To  the 
companies  that  buy  this  space,  the  cost  is 
relatively  insignificant.  Even  though  the 
cost  of  exhibiting  their  products  at  our  an- 
nual meeting  is  not  large,  the  pharmaceutical 
companies  rightfully  feel  that  they  should 
receive  evidence  of  a reasonable  return  on 


their  investment.  Without  such  evidence 
there  is  the  constant  danger  the  exhibitors 
may  decide  to  spend  this  money  where  it  will 
do  them  more  good.  One  of  the  best  evi- 
dences of  success,  of  course,  is  the  number  of 
doctors  who  stop  at  the  booths,  listen  to  the 
information  given  by  the  attendants,  exam- 
ine the  products  that  are  displayed,  and  sign 
the  card  that  is  proffered. 

It  is  to  be  hoped  that  every  doctor  who 
comes  to  the  annual  sessions  will  help  pro- 
tect this  source  of  income  while  helping  him- 
self in  an  educational  way.  Each  of  us 
should  remember  to  stop,  look,  listen,  and 
sign.  The  time  given  to  this  project  may 
prove  to  be  a small  price  to  pay  for  the  bene- 
fits we  derive. 

REFERENCE 

1.  Smith,  Austin : Proceedings  of  the  State  M.  J.  Confer- 

ence, p.  7 ff. 


Ulcers,  caught  in  time,  do  not  necessarily  repre- 
sent any  unusual  hazard  to  longevity.  This  is  in- 
dicated in  a study  of  15  years’  mortality  experience 
among  725,000  life  insumaee  policyholders  with 
some  known  health  impairment,  published  by  the 
Society  of  Actuaries. 

Of  about  45,000  cases  with  a record  of  ulcers,  96 
per  cent  of  them  men  , those  who  had  been  medically 
treated,  without  an  operation  and  without  having 
had  a hemorrhage,  were  found  to  have  had  a rel- 
atively favorable  mortality  experience  during  the  15 
years  covered. 

On  the  other  hand,  those  with  a history  of  sur- 
gically treated  ulcers  had  a materially  higher  than 
average  mortality  experience,  despite  advances  in 
surgical  technique.  Also,  those  unoperated,  but  with 
a history  of  hemorrhage,  appeared  to  be  somewhat 
poorer  than  average  risks. 

It  was  found  that  three-fourths  of  the  total  ulcer 
cases  were  duodenal,  the  balance  being  gastric. 

Another  section  of  the  study,  covering  persons 
with  gall  bladders  disorders,  indicated  that  such  im- 
pairments are  very  much  more  frequent  among 
women  than  among  men,  but  that  where  reports  of 
the  attack  were  over  three  years  prior  to  the  be- 
ginning of  the  study,  such  persons  showed  about 
normal  mortality.  Cases  with  an  attack  within  a 
year  or  two  of  application  for  a policy  showed  some- 
what higher  than  average  mortality. 

Policyholders  with  a history  of  gall  bladder  dis- 
orders experienced  a slightly  higher  than  average 
mortality  from  heart  disease,  which  is  in  line  with 
clinical  observations  pointing  to  some  association 
between  gall  bladder  disorders  and  coronary  artery 
diseases. 

The  study  also  showed  a decrease  in  maternal 
mortality  related  to  pregnancy.  The  women  preg- 
nant at  the  time  of  policy  application  between  1945 
and  1949  had  an  extra  first  year  death  rate  of  only 
.2  per  1,000,  about  one-tenth  that  of  ten  years  ear- 
lier. The  extra  mortality  was  higher  at  the  older 
ages. 
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Poliomyelitis: 

Recent  Advances * 


The  author  briefly  traces  the  history  of  our  knowl- 
edge of  the  etiology  of  poliomyelitis  and  of  the 
mechanism  of  invasion  of  the  central  nervous  system 
by  the  polio  viruses.  He  stresses  the  changes  in  our 
concepts  that  have  pointed  the  way  to  development 
and  trial  of  the  Salk  vaccine.  Pilot  studies  of  the 
use  of  gamma  globulin  and  of  the  Salk  vaccine  are 
discussed.  The  trend  toward  bolder,  more  vigorous 
therapy  of  poliomyelitis  and  of  its  residuals  is  por- 
trayed. 

EDITOR 

WE  KNOW  that  poliomyelitis 
existed  during  the  time  of  the 
Pharaohs  and  the  Bible  men- 
tions a deformity  similar  to  postpoliomyelitis 
residual,  but  Underwood,  in  1789,  made  the 
first  mention  of  the  disease  in  the  medical 
literature.  Since  this  time  infantile  paraly- 
sis has  been  the  subject  of  much  emotional 
thinking  and  speculation,  not  to  mention 
the  worldwide  fight  to  bring  it  under  con- 
trol. Recent  advances  in  the  fight  to  control 
poliomyelitis  will  be  considered  under  three 
main  headings:  (1)  the  gamma  globulin 

program,  (2)  the  vaccine  program  and  (3) 
the  changing  surgical  and  medical  concepts 
regarding  treatment. 

First,  however,  let  us  consider  some  of 
the  background  material  which  is  necessary 
for  a thorough  study  of  this  problem.  Land- 
steiner,  in  1909,  was  the  first  to  discover 
the  causative  organism  of  poliomyelitis. 
However,  in  1931,  Burnet  and  MacNamara 
discovered  that  more  than  one  virus  existed 
as  a causative  organism  in  poliomyelitis  and, 
in  1948,  Kessel  and  Pait  established  two 
distinct  strains  of  the  poliomyelitis  virus. 
After  this,  in  1949,  Bodian,  Morgan,  and 
Howe  definitely  established  the  existence  of 
a third  strain  of  poliomyelitis  virus.  Thus, 
to  clarify  this  problem  and  to  remove  any 
confusion,  the  National  Foundation  of  In- 
fantile Paralysis  formed  a committee  to 
type  the  various  strains  of  the  virus.  After 
this  committee  Avas  formed  in  1949,  a study 
of  subsequent  poliomyelitis  epidemics  enabled 
its  members  to  isolate  more  than  100  sepa- 
rate strains  of  the  poliomyelitis  virus.  For 
immunologic  and  pathogenic  purposes,  how- 
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ever,  three  strains  of  this  virus  are  impor- 
tant. These  strains  are,  type  one  or  the 
Brunhilde  strain,  type  tAvo  or  the  Lansing 
strain,  and  type  three  or  the  Leon  strain. 
For  all  purposes  of  this  discussion  these 
three  strains  are  of  prime  importance  be- 
cause of  their  immunologic  and  pathogenic 
relationship  to  poliomyelitis. 

To  further  one’s  thoughts  on  the  preven- 
tion of  poliomyelitis,  two  concepts  are  neces- 
sary. The  first  concept  is  that  the  virus 
of  poliomyelitis  can  be  groAvn  on  nonneural 
tissue.  Heretofore,  it  has  been  neces- 
sary to  recover  the  virus  for  purposes  of 
virology  studies  from  live  monkeys.  In  1949, 
however,  Enders,  Weller  and  Robbins  dis- 
covered that  the  virus  of  poliomyelitis  could 
be  grown  on  tissue  from  the  testes  and  kid- 
neys of  monkeys.  This  discovery  challenged 
the  theory  that  the  virus  of  poliomyelitis 
was  strictly  neuronatropic  and  it  helped  to 
further  another  theory,  namely  that  the 
virus  multiplies  at  the  site  of  entry  and 
subsequently  attacks  the  central  nervous 
system  after  multiplication  has  taken  place. 
This  second  theory  Avould  seem  to  offer  the 
possibility  that,  if  multiplication  occurred 
prior  to  attack  on  the  central  nervous  system, 
some  antibody  barrier  which  prevented  mul- 
tiplication might  also  prevent  involvement 
of  the  central  nervous  system  and  the  crip- 
pling effects  of  poliomyelitis.  To  folloAv  this 
hypothesis  one  step  further,  Morgan (15)  sub- 
sequently injected  live  polio  virus  subcutan- 
eously into  monkeys,  producing  an  antibody 
titer  A\rhich  reduced  the  instance  of  paralysis 
Avhen  potent  virus  Avas  given  to  this  same 
monkey.  Thus,  the  discovery  that  poliomyeli- 
tis virus  could  be  groAvn  on  nonnervous 
tissue  was  one  of  the  greatest  single  labora- 
tory achievements  that  laid  the  foundation 
for  intensive  work  on  the  study  of  the  virus, 
since  it  made  the  virus  plentiful  and  cheap. 

The  second  concept  is  that  the  virus  of 
poliomyelitis  appears  in  the  blood  stream 
prior  to  the  onset  of  paralysis.  Our  earlier 
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teachings  were  that  the  virus  quickly  cen- 
tered in  the  central  nervous  system  where  it 
multiplied  and  did  its  damage.  However, 
Bodian  and  Horstman  were  able  to  demon- 
strate the  presence  of  high  concentrations 
of  the  virus  in  the  blood  of  animals  prior  to 
the  onset  of  paralysis,  and  it  was  determined 
subsequently  that  passive  immunization  with 
an  antibody  would  prevent  paralysis  if 
given  just  prior  to  exposure.  Hammon  and 
associates (6)  have  discovered  recently  that 
small  amounts  of  antibody  would  alter  the 
severity  of  the  disease.  This,  therefore, 
would  seem  to  point  to  the  fact  that  an 
antibody  barrier  prevents  the  poliomyelitis 
virus  from  attacking  the  central  nervous 
system  and  would  seem  to  add  some  credence 
to  this  second  concept  that  the  virus  of 
poliomyelitis  appears  in  high  concentrations 
in  the  blood  stream  prior  to  the  onset  of 
paralysis. 

THE  GAMMA  GLOBULIN  PROGRAM 

These  two  last-mentioned  concepts  lead 
us  to  a consideration  of  the  gamma  globulin 
program ( 6-10 > and  other  measures  taken  to 
insure  immunization  against  poliomyelitis. 
After  proper  control  and  experimental 
groups  were  set  up,  and  after  the  pilot  study 
had  been  completed  in  Utah  in  1951,  two 
areas  were  chosen  for  study  in  the  summer 
of  1952  to  determine  the  effect  of  gamma 
globulin.  Table  I shows  the  results  of  this 
study  in  Houston  and  surrounding  Harris 
County  in  Texas.  The  percentage  of  cases 
of  bulbar  poliomyelitis  in  comparison  to 
other  epidemics  is  high,  and  the  cases  of 
nonparalytic  poliomyelitis  make  up  only  30 
per  cent  of  the  total  718  cases  reported  in 
this  epidemic.  The  ages  of  the  patients  in 
this  group  ranged  from  1 to  6 years  and 
501  cases  of  paralytic  poliomyelitis  were  re- 
ported. In  a comparison  of  the  results  in 
the  control  and  the  experimental  groups  it 
was  calculated,  on  the  basis  of  16,000  injec- 
tions, that  paralytic  poliomyelitis  was  pre- 
vented in  eight  cases  in  this  region  in  the 
summer  of  1952. 

TABLE  I 

FACTS  PERTAINING  TO  GAMMA  GLOBULIN  PROGRAM 

FOR  POLIOMYELTIS  CARRIED  OUT  IN  HOUSTON 


AND 

HARRIS  COUNTY, 

TEXAS 

(1952) 

Distribution  of 

cases 

according  to  type, 
Paralytic 

per  cent 

Death  rate — 

Cases  of 

polio- 

Bulbar 

16 

3.8  per  cent 

myelitis- 

-718 

Encephalitic 
Other  types  of 

1 

paralysis 

_ _ _ 51 

Nonparalytic 

32 

Age  of  patients  in  group  studied,  1 to  6 yr.  (501  cases). 
Calculated  cases  in  which  paralysis  was  prevented  — 8. 
Injections  — 16,000;  cost  — $224,000. 


Table  II  is  based  on  another  gamma  glob- 
ulin study  carried  out  in  1952,  in  Iowa  and 
Nebraska.  A total  of  410  cases  occurred  in 
this  region  and  the  disease  was  of  the  bulbar 
type  in  30  per  cent;  the  nonparalytic  type 
occurred  in  only  9 per  cent  of  the  cases. 
The  ages  of  the  patients  studied  in  this  re- 
gion ranged  from  1 to  11  years  and  129 
cases  of  paralytic  poliomyelitis  were  dis- 
covered. When  the  experimental  and  control 
groups  were  compared  it  was  calculated,  on 
the  basis  of  8,000  injections,  that  paralytic 
poliomyelitis  was  prevented  in  30  cases. 

TABLE  II 

GAMMA  GLOBULIN  PROGRAM  FOR  POLIOMYELITIS 
CARRIED  OUT  IN  SIOUX  CITY  AND  WOODBURY 
COUNTY,  IOWA,  AND  IN  DAKOTA  COUNTY, 
NEBRASKA  (1952) 

Distribution  of  cases 
according  to  type,  per  cent 


Cases  of  polio-  Paralytic  Death  rate — 

myelitis — 410  Bulbar  30  3.1  per  cent 

Encephalitic  5 

Other  types  of 

paralysis  56 

Nonparalytic  9 


Age  of  patients  in  group  studied,  1 to  11  yr.  (129  cases). 
Calculated  cases  in  which  paralysis  was  prevented  — 30. 
Injections  — 8,000  ; cost  — $112,000. 

The  illustration  is  taken  directly  from  the 
article  written  by  Hammon  and  co-work- 
ers ( 10  > and  shows  the  cumulative  number  of 
cases  of  poliomyelitis  occurring  among  chil- 
dren inoculated  with  gamma  globulin.  It 
shows  the  comparison  between  the  experi- 
mental and  the  control  groups  according  to 
the  time  after  injection.  It  would  seem 
from  study  of  this  illustration  that  some 
definite  benefit  was  gained  from  the  injec- 
tions of  gamma  globulin.  Many  disadvan- 
tages of  the  use  of  gamma  globulin  have 
been  mentioned.  Prime  among  these  dis- 
advantages are  the  limited  supply,  the  ex- 
pense, the  short  duration  of  protection,  the 
need  for  reinjection  with  each  epidemic,  the 
incomplete  protection  offered  and  the  diffi- 
culty in  deciding  the  exact  time  of  exposure. 
Two  other  objections  are  the  difficulty  in 
determining  which  child  is  susceptible  and 
which  is  immune  and  the  danger  of  hyper- 
sensitization. In  summarizing  the  effects  of 
gamma  globulin  it  should  be  said  that  the 
efficiency  and  efficacy  of  this  means  of 
controlling  poliomyelitis  are  under  discus- 
sion at  the  time  this  paper  is  being  prepared. 

The  indications  for  use  of  gamma  globulin 
are:  (1)  the  need  for  mass  immunization 

of  all  children  in  the  susceptible  age  groups 
in  regions  where  the  disease  is  epidemic  and 
(2)  the  need  for  a means  of  control  for 
members  of  families,  especially  other  chil- 
dren and  pregnant  women,  in  contact  with 
a patient  having  poliomyelitis. 
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Probably  the  greatest  single  contribution 
of  the  gamma  globulin  program  in  the  fight 
against  poliomyelitis  has  been  the  demon- 
stration that  very  low  levels  of  antibody 
titer  will  protect  human  beings  against 
clinically  evident  poliomyelitis.  This  fact 
was  not  apparent  previously  from  experi- 
mental work,  but  had  been  suspected.  The 
proof  that  this  protection  could  be  obtained 
in  human  beings  gave  great  impetus  to  the 
vaccine  program. 


Cumulative  number  of  cases  of  paralytic  poliomyelitis  among  children 
inoculated  with  gamma  globulin  or  with  gelatin,  according  to  weeks  after  inoculation, 
beginning  with  the  second  week. 

Figure  I 

(From  Hammon,  W.  McD.,  Coriell,  L.  L.,  Wehrle,  P.  F.  and 
Stokes,  Joseph,  Jr. : Evaluation  of  Red  Cross  Gamma  Globulin 
as  a Prophylactic  Agent  for  Poliomyelitis.  4.  Final  Report  of 
Results  Based  on  Clinical  Diagnoses.  J.A.M.A.,  151 :1272-1285, 
April  11,  1953). 

LEGEND 

Fig.  1.  Cumulative  number  of  cases  of  paralytic  poliomyelitis 
among  children  inoculated  with  gamma  globulin  or  with  gela- 
tin, according  to  weeks  after  inoculation,  beginning  with  the 
second  week.  (From  Hammon,  W.  McD.  ; Coriell,  L.  L.  ; Wehrle, 
P.  F.  and  Stokes,  Joseph.  Jr.  : Evaluation  of  Red  Cro:s  Gamma 
Globulin  as  a Prophylactic  Agent  for  Poliomyelitis.  4.  Final 
Report  of  Results  Based  on  Clinical  Diagnoses.  J.A.M.A.,  151  : 
1272-1285,  April  11.  1953).  (Permission  of  publisher  to  repub- 
lish has  been  obtained). 

THE  VACCINE  PROGRAM 

When  the  approach  to  artificial  immu- 
nization is  considered,  the  works  of  Brodie 
and  Park  and  Kolmer,  in  1935,  must  be  in- 
cluded. In  the  summer  of  1935,  10,560 
children  were  injected  with  a vaccine  that 
had  been  developed;  on  clinical  examination 
12  children  in  this  group  were  discovered  to 
have  paralytic  poliomyelitis.  Seven  of  these 
12  children  died,  and  use  of  the  vaccine  was 
stopped  at  the  request  of  the  United  States 
Public  Health  Service.  Subsequent  to  this 
ill-fated  attempt  at  artificial  immunization, 
Morgan,  Howe  and  Bodian  were  able  to 
demonstrate  that  the  formation  of  anti- 
bodies follows  repeated  injections  or  feed- 
ings of  poliomyelitis  virus.  Thus,  it  seems 
that  active  immunization  against  polio- 
myelitis may  be  possible,  and  it  also  seems 
that  if  the  two  previous  concepts  are  true, 
then  control  of  the  viremia  should  lead  to 
control  of  the  disease.  This  brings  us  to 


the  basic  prerequisites  for  formation  of 
antibodies  which,  according  to  Dr.  Salk(17), 
are  essentially  as  follows : ( 1 ) a rich  source 
of  reasonably  pure  virus,  (2)  a method  of 
destroying  pathogenicity  without  destroying 
antigenicity  and  (3)  a means  of  enhancing 
antigenicity  if  the  richest  source  of  virus  is 
deficient  in  antigen-response  factor.  We 
know  that  these  prerequisites  have  been  met 
since  Enders,  Weller  and  Robbins  have 
grown  the  virus  on  nonneural  tissue,  since 
the  virus  is  inactivated  by  10  days  of  ex- 
posure to  formaldehyde,  and  since  olive 
0ipu.s.p.)i7  win  increase  the  antigen-response 
factor  in  the  attenuated  virus.  Thus,  the 
three  basic  prerequisites  for  formation  of 
antibodies  can  be  met. 

The  Salk(17>  vaccine  is  a trivalent  vaccine, 
including  elements  of  all  three  strains,  which 
has  been  rendered  noninfectious  by  formal- 
dehyde. Safety  tests  using  each  batch  of 
the  vaccine  were  carried  out  on  monkeys 
prior  to  its  use  on  human  beings.  Before 
widespread  use  was  made  of  the  Salk  vac- 
cine in  the  summer  of  1954,  a pilot  program 
in  which  Salk  vaccine  was  used  was  carried 
out  on  161  patients  in  the  Pittsburgh  area. 
Although  it  is  admitted  that  the  follow-up 
was  short,  this  pilot  program(18)  produced 
two  conclusions:  (1)  that  antibody  levels 

produced  for  all  three  strains  compared 
favorably  with  those  antibody  levels  pro- 
duced after  the  actual  disease  process;  (2) 
that  these  antibody  levels  persisted  without 
decline  during  the  entire  4 i/2 -month  period 
of  the  preliminary  report.  Therefore,  on 
the  basis  of  these  two  conclusions,  the  vac- 
cine program  for  1954  was  set  up. 

Plans  were  made  to  inject  1,800,000  school 
children  in  grades  one,  two  and  three.  The 
217  test  areas  were  selected  on  the  basis  of 
expected  high  incidence  of  poliomyelitis  and 
the  number  of  children  in  these  test  areas 
was  augmented  by  20,000  children  in  Fin- 
land and  25,000  children  in  Canada.  An 
agency  has  been  authorized  to  integrate  and 
interpret  the  material  resulting  from  this 
widespread  use  of  the  vaccine  in  the  summer 
of  1954.  In  December,  1954,  the  results  of 
this  study  had  not  become  common  knowl- 
edge. The  study,  however,  integrating  the 
information  gained  from  this  preliminary 
program  will  be  analyzed  and  it  is  hoped 
the  results  will  be  forthcoming  early  in 
1955.  Suffice  it  to  say,  that,  experimentally, 
the  Salk  vaccine  seems  to  be  promising,  but 
the  final  answer  has  yet  to  come. 
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CHANGING  CONCEPTS  IN 
TREATMENT  OF  POLIOMYELITIS 

Concepts  in  medical  and  surgical  care  of 
the  patient  known  to  have  poliomyelitis  are 
changing.  In  the  past,  the  mortality  rate 
from  bulbar  poliomyelitis  has  run  as  high 
as  40  per  cent  in  some  epidemics.  This 
mortality  rate  has  been  dropping  steadily 
simply  because  the  attitude  toward  the  treat- 
ment of  the  seriously  ill  patient  has  changed. 
We  now  are  becoming  increasingly  more 
aggressive  in  the  use  of  the  respirator  and 
early  tracheotomies,  and  in  the  treatment 
of  associated  conditions  which,  in  the  past, 
have  produced  high  mortality  figures.  Sur- 
gically, also,  we  have  become  more  aggres- 
sive; operative  work  is  being  done  on  par- 
alytic flat  feet  and  iliotibial  band  contrac- 
tures, to  mention  only  two  conditions.  Com- 
plete transference  of  a muscle  with  its  nerve 
and  blood  supply  has  been  accomplished 
with  success  by  a group  of  workers (19)  in 
this  country,  and  this  treatment  of  polio- 
myelitis by  means  of  complete  muscle  trans- 
fer as  opposed  to  the  transfer  of  tendons, 
which  has  been  done  heretofore,  is  an  en- 
tirely new  attitude  and  approach  to  the 
problem.  The  follow-up  study  from  these 
early  surgical  cases  of  complete  transfer  has 
been  short  and  as  yet  the  process  has  not 
been  completely  evaluated. 

SUMMARY  AND  CONCLUSIONS 

The  following  four  points  regarding  polio- 
myelitis should  be  emphasized:  (1)  the 

virus  of  poliomyelitis  is  not  entirely  neuro- 
natropic,  (2)  viremia  precedes  paralysis, 
(3)  the  effects  of  gamma  globulin  in  control- 
ing  poliomyelitis  are  still  under  discussion*, 
and  (4)  the  Salk  vaccine  has  been  used  in  the 
prophylaxis  of  poliomyelitis. 
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NEW  COMBINATION  OF  AGENTS  FOR 
TREATING  CERTAIN  PATIENTS  WITH 
EPILEPSY  DEVELOPED  BY  PARKE, 
DAVIS  & COMPANY 

A new  combination  of  agents  for  treating  cer- 
tain patients  with  epilepsy  or  other  convulsive  dis- 
orders has  been  developed  by  Parke,  Davis  & Com- 
pany. It  is  called  Phelantin  Kapseals  and  is  avail- 
able only  by  prescription. 

Each  Kapseal  contains  100  mg.  (1%  gr.)  Dilantin 
(diphenylhydantoin,  Parke-Davis),  30  mg.  ( V2  gr.) 
phenobarbital,  and  2.5  mg.  (1/25  gr.)  desoxyephe- 
drine  hydrochloride. 

“The  use  of  Dilantin  and  phenobarbital  and  their 
specific  anticonvulsive  activity  are  well-known,”  a 
company  spokesman  said.  “Many  patients  are  ade- 
quately protected  by  the  use  of  Dilantin  alone. 
Some  patients  require  a combination  of  both  Dil- 
antin and  phenobarbital  to  obtain  the  specific  effects 
of  each  agent  on  the  cerebral  cortex.  In  many  of 
these  instances,  the  phenobarbital  has  the  disad- 
vantage of  causing  the  patient  to  become  drowsy 
due  to  its  sedative  effect.  The  cerebral  stimulating 
action  of  desoxyephedrine  tends  to  overcome  or 
minimize  such  effects.  Phelantin  Kapseals  ideally 
fill  this  need.” 
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Acute  Viral  Hepatitis: 

Correlation  of  Laboratory  Findings 


With  Clinical  Course* 

Doctor  Lehnhoff  first  enumerates  the  characteristic 
symptoms  and  physical  signs  of  the  various  phases 
of  acute  viral  hepatitis— the  prodromal,  the  icteric, 
and  the  convalescent.  He  then  selects  and  discusses, 
briefly,  the  laboratory  data  that  are  helpful  in  ar- 
riving at  a correct  diagnosis  and  in  evaluating  the 
progress  and  prognosis  in  a given  case. 

EDITOR 

CLINICAL  ASPECTS 

THE  emphasis  given  to  all  phases 
of  viral  hepatitis  since  World 
War  II  has  established  a sub- 
stantial description  of  the  clinical  charac- 
teristics of  the  disorder  for  the  use  of  the 
physician  in  following  the  individual  cases 
under  his  care.  These  clinical  features  may 
be  considered  under  the  following  headings : 

I.  The  Prodromal  Stage:  The  incubation 
period  may  range  from  three  to  twelve 
weeks  but  is  rarely  over  sixty  days.  It  is 
shorter  in  infectious  hepatitis  than  in  serum 
hepatitis.  Prodromal  symptoms  are  usually 
influenza-like  consisting  of  anorexia,  which 
is  almost  always  profound  and  accompanied 
by  variable  degrees  of  nausea,  vomiting,  epi- 
gastric pain  and  fever.  The  sudden  loss  of 
appetite  is  so  characteristic  that  its  appear- 
ance should  instantly  bring  to  mind  the 
grave  likelihood  of  acute  parenchymal  liver- 
disease.  Less  significant  early  symptoms 
may  include  chills,  headaches,  pruritis  or 
diarrhea.  In  less  than  twenty  per  cent  of 
cases  are  there  no  pre-icteric  prodromal 
symptoms. 

II.  The  Icteric  Stage:  The  excretion  of 
dark  bile-stained  urine  precedes  the  appear- 
ance of  clinical  jaundice  by  two  or  three 
days.  Tender  hepatomegaly  occurs  with  the 
jaundice.  The  spleen  is  palpable  only  in  the 
more  severe  cases.  Lassitude  and  anorexia 
persist  until  their  decrease  indicates  clinical 
improvement.  The  size  and  tenderness  of 
the  liver  are  most  significant  physical  find- 
ings in  evaluating  the  course  of  the  disease. 

Bradycardia  and  cervical  adenopathy  are 
less  common  physical  findings.  Telang- 
iectasia are  usually  later  accompaniments  of 

*Read  before  Omaha  Mid-West  Clinical  Society,  October,  1954. 
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chronic  hepatitis.  Ascites  occurs  in  severe 
cases  only. 

There  may  be  complete  absence  of  clinical 
jaundice  in  the  presence  of  all  other  typical 
prodromal  and  physical  findings. 

III.  The  Convalescent  Stage:  The  icteric 
and  convalescent  stages  usually  last  four  to 
six  weeks.  During  convalescence  there  is 
gradual  decline  in  symptoms  and  disappear- 
ance of  abnormal  physical  findings.  Failure 
of  complete  improvement  is  the  result  of 
chronic  hepatitis,  the  course  of  which  is 
difficult  to  predict.  The  clinical  picture  in- 
cludes persistence  of  malaise,  anorexia, 
hepatomegaly,  spider  angiomata  and  vari- 
able nervous  complaints. 

LABORATORY  ASPECTS 

I.  The  Prodromal  Stage : Tests  for  alter- 
ation of  serum  proteins  are  positive  early  in 
the  disorder  and  are  therefore  valuable  in 
diagnosis.  The  cephalin  cholesterol  floccu- 
latin  test  of  Hanger  depends  on  an  increase 
in  the  gamma  globulin  or  a decrease  in 
either  albumin  or  alpha  globulin.  It  remains 
positive  throughout  the  course  of  active 
parenchymal  liver-disease.  The  Hanger  test 
is  usually  repressed  by  the  regurgitation 
factor  of  obstructive  jaundice,  and  it  is, 
therefore,  a useful  factor  in  differential 
diagnosis. 

The  thymol  turbidity  test  of  McClagean 
reflects  similar  alterations  in  serum  pro- 
teins. 

Urinary  urobilinogen  is  increased  in  the 
urine  in  the  early  stages  of  acute  liver-cell 
damage  because  the  liver  is  unable  to  excrete 
it.  Bilirubinuria  occurs  early  in  hepatitis 
and  can  be  determined  by  simple  means.  Its 
presence  is  a most  significant  diagnostic 
finding  and  may  be  of  considerable  magni- 
tude with  only  a mild  degree  of  bilirubi- 
nemia,  because  of  a reduction  in  renal  thres- 
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hold  as  yet  unexplained.  Elevation  of  the 
serum  bilirubin,  as  determined  either  by 
direct  quantitative  method  or  estimated  by 
the  icteric  index,  occurs  early  in  the  dis- 
order and  therefore  is  also  a helpful  diag- 
nostic finding. 

II.  The  Icteric  Stage : The  tests  described 
as  applicable  to  the  early  diagnosis  of  hepa- 
titis continue  to  be  positive  throughout  the 
icteric  phase  of  the  ailment  and  their  perio- 
dic estimations  at  intervals  of  around  seven 
days  are  of  considerable  help  in  evaluating 
the  course  of  the  disease. 

The  serum  bilirubin  gradually  rises  at 
first  and  then  gradually  falls  as  liver-func- 
tion improves.  As  it  falls  the  urinary  bili- 
rubin decreases. 

The  urinary  urobilinogen  drops  rapidly 
after  its  initial  rise  and  remains  at  low 
levels  until  a greater  amount  of  bilirubin 
is  once  again  excreted  into  the  intestinal 
tract.  Increase  in  the  urine  urobilinogen 
may  be  the  first  laboratory  indication  of 
improvement  in  the  disease. 

The  serum  alkaline  phosphatase  is  in- 
creased in  obstructive  jaundice  and  in  the 
jaundice  of  cholangiolitic  hepatitis.  It  is  a 
helpful  but  not  completely  reliable  aid  in 
differential  diagnosis  of  jaundice. 

The  amount  of  serum  cholesterol  is  ele- 
vated in  obstructive  jaundice,  but  in  hepa- 
titis the  total  cholesterol  is  normal  or  slight- 
ly subnormal.  The  level  of  cholesterol  esters 
is  materially  reduced  in  acute  parenchymal 
liver-disease  and  is  one  of  the  best  tests  of 
current  liver  function  which  can  be  used  in 
estimating  the  prognosis  of  the  patient  with 
jaundice  due  to  hepatitis. 

The  galactose  tolerance  and  the  hippuric- 
acid-syntheses  tests  are  applicable  to  the 
problem  of  hepatitis  but  are  rarely  required 
to  properly  evaluate  it  and  are  open  to  mis- 
interpretation if  renal  function  is  impaired. 

The  bromsulfalein  excretion  test  is  not 
accurate  in  the  presence  of  jaundice. 

The  prothrombin  time  is  increased  in 
severe  hepatitis  and  the  normal  response  to 
parenteral  vitamin  K does  not  occur  in 
severe  cases.  Thus,  the  prothrombin-vitamin 
K test  has  some  value  in  prognosis. 

III.  The  Convalescent  Stage:  The  floccu- 
lation tests,  the  level  of  serum  bilirubin, 
cholesterol  and  esters  are  of  considerable 


prognostic  value  and  aid  in  determination 
of  the  status  of  the  patient.  In  the  absence 
of  jaundice  the  bromsulfalein  excretion  test 
is  particularly  valuable  in  recognizing  resi- 
dual hepatic  insufficiency.  A rise  in  urinary 
urobilinogen  which  had  previously  reached 
normal  may  indicate  a recurrence  of  acute 
parenchymal  liver-disease. 

LIST  OF  NORMAL  LABORATORY  VALUES 

Urine  bilirubin,  negative. 

Urine  urobilinogen,  0.3-1. 6 Ehrlich  units 
per  2 hours. 

Serum  bilirubin,  0.5  mg.  per  100  cc. 

Cephalin-cholesterol  flocculation,  negative 
to  one  plus. 

Thymol  turbidity,  1.4  units. 

Serum  alkaline  phosphatase,  2-4  Bodansky 
units  per  100  cc. 

Total  serum  cholesterol,  250-300  mg.  per 
100  cc. 

Cholesterol  esters,  50-60  per  cent  of  total. 

B.  S.  P.  excretion,  less  than  4 per  cent  re- 
tention in  45  minutes. 

Hippuric  acid  (oral),  2.5-3  gm.  or  more. 

Galactose  tolerance,  less  than  3 gm.  ex- 
creted in  5 hours. 

Prothrombin-vitamin  K test,  20  per  cent 
increase  in  prothrombin  in  24  hr.  after 
2 mg.  of  parenteral  vitamin  K. 
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Few  of  us  realize  that  tuberculosis  is  both  a 
cause  and  an  effect  of  indigency.  It  is  simple  to 
grasp  the  fact  that  poverty  lowers  resistance  so 
that  the  disease  spreads  rapidly  when  families  live 
on  an  inadequate  or  unbalanced  diet,  are  crowded 
into  insanitary  homes,  can  obtain  little  education. 
But  we  do  not  always  stop  to  think  how  directly 
tuberculosis  leads  to  poverty  in  families  where  it 
did  not  previously  exist.  A recent  study  of  a siz- 
able group  of  patients  pointed  out  that  less  than 
two  per  cent  of  the  patients’  families  were  relief 
recipients  at  the  time  of  diagnosis;  upon  being 
admitted  to  hospitals  a few  months  later,  16  per 
cent  of  the  families  of  these  same  patients  were 
on  relief.  Mary  Dempsey,  Statistical  Unit,  NTA, 
Feb.  3,  1954. 
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Viral  Hepatitis: 

Some  Aspects  of  Etiology  and  Epidemiology* 


Doctor  McFadden  first  separates  the  two  common 
types  of  viral  hepatitis  from  other,  less  frequent  ex- 
amples of  similar  diseases.  He  then  traces  the  his- 
tory of  infectious  jaundice  from  about  A.D.  750  to 
the  present.  The  author  proceeds,  then,  to  compare 
and  to  contrast,  in  considerable  detail,  the  epidem- 
iology of  the  two  recognized  types  of  viral  hepatitis 
— infectious  hepatitis  and  serum  hepatitis. 

EDITOR 

Exclusive  of  the  virus  of  yel- 
low fever,  there  are  probably 
several  closely  related  viral 
agents  capable  of  producing  a similar  clini- 
cal entity  in  humans  which  we  know  as 
viral  hepatitis.  Two  major  members  of  this 
group  of  infectious  agents  are  the  virus 
which  causes  infectious  viral  hepatitis  which 
may  properly  be  designated  Virus  IH  or 
Virus  A and  the  virus  which  causes  serum 
hepatitis  which  may  properly  be  designated 
Virus  SH  or  Virus  B.  A number  of  syno- 
nyms have  been  used  from  time  to  time  for 
both  of  these  viral  diseases.  Among  the 
more  common  synonyms  for  infectious  viral 
hepatitis  have  been  such  terms  as  epidemic 
hepatitis,  spontaneous  jaundice,  and  acute 
catarrhal  jaundice.  Common  synonyms  for 
serum  hepatitis  have  included  such  designa- 
tions as  homologous  serum  jaundice,  syringe 
hepatitis,  inoculation  jaundice,  transfusion 
jaundice,  late  arsphenamine  jaundice,  post- 
vaccinal jaundice,  and  so  forth. 

Study  of  ancient  history  reveals  that 
jaundice  of  unknown  etiology  has  occurred 
in  epidemic  form  in  many  wars  since  the 
time  of  Homer.  Perhaps  the  frequent  refer- 
ences to  ‘bilious  fevers’  are  references  to 
epidemics  of  this  entity.  Certainly,  in  A.D. 
751,  there  is  recorded  correspondence  be- 
tween Pope  Zacharias  and  Saint  Boniface 
concerning  an  epidemic  in  Western  Ger- 
many. After  a century  of  recorded  silence, 
we  find  comment  by  Cleghorn  concerning 
the  presence  of  this  disease  on  the  island 
of  Minorca,  in  1751.  The  first  truly  medical 
publication  was  that  of  Von  Herlitz,  in  1761, 
concerning  a small  epidemic  in  Western 
Germany.  During  the  eighteenth  and  nine- 
teenth centuries  epidemics  were  reported 
from  Germany  and  Central  Europe.  In 
1842,  Rokitansky  described  the  pathology  of 

♦Read  before  Omaha  Mid-West  Clinical  Society,  October,  1954. 
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acute  yellow  atrophy  of  the  liver.  In  1865, 
Virchow  described  mucous  plugs  within  the 
biliary  passages  of  autopsy  cases,  and  the 
entity  of  acute  catarrhal  jaundice  was  born. 
Estimates  have  been  given  that  at  least 
71,000  Union  troops  suffered  jaundice  of 
unknown  etiology  during  the  Civil  War.  The 
disease  was  similarly  common  during  the 
Napoleonic  wars  and  the  Boar  war.  Finally 
Frohlick  (1879)  and  Flindt  (1890)  sug- 
gested the  possibility  of  a relationship  be- 
tween catarrhal  jaundice,  epidemic  hepatitis, 
and  acute  yellow  atrophy  of  the  liver.  Dur- 
ing this  same  era,  epidemics  of  jaundice 
following  vaccination  for  smallpox  were 
noted  by  Lurman  in  Germany  (1880).  Not 
infrequently,  cases  of  jaundice  among  syph- 
ilitics treated  with  arsenicals  or  bismuth 
were  noted  in  this  same  era.  Eppinger 
(1922)  and  Rich  (1930)  were  among  the 
first  to  call  attention  to  the  fact  that  fatal 
cases  of  catarrhal  jaundice  show  a diffuse 
hepatitis  with  liver-cell  necrosis  and  that 
mucous  plugs  in  the  ampulla  of  Vater  are 
rarely,  if  ever,  seen.  Credit  for  recognition 
of  the  true  nature  of  causation  of  serum 
(inoculation)  hepatitis  goes  to  Swedish 
physicians  led  by  Flaum.  In  1926,  they 
described  an  epidemic  of  jaundice  among 
the  patients  attending  a diabetes-clinic.  A 
practical  technique  for  liver  biopsy,  intro- 
duced in  1939  by  Roholm  and  Iverson,  great- 
ly furthered  understanding  of  this  disease- 
entity. 

ETIOLOGY 

The  viral  concept  of  etiology  of  infectious 
and  serum  hepatitis  probably  had  its  origin 
in  the  work  of  Findlay  et  al  (1939),  but 
more  particularly  it  was  the  result  of  ob- 
servations and  experiments  carried  out  dur- 
ing the  course  of  World  War  II.  Without 
question  viral  hepatitis  constituted  the  most 
important  single  disease  of  World  War  II 
with  an  estimated  250,000  cases,  including 
both  those  due  to  IH  and  to  SH  viruses. 
During  this  period  Voegt  (1942)  was  the 
first  to  report  transmission  of  the  disease 
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to  human  volunteers  by  feeding  them  duo- 
denal contents  from  an  active  case  of  in- 
fectious hepatitis.  In  1943,  Cameron  demon- 
strated the  presence  of  infectious  hepatitis 
virus  in  the  blood  during  the  acute  phase 
of  the  disease.  In  1944,  MacCallum  and 
Bradley  and  Havens  et  al  separately  demon- 
strated presence  of  the  etiological  agent  in 
stool  during  the  acute  phase  of  infectious 
hepatitis.  In  1945,  Havens  and  associates 
demonstrated  that  the  infectious  agent  could 
pass  a bacteria-tight  filter  and  was  trans- 
missible serially  in  human  volunteers. 

Study  of  the  nature  of  the  viruses  of  in- 
fectious viral  hepatitis  and  serum  hepatitis 
has  been  greatly  hampered  by  inability  to 
transmit  the  infectious  agents  to  laboratory 
animals;  this,  despite  repeated  attempts  in 
a great  variety  of  animals.  Accordingly 
such  data  as  have  been  obtained  are  from 
restricted  experiments  on  human  volunteers 
and  from  clinical  observations  of  extensive 
epidemics  during  and  after  World  War  II. 
At  the  moment,  the  human  remains  our  best 
medium  for  growing  this  particular  group 
of  viruses.  Several  recently  reported  inves- 
tigations, however,  indicate  that  perhaps 
this  problem  may  soon  be  solved.  Stokes 
recently  reported  growth  of  Virus  IH  on 
chick-embryo  media,  transfer  of  the  virus 
through  18  passages,  and  production  of  a 
disease  resembling  hepatitis  in  human  vol- 
unteers with  this  transferred  virus.  Similar- 
ly Henle  and  co-workers  (1950)  reported 
propagation  of  the  Virus  IH  in  tissue  cul- 
ture and  in  embryonated  eggs  and  the  pro- 
duction of  an  experimental  skin  test  antigen 
following  inactivation  of  the  virus  with 
ultraviolet  light.  Jordan  and  Mirick  (1950) 
have  reported  serial  transmission  of  the 
virus  to  mice  when  the  infectious  agent  was 
inoculated  with  a hepatoxic  agent  such  as 
urethane  or  monocrotaline. 

Best  experimental  and  clinical  data  would 
indicate  that  two  viruses,  and  possibly  more 
than  one  strain  of  each,  are  involved  in  the 
production  of  viral  hepatitis.  These  two 
presumed  viruses  have  many  features  in 
common  but  also  differ  in  significant  fash- 
ion. Because  of  this,  Neefe  has  suggested 
the  use  of  “Virus  hepatitis  SH”  to  designate 
the  serum  hepatitis  form  and  “Virus  hepa- 
titis IH”  to  include  the  naturally  occurring, 
sporadic  and  epidemic,  disease. 

Some  of  the  characteristics  which  these 
two  viral  agents  possess  in  common  are  as 
follows:  (1)  Their  physical  properties  are 


essentially  the  same,  both  being  able  to  pass 
through  bacteria  retaining  filters  of  the 
Seitz  EK  type;  (2)  both  viral  agents  are 
able  to  withstand  significant  freezing  ex- 
posure and  long  storage  in  the  desiccated 
state;  (3)  neither  is  destroyed  by  1:2000 
merthiolate  solution,  by  0.5  per  cent  phenol 
solution,  or  by  0.2  per  cent  cresol  solution; 
(4)  both  withstand  the  ordinary  chlorina- 
tion of  drinking  water;  (5)  both  may  be 
inactivated  only  by  autoclaving,  boiling,  and 
possibly  by  exposure  to  ultraviolet  light; 
(6)  heating  to  60°  C.  for  10  hours  apparent- 
ly inactivates  both  agents,  a fact  of  import- 
ance in  the  treatment  of  human  serum  al- 
bumin; and  (7)  both  are  serially  transmis- 
sible in  human  volunteers  and  produce  clini- 
cally similar  disease  with  some  degree  of 
homologous  immunity,  but  no  cross  immun- 
ity. 

The  significant  differential  features  be- 
tween these  two  agents  are  as  follows:  (1) 

The  incubation  period  of  infectious  viral 
hepatitis  is  usually  short,  ranging  from  17- 
40  days,  whereas,  that  of  serum  hepatitis  is 
long,  ranging  from  40-160  days;  (2)  the 
onset  of  infectious  viral  hepatitis  is  abrupt, 
usually  with  evident  constitutional  symp- 
toms and  fever,  whereas  the  onset  of  serum 
hepatitis  is  usually  insidious  with  minimal 
constitutional  symptoms  and  little  or  no 
fever;  (3)  gamma  globulin  has  been  shown 
to  be  effective  in  prophylaxis  of  infectious 
hepatitis  but  not  in  serum  hepatitis ; (4)  the 
mortality  rate  is  about  0.2  per  cent  in  in- 
fectious hepatitis,  but  ranges  from  0.2  to  20 
per  cent  in  serum  hepatitis;  (5)  virus  has 
been  demonstrated  in  the  stool  of  cases  of 
infectious  hepatitis,  but  not  in  cases  of 
serum  hepatitis;  (6)  although  virus  IH  has 
been  demonstrated  in  the  blood  of  patients 
early  in  the  course  of  infectious  hepatitis, 
the  parenteral  route  of  transmission  is  ques- 
tioned as  a normally  occurring  method  of 
spread,  while  on  the  other  hand,  Virus  SH 
has  been  demonstrated  in  the  blood  of  pa- 
tients during  the  incubation  period,  active 
disease,  and  convalescent  period  of  serum 
hepatitis  and  furthermore  the  parenteral 
route  is  the  normal  method  of  spread;  (7) 
infection  with  either  IH  or  SH  virus  renders 
some  degree  of  immunity  against  a subse- 
quent attack  by  the  same  virus.  Infection 
with  IH  virus,  however,  does  not  render  im- 
munity against  a subsequent  attack  of  SH 
virus  or  vice  versa.  This  material  is  sum- 
marized in  Table  I which  follows. 
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TABLE  I 

CONTRAST  BETWEEN  VIRAL  HEPATITIS  IH  (A) 
AND  VIRAL  HEPATITIS  SH  (B) 


Virus  IH  (A) 

Virus  SH  (B) 

1. 

Incubation  period 

17-40  days 

40-160  days 

2. 

Type  of  onset 

Abrupt 

Insidious 

3. 

Constitutional  symptoms. 

at  onset 

Marked 

Minimal 

4. 

Fever  at  onset 

Present 

Absent 

6. 

Immunity  to  IH  _ _ 

Yes 

No 

6. 

Immunity  to  SH 

-No 

Yes 

7. 

Cross  immunity  _ 

No 

No 

8. 

Virus  in  stools 

Yes 

No 

9. 

Blood  carriers  _ . 

..  Questionable 

Yes 

10. 

Skin  test  with  IH  virus 

inactivated  _ 

.Yes 

No 

11. 

Gamma  globulin  prophylaxis- 

-Effective 

Not  effective 

12. 

Mortality  _ 

-0.2% 

0.2  - 20% 

EPIDEMIOLOGY 

The  etiological  agent  of  infectious  viral 
hepatitis  is  apparently  worldwide  in  distri- 
bution inasmuch  as  naturally  occurring  spor- 
adic and  epidemic  forms  of  the  disease  have 
been  reported  from  most  areas.  Apparently, 
there  is  some  variation  in  degree  as  to  in- 
cidence with  such  areas  as  China,  the  Philip- 
pines, Germany,  and  the  Mediterranean  area 
reporting  high  incidence.  In  certain  parts 
of  the  world  there  is  a distinct  seasonal  trend 
with  an  increase  in  prevalence  of  the  infec- 
tion during  the  autumn,  sometimes  building 
up  to  epidemic  proportions  during  the  win- 
ter and  declining  in  incidence  in  the  spring. 

Within  the  civilian  population,  epidemics 
have  been  most  common  within  institutional- 
ized groups,  schools  and  within  family  cir- 
cles. In  families  the  usual  sequence  is  that 
one  member  acquires  the  disease,  then  is  fol- 
lowed, after  3 to  4 weeks,  by  its  appearance 
in  one  or  more  other  members  of  the  family. 
This  somewhat  leisurely  or  smouldering  type 
of  spread  is  also  common  within  military 
units;  however,  within  the  military,  sharp 
epidemics  affecting  as  many  as  40-50  per 
cent  of  a command  have  been  reported. 

If  one  considers  the  available  data  con- 
cerning Virus  IH  (Virus  A),  it  is  obvious 
that  several  methods  of  spread  of  this  virus 
are  possible:  (1)  by  the  intestinal  oral 

route,  (2)  by  the  respiratory  route,  (3)  by 
the  parenteral  route,  or  (4)  by  a biting  in- 
sect. 

The  intestinal-oral  route  appears  to  be 
the  natural  method  of  spread  for  this  virus. 
This  is  logical  in  the  face  of  epidemiological 
data  that  close  person  to  person  contact  is 
required  for  epidemic  spread  of  the  virus. 
We  would  also  call  attention  to  the  numerous 
reports  in  the  literature  of  explosive  water- 
borne, milk-borne,  and  food-borne  epidemics 
of  infectious  hepatitis.  The  association  of 
infectious  hepatitis  with  other  infectious  in- 
testinal disease  such  as  salmonellosis  and 


shigellosis  is  well  known.  Finally,  the  dem- 
onstrated presence  of  the  virus  in  the  feces 
of  known  cases,  coupled  with  the  ability  to 
produce  the  disease  in  human  volunteers  by 
feeding,  are  tantamount  to  proof. 

Some  consider  the  respiratory  route  as  a 
possible  method  of  transmission  of  Virus  IH. 
In  support  of  this  route  one  can  point  to  the 
epidemic  and  seasonal  pattern  of  cases ; how- 
ever, the  failure  to  demonstrate  the  virus  in 
the  nasopharyngeal  secretions  is  strong  evi- 
dence against  this  possible  method  of  spread. 

Inasmuch  as  virus  has  been  demonstrated 
in  the  blood  of  cases  of  infectious  viral  hepa- 
titis during  the  acute  phase  of  the  disease, 
some  feel  that  the  disease  may  be  trans- 
mitted by  biting  insects.  Although  it  is  pos- 
sible that  mechanical  transmission  may 
occur  by  this  method,  there  is  little  or  no 
evidence  to  support  this  route  of  transmis- 
sion as  either  a common  or  naturally  occur- 
ring one. 

Parenteral  spread  of  Virus  IH  via  the 
medium  of  contaminated  blood  and  blood- 
products  or  via  improperly  sterilized  syrin- 
ges and  needles  is  a perfectly  logical  method 
of  transmission  in  view  of  the  demonstrated 
presence  of  the  virus  in  the  blood  in  the 
acute  phase  of  the  disease,  when  this  in- 
formation is  coupled  with  the  known  infec- 
tious quality  of  exceedingly  small  volumes 
of  such  blood.  This  is  not  a spontaneous  or 
naturally  occuring  method  of  spread. 

There  is,  apparently,  no  sex  preference  in 
incidence  of  infectious  viral  hepatitis  in  a 
mixed  population.  The  disease  may  be  seen 
in  all  age  groups  but  is  distinctly  most  com- 
mon in  infants  and  children.  During  war- 
time, however,  the  majority  of  cases  have 
been  reported  in  young  male  adults.  Older 
persons  apparently  have  a decreased  attack 
rate  which  is  probably  the  result  of  some 
degree  of  homologous  immunity  resulting 
from  a previous  clinical  or  subclinical  exper- 
ience with  the  virus.  As  evidence  of  this 
immunity  as  many  as  33  per  cent  of  adults 
may  show  a positive  skin  test  to  the  experi- 
mental Virus  IH  antigen  prepared  by  Henle. 
Many  of  these  persons  have  no  previous  his- 
tory of  jaundice  or  of  hepatitis. 

The  etiological  agent  of  serum  hepatitis 
is  also  widely  distributed  in  the  world.  Virus 
SH  (Virus  B)  has  been  demonstrated  in  the 
circulating  blood  during  the  incubation  per- 
iod, during  the  active  disease,  and  during  the 
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convalescent  period  of  serum  hepatitis.  In 
addition,  occasional  asymptomatic  blood  car- 
riers of  this  virus  have  been  discovered.  The 
virus  has  not,  however,  been  demonstrated 
in  the  stool. 

Evidence  supports  the  theory  that  Virus 
SH  is  transmitted  only  by  the  parenteral 
route,  either  through  the  medium  of  improp- 
erly sterilized  syringes,  needles,  and  so  forth, 
or  through  the  administration  of  contamin- 
ated blood,  plasma,  or  blood-products.  Fitz- 
patrick (1953)  presents  the  following  illus- 
tration of  the  relative  danger  of  transmis- 
sion of  virus  SH  with  commonly  used  human 
blood  products: 

Heat  treated  albumin  — No  reported  cases. 

Gamma  globulin  — One  reported  case,  pos- 
sibly invalid. 

Whole  blood  or  single  unit  plasma  — 0.6- 
0.8  per  cent. 

Small  plasma  pools  (5-10  units);  Multiple 
blood  transfusions  — 1.5  per  cent. 

Large  plasma  pools  (1,000-5,000  units)  — 
4.5-12  per  cent. 

Older  individuals  seem  to  be  at  least  as 
susceptible  to  SH  virus  as  younger  persons. 

SUMMARY 

In  this  discussion  we  have  emphasized 
the  more  important  considerations  in  the 
epidemiology  of  infectious  viral  hepatitis 
and  serum  hepatitis.  In  addition,  present 
concepts  concerning  the  nature  of  Virus  IH 
(Virus  A)  and  of  Virus  SH  (Virus  B)  have 
been  discussed. 
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SODIUM  RETENTION  IN  PREGNANCY 
SUGGESTED  AS  BASIS 
OF  TOXEMIA 

Increased  adrenocortical  activity  and  sodium  re- 
tention in  certain  pregnant  women  has  been  sug- 
gested as  the  starting  point  of  pre-eclampsia,  a 
chief  form  of  the  toxemias  of  pregnancy,  in  an 
article  in  Diuretic  Review  (June,  1954). 

Toxemia  of  pregnancy,  marked  by  fluid  retention 
in  the  last  trimester  of  pregnancy,  is  believed  re- 
sponsible for  approximately  one  fourth  of  maternal 
deaths.  Its  cause  is  not  yet  known,  and  the  symp- 
toms always  disappear  with  the  termination  of  preg- 
nancy. The  triad  of  symptoms  in  pre-eclampsia 
consist  of  edema,  hypertension  and  albuminuria. 

“Pre-eclampsia  appears  to  be  simply  a more  pro- 
nounced retention  state  than  that  seen  in  the  edema 
of  normal  pregnancy,”  the  article  suggests.  It 
points  out  that  all  pregnant  women  retain  fluid. 

In  a review  of  recent  literature  dealing  with  the 
origin  of  toxemia  in  pregnancy,  the  article  ascribes 
the  increased  fluid  retention  to  increased  activity 
of  some  of  the  adrenal  cortical  hormones,  particu- 
larly to  the  newly  discovered  mineralocorticoids. 

Several  recent  studies  have  noted  a correlation 
between  increased  adrenocortical  activity  and  edema, 
the  article  points  out.  Moreover,  the  onset  and  con- 
trol of  the  other  two  symptoms,  albuninuria  and 
hypertention,  have  been  known  to  coincide  with  the 
onset  and  control  of  edema. 

Such  factors  have  led  to  trials  of  diuretic  therapy 
in  addition  to  other  obstetrical  measures;  and  com- 
parative studies  have  been  published.  Diuretic  Re- 
view is  the  first  professional  publication  devoted 
exclusively  to  research  and  current  trends  in  cardio- 
renal and  electrolyte  therapy.  It  is  distributed  to 
physicians  and  educators  by  Lakeside  Laboratories, 
Inc.,  Milwaukee. 
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The  Control  and  Prevention  of 


Acute  Viral  Hepatitis * 


Doctor  Barry  contrasts  infectious  hepatitis  with 
serum  hepatitis  as  to  source  and  route  of  infection, 
production  of  immunity,  and  means  of  avoiding  infec- 
tion or  of  destroying  the  viruses.  He  points  out  the 
difficulties  involved  in  control  and  prevention  of  the 
diseases  then  recites  the  measures  that  are  useful  or 
imperative  as  indicated  by  our  present  knowledge 
of  these  infectious  agents. 

EDITOR 

THE  control  and  prevention  of 
viral  hepatitis  deal  with  four 
problems:  (1)  The  source  of 

the  infection;  (2)  the  route  of  inoculation; 
(3)  questions  of  immunity;  and,  (4)  means 
of  destroying  these  viruses.  If  the  causative 
viruses  could  be  destroyed  when  they  leave 
the  body,  if  their  entrance  into  the  body 
could  be  prevented,  or  if  immunity  could 
be  established,  these  diseases  would  be  under 
control. 

Infectious  hepatitis  and  serum  hepatitis 
are  caused  by  viruses  which  are  very  re- 
sistant and  difficult  to  destroy.  They  sur- 
vive freezing  and  can  exist  in  the  frozen 
state  for  long  periods  of  time.  They  are 
not  affected  by  drying  or  by  lyophylization. 
In  the  liquid  state  they  are  less  resistant 
and  ultimately  die.  They  can  be  destroyed 
by  heat  and  by  strong  chemicals.  Problems 
of  control  and  prevention  of  hepatitis  are 
difficult  because  the  diagnosis  is  clinical 
and  there  are  no  simple  laboratory  proce- 
dures to  confirm  it.  Animals  are  not  sus- 
ceptible to  viral  hepatitis,  and  experimenta- 
tion must  be  on  human  volunteers.  The  con- 
trol of  infectious  hepatitis  and  of  serum 
hepatitis  involve  different  problems,  there- 
fore they  must  be  considered  separately. 

In  the  case  of  infectious  hepatitis  the 
virus  enters  the  body  by  way  of  the  mouth 
and  is  excreted  in  the  feces.  It  is  not  present 
in  the  urine  or  in  the  nasopharyngeal  secre- 
tions. It  is  present  in  the  blood  stream  early 
in  the  course  of  the  disease.  The  infection 
is  transmitted  almost  exclusively  by  the 
fecal-oral  route  and  methods  of  prevention 
are  directed  towards  disrupting  this  cycle, 
either  by  destroying  the  virus,  or  by  pre- 
venting its  entrance  into  the  gastrointestinal 
tract.  In  order  to  accomplish  this  objective, 
it  is  important  that  the  diagnosis  be  made 

*Read  before  Omaha  Mid-West  Clinical  Society,  October,  1954. 
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early  and  that  control  measures  be  insti- 
tuted as  soon  as  possible.  The  fecal  matter 
must  be  disinfected  by  chemicals  or  heat. 
Clothes,  bed  linens,  dishes  and  all  other 
articles  that  might  be  contaminated  must 
be  properly  disinfected.  All  persons  who 
care  for  or  come  in  contact  with  patients 
suffering  from  infectious  hepatitis  should 
exercise  proper  precautions  lest  they  become 
infected.  The  hands  should  be  thoroughly 
washed  after  such  exposures.  Stokes(1)  cites 
an  epidemic  of  infectious  hepatitis  among 
nurses  in  an  orphanage  which  was  brought 
under  control  by  washing  hands  after  every 
contact. 

The  virus  is  present  in  the  blood  stream 
for  a short  period  in  the  early  stages  of 
the  disease.  It  is,  therefore,  important  to 
observe  proper  precautions  when  taking 
blood  samples,  and  it  is  recommended  that 
gloves  be  worn  during  such  procedures. 

Water  supply  can  be  readily  contami- 
nated. This  is  a common  source  of  infec- 
tion <2>  and  one  that  has  been  responsible 
for  numerous  epidemics.  The  prevention  of 
contamination  of  water  supply  requires  the 
usual  sanitary  measures  directed  towards 
the  prevention  of  fecal  contamination. 
Treatment  of  water  contaminated  with  virus 
A,  to  render  it  safe  for  human  consumption, 
is  difficult,  because  the  virus  is  not  easily 
destroyed.  Exposure  to  chlorine,  one  part 
per  million  for  thirty  minutes,  is  not  suffi- 
cient. Superchlorination  attenuates  the  virus 
but  does  not  destroy  it<3h  The  virus  can  be 
destroyed  by  boiling,  where  that  is  feasible, 
or  by  storage  for  long  periods. 

Carriers  of  infectious  hepatitis  are  not 
common <4K  Chronic  cases  of  low  virulence 
are  important,  and,  since  they  often  exist 
without  jaundice,  are  often  not  diagnosed. 

Infectious  hepatitis  produces  a lasting 
immunity,  and  a second  infection  rarely 
occurs.  Because  of  this  immunity  the  occur- 
ence of  the  infection  is  less  common  in 
older  persons  than  it  is  in  younger  ones. 
Temporary  immunity  which  lasts  for  two 
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months  can  be  conferred  by  the  use  of 
gamma  globulin,  0.01  cc.  per  pound  of  body 
weight*5).  Its  use  is  recommended  in  all 
known  exposures.  It  either  confers  immun- 
ity or  attenuates  the  infection  if  it  occurs. 

The  problems  involved  in  the  control  and 
prevention  of  serum  hepatitis  are  different 
from  those  of  infectious  hepatitis  because 
the  routes  of  inoculation  and  the  sources 
of  infection  are  different.  The  virus  of 
serum  hepatitis  is  present  in  the  blood 
stream  of  active  cases  and  of  carriers  and 
is  not  present  in  the  nasopharyngeal  secre- 
tions, the  urine,  or  the  feces.  The  route  of 
infection  is  parenteral  and  is  by  inocula- 
tion thru  the  skin.  The  virus  is  transferred 
from  the  blood  stream  of  one  person  to  that 
of  another.  Among  the  common  means  of 
transmission  are:  (a)  blood  transfusions; 
(b)  pooled  dried  blood  plasma;  (c)  vaccines 
contaminated  with  human  serum;  (d)  con- 
taminated needles,  syringes,  lancets,  tattoo 
needles,  razors;  (e)  handling  of  blood  pro- 
ducts. 

Carriers  of  serum  hepatitis  are  common. 
It  is  estimated  that  0.2  - 0.5  per  cent  of  the 
general  population  may  be  carriers*4),  and 
the  incidence  of  serum  hepatitis  following 
blood  transfusions  is  between  0.45  and  1 
per  cent*6).  There  is  no  known  way  of  de- 
tecting these  carriers  or  of  sterilizing  the 
blood  donated  by  carriers.  Recent  papers 
indicate  that  almost  all  carriers  have  ab- 
normalities in  their  liver  function  tests  and 
that  it  may  be  possible,  with  selected  liver 
function  tests,  to  screen  donors  and  thus  to 
eliminate  some  of  the  carriers  of  serum 
hepatitis *6).  The  risk  of  transmitting  serum 
hepatitis  always  must  be  kept  in  mind  in 
giving  blood  transfusion.  It  is  a factor  that 
must  be  accepted  as  a calculated  risk. 

Dried  pooled  plasma  is  one  of  the  com- 
mon sources  of  serum  hepatitis.  One  in- 
fected donor  is  sufficient  to  contaminate 
the  entire  pool.  The  larger  the  pool,  the 
greater  the  risk.  The  pools  are  kept  large 
in  order  to  dilute  strong  isoagglutinins  and 
thus  to  render  reactions  in  the  recipients 
less  likely.  Since  carriers  are  common, 
larger  plasma  pools  are  often  contamin- 
ated. The  incidence  of  serum  hepatitis 
after  plasma  transfusions  may  be  as  high 
as  20  per  cent  in  large  pools.  The  indications 
for  resorting  to  the  use  of  dried  plasma 
must  be  of  sufficient  urgency  to  warrant 
accepting  this  risk.  Various  procedures 


have  been  resorted  to  in  an  attempt  to 
sterilize  the  plasma.  The  use  of  ultraviolet 
irradiation  for  this  purpose  has  not  been 
found  reliable.  In  liquid  environment  the 
virus  is  not  as  stable  as  it  is  in  the  dried 
state,  and  some  observers  have  reported 
that  if  pooled  plasma  is  stored  at  room 
temperature  for  six  months  in  the  liquid 
state  its  use  carries  almost  no  risk  of  serum 
hepatitis*7^.  When  stored  under  these  condi- 
tions there  are  no  harmful  alterations  in 
the  plasma*8).  After  such  storage,  the  plas- 
ma might  be  dried  if  necessary  and  its  use 
would  be  safe. 

Needles,  syringes,  and  blood  lancets  may 
be  contaminated  when  used  on  persons  who 
happen  to  be  carriers.  These  implements 
can  thus  be  a source  of  infection  for  other 
persons  on  whom  they  are  subsequently 
used.  Needles,  syringes,  and  blood  lancets 
should  be  washed  clean  and  be  properly 
sterilized  before  they  are  used.  These  vi- 
ruses are  destroyed  by  boiling  in  water  for 
fifteen  minutes  or  by  dry  heat  at  165  de- 
grees C.  (329  degrees  F.)  for  one  hour.  The 
use  of  disposable  lancets  eliminates  this 
problem. 

Serum  hepatitis  may  be  classified  as  an 
occupational  disease  in  laboratory  personnel 
or  other  persons  engaged  in  handling  human 
blood  or  blood  products.  Adequate  precau- 
tions should  be  taken  such  as  the  wearing 
of  rubber  gloves.  Infection  can  take  place 
thru  small  cuts  or  abrasions  on  the  hands. 
Gloves  should  be  worn  when  drawing  blood 
samples  from  known  infected  cases  and  such 
samples  should  be  labelled  to  warn  others 
who  may  handle  them. 

SUMMARY 

Infectious  hepatitis  is  transmitted  chiefly 
by  the  fecal-oral  route.  The  usual  sanitary 
measures  should  be  employed  to  prevent  its 
spread.  Gamma  globulin  produces  a tempo- 
rary immunity  and  should  be  administered 
to  persons  who  have  been  exposed.  Serum 
hepatitis  is  transmitted  by  the  parenteral 
route  by  means  of  blood  transfusions,  dried 
pooled  plasma,  contaminated  syringes  and 
needles.  Pooled  plasma  if  stored  in  the 
liquid  state  at  room  temperature  for  six 
months  becomes  noninfectious.  Syringes 
and  needles  must  be  properly  sterilized. 
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Technical  Exhibits 

(Continued  from  page  16-A) 

Pfizer  Laboratories,  Brooklyn  6,  New  York — Booth 
No.  1.  You  are  invited  to  visit  the  Pfizer  booth. 
TERRAMYCIN  INTRAMUSCULAR,  CORTRIL, 
BONAMINE  and  TYZINE  will  be  the  highlights  this 
year  of  a star-studded  cast  including  the  complete 
line  of  TESTED  and  PROVED  Terramycin  dosage 
forms,  TETRACYN,  the  latest  broad-spectrum  anti- 
biotic and  the  Steraject  line  of  injectable  penicil- 
lin and  Combiotic  preparations. 

Physicians  & Hospitals  Supply  Co.,  Inc.,  1400  Har- 
mon Place,  Minneapolis  3,  Minnesota — Booth  No. 
25.  The  latest  type  of  medical  equipment  will  be 
on  display  in  our  booth,  including  diathermies,  office 
autoclaves,  defibrillators.  SEE  YOU  AT  BOOTH  25. 

Picker  X-Ray  Corporation  of  Nebraska,  3301-03 
Cumming  Street,  Omaha,  Nebraska — Booth  No.  5. 
“In  keeping  with  these  days  of  automatic  transmis- 
sion, automatic  washing  machines,  et  cetera,  the 
Picker  X-Ray  Corporation  will  have  on  display  a 
completely  new  type  of  automatic  Control  which 
will  be  used  on  their  100  MA  Machine  in  the  future. 
This  new  Control  is  so  simple  and  automatic  that  no 
technique  chart  is  required.  The  Picker  X-Ray  Cor- 
poration will  also  have  on  display  several  new  ac- 
cessory and  supply  items.” 

A.  H.  Robins  Company,  Inc.,  1407  Cummings 
Drive,  Richmond  20,  Virginia — Booth  No.  14.  Physi- 
cians atending  the  meeting  of  the  Nebraska  State 
Medical  Association  are  extended  a cordial  invita- 
tion to  visit  the  exhibit  of  the  products  of  the  A.  H. 
Robins  Company.  Experienced  medical  representa- 
tives will  be  in  attendance  to  welcome  you  and  an- 
swer inquiries  relative  to  any  of  Robins’  prescrip- 
tion specialities. 

Sandoz  Pharmaceuticals,  Route  10,  Hanover,  New 
Jersey — Booth  No.  4.  Sandoz  Pharmaceuticals  cor- 
dially invites  you  to  visit  our  display  at  booth  4. 
FIORINAL  a new  approach  to  therapy  of  tension 
headaches  and  other  head  pain  due  to  sinusitis  and 
myalgia.  PLEXONAL  Sandoz  introduces  a new 
sedative-hypnotic — Plexonal.  This  exhibit  demon- 
strates that  Plexonal  is  not  just  another  sedative, 
but  is  one  developed  on  a new  pharmacologic  ap- 
proach. The  action  of  subthreshold  doses  of  classic 


sedative  agents  are  potentiated  and  enhanced  by  au- 
tonomic and  central  acting  drugs.  BELLERGAL 
Time-tested  and  clinically  proven  as  a potent  autono- 
mic inhibitor  in  a variety  of  psychocomatic  dis- 
orders. Supporting  clinical  evidence  will  be  pre- 
sented. ACYLANID  has  all  the  advantages  of  digi- 
toxin  but  the  safety  of  whole  leaf  digitalis. 

W.  B.  Saunders  Company,  West  Washington 
Square,  Philadelphia  5,  Pennsylvania — Booth  No.  27. 
Glenn  Dunn  will  once  again  be  on  hand  with  Saun- 
ders complete  line.  Among  the  newest  of  special 
interest  will  be  Cecil-Loeb:  Medicine;  Current  Ther- 
apy 1955;  Greenhill:  Obstetrics;  Cantarow  & Trum- 
per:  Clinical  Biochemistry;  Deutschberger:  Fluoros- 
copy; Shackelford:  Bickham’s  Surgery  of  the  Ali- 
mentary Tract;  and  a new  edition  of  Christopher: 
Minor  Surgery.  , 

G.  D.  Searle  & Company,  P.O.  Box  5110,  Chicago 
80,  Illinois — Booth  No.  16.  You  are  cordially  in- 
vited to  visit  the  Searle  booth  where  our  representa- 
tives will  be  happy  to  answer  any  questions  regard- 
ing Searle  Products  of  Research.  Featured  will  be 
Mictine,  the  new  safe,  non-mercurial  oral  diuretic; 
Vallestril,  the  new  synthetic  estrogen  with  extremely 
low  incidence  of  side  reactions;  Banthine  and  Pro- 
Banthine,  the  standards  in  anti-cholinergic  therapy; 
and  Dramamine,  for  the  prevention  and  treatment  of 
motion  sickness  and  other  nauseas. 

Seiler  Surgical  Company,  111  South  17th  Street, 
Omaha  2,  Nebraska — Booth  No.  11.  We  cordially 
invite  all  members  and  friends  to  attend  our  booth 
No.  11  where  displays  of  the  latest  new  items  will 
be  on  show. 

Smith-Dorsey  Company,  Inc.,  233  South  10th 
Street,  Lincoln  8,  Nebraska — Booth  No.  24.  Real- 
izing that  no  two  phyertensives  are  alike  the  Dorsey 
booth  features  Tim  Jones  and  Julia  Miller.  Because 
he  has  a diagnosis  of  moderately  severe,  chronic, 
fixed  hypertension  Tim  Jones  must  stay  on  Rauvera. 
Julia  Miller,  on  the  other  hand,  does  well  on  Rau- 
tensin.  She  is  a moderate  hypertensive  (Grade  II) 
with  tachycardia.  You  will  want  to  stop  by  and 
meet  them. 

E.  R.  Squibb  & Sons,  745  Fifth  Avenue,  New 
York  22,  New  York — Booth  No.  10.  “New  Squibb 
Products  and  new  brochures  of  useful  interest  to 
you  on  products  already  introduced,  will  be  fea- 
tured at  Booth  No.  30.  As  in  former  years,  your 
Squibb  Representative  again  cordially  invites  you 
to  visit  the  Squibb  Booth.” 

Ulmer  Pharmacal  Company,  1400  Harman  Place, 
Minneapolis  3,  Minnesota — Booth  No.  26.  Our  Mr. 
Kidd  and  Mr.  Vlach  will  be  ready  at  our  booth  to 
give  you  information  regarding  the  latest  Ulmer 
products.  We  hope  you  will  ask  for  information  re- 
garding NARONE  “Ulmer”  which  is  an  outstand- 
ing analgesic  for  the  relief  of  pain;  also,  our 
CHLORADONNA  which  is  a new  approach  in  the 
control  of  spasm,  supplying  chloral  hydrate  with 
natural  belladonna  alkaloids;  also  PREGNECAL 
which  is  highly  recommended  as  a therapeutic  sup- 
plement in  severe  deficiencies  prenatally.  Several 
rauwolfia  products  will  be  available  for  your  con- 
sideration. We  hope  you  will  pick  up  your  copy  of 
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our  new  1955  therapeutic  catolog.  We  invite  you 
to  make  our  booth  your  headquarters. 

Winthrop-Stearns,  Inc.,  1450  Broadway,  New  York 
18,  New  York — Booth  No.  8.  Alevaire — nontoxic  in- 
halant, is  useful  for  preventing  postoperative  pul- 
monary complications  as  well  as  for  the  treatment 
of  bronchitis,  bronchiectasis  and  neonatal  asphyxia 
due  to  atelectasis  or  aspiration  of  amniotic  fluid. 
Theominal  R.S.  (Theominal  with  Rauwolfia  serpen- 
tina), an  alliance  of  the  classic  and  contemporary 
in  antihypertensive  compounds.  Theominal  R.S. 
combines  the  vasodilator  and  myocardial  stimulant 
actions  of  theobromine  and  Luminal  with  the  mod- 
erate central  hypotensive  effect  of  Rauwolfia  ser- 
pentina. Gentle  sedation  calms  the  patient  and  a 
feeling  of  “relaxed  well  being”  is  established.  Head- 
ache and  vertigo  disappear  as  the  blood  pressure  and 
pulse  rate  are  reduced  gradually. 


Rehabilitation  is  not  a part  of  treatment  but  is 
the  entire  process  by  which  we  take  the  tuberculous 
patient  as  he  is,  guide  him  into  the  sanatorium,  treat 
his  physical  disease  and  his  fear,  guide  him  into  the 
proper  social  and  economic  channels,  and  finally 
place  him  securely  and  permanently  in  his  commun- 
ity in  all  safety  to  himself  and  others.  Joseph  A. 
Smith,  M.D.,  Public  Health  News,  Sept.,  1952. 


The  present  trend  toward  providing  treatment  and 
supervision  in  the  home  for  a relatively  longer 
period  of  the  tuberculosis  patient’s  illness  is  creating 
some  important  problems.  It  makes  close  coordina- 
tion among  all  professional  personnel  involved  — 
physicians,  nurses,  social  workers,  rehabilitation 
workers,  and  others  — even  more  important  than 
before.  James  E.  Perkins,  M.D.,  NTA  Bulletin, 
May,  1954. 


MEET  SOME  OF  OUR 

NEW 


Doctor  I.  William  Brill’s  birthplace  was  Indianapolis,  Indiana,  on 
September  9,  1913,  where  he  received  his  elementary  education.  He  en- 
rolled at  Indiana  University  and  completed  his  premedical  and  medical 
education,  graduating  with  the  degree,  Doctor  of  Medicine,  in  1939. 
From  this  date  until  1941,  he  served  an  internship  at  Indianapolis  City 
Hospital.  In  1946,  Dr.  Brill  accepted  a residency  at  the  University  of 
Michigan  in  the  Department  of  Psychiatry  where  he  remained  until  1948. 

He  is  certified  by  the  American  Board  of  Psychiatry  and  Neurology. 

Dr.  Brill  holds  memberships  in  the  American  Association  of  the 
Advancement  of  Science,  American  Psychiatric  Association,  and  Ne- 
braska Society  of  Neurology  and  Psychiatry. 

Military  duty  performed  by  Dr.  Brill  consisted  of  Army  Service 
from  1941-46. 

Dr.  Brill  and  wife,  Naomi,  have  three  children:  Cynthia,  age  4; 
Peter,  age  10,  and  Roger,  age  6. 

Square  dancing  and  swimming  are  his  main  interests  for  recreation. 

Presently,  Dr.  Brill  is  serving  as  Chief  of  the  Mental  Hygiene  Divi- 
sion, Student  Health  Center,  at  the  University  of  Nebraska  in  Lincoln 
and  as  Assistant  Professor  of  Psychiatry  at  the  University  of  Nebraska 
College  of  Medicine. 

Address:  4625  South  Street,  Lincoln,  Nebraska. 


Doctor  C.  T.  Frerichs  was  born  in  Coleridge,  Nebraska,  on  March  11, 
1924,  where  he  attended  elementary  schools.  His  premedical  and  medical 
education  were  received  at  Miami  University,  Oxford,  Ohio,  and  the 
University  of  Nebraska  where  he  graduated  in  1947. 

Dr.  Frerichs  interned  at  University  Hospitals  of  Cleveland.  He 
served  a residency  at  Mayo  Foundation  for  Medical  Education  and  Re- 
search from  1952-55.  In  1954,  he  was  awarded  a Master  of  Science 
degree  in  Medicine  from  the  University  of  Minnesota. 

Dr.  Frerichs  served  in  the  United  States  Navy  from  1943-45  and 
again  from  1949  to  1951. 

He  and  his  wife,  Julia,  have  two  children:  Florence  Christine,  age 
3,  and  Frances  Anne,  age  1. 

His  hobbies  are  playing  golf  and  fishing. 

Address:  114  South  Sixth  Street,  Beatrice,  Nebraska. 


172 


Nebraska  S.  M.  J. 


CITE  VALUE  OF  CONSERVATIVE 
TREATMENT  AND  ASPIRIN  IN  ARTHRITIS 

Substantial  improvement  in  the  condition  of  200 
of  282  patients  with  rheumatoid  arthritis  follow- 

)ing  a course  of  “conservative”  treatment  plus  use 
of  aspirin  is  cited  by  the  Arthritis  and  Rheumatism 
Foundation  in  its  Bulletin  on  Rheumatic  Diseases 

I (May,  1954). 

Bed  rest,  daily  exercise  of  the  affected  joints, 
heat  and  aspirin  contributed  more  toward  improve- 
ment of  the  crippling  condition  than  modern  hor- 

Imonal  therapy,  according  to  the  publication.  The 
results  are  based  on  a two  and  one-half  year  study 
of  hospitalized  patients. 

I Of  the  282  cases,  183  were  either  partially  crippled 

and  dependent  upon  others,  or  completely  crippled 
and  confined  to  bed  or  a wheelchair.  After  con- 
servative treatment,  200  of  the  282  patients  were 


substantially  improved  and  113  were  able  to  take 
care  of  themselves  completely,  hold  jobs  and  enjoy 
a social  life. 

Of  62  patients  confined  to  bed  at  the  beginning 
of  the  study,  only  one  remained  bed-fast  two  and 
one-half  years  later.  Bed  rest  was  prescribed  dur- 
ing the  active  phase  of  the  rheumatoid  condition, 
and  consisted  of  lying  on  a firm  mattress  or  board. 
Stable  foot  supports  were  provided  and  only  one 
low  pillow  was  permitted  at  night. 

Even  during  bed  rest,  it  is  reported,  daily  exercise 
restored  muscle  power  and  prevented  the  joints  from 
freezing  into  a bent  or  useless  position.  Exercise 
continued  through  a complete  range  of  joint  motion 
even  after  bed  rest  was  no  longer  necessary. 

Aspirin  was  administered  in  relatively  large  doses, 
with  an  almost  complete  absence  of  undesirable  re- 
actions. 


W EMBERS 


Nebraska  State  Medical  Association 


Doctor  Donald  R.  Marples  was  bom  in  Cambridge,  Nebraska  on 
March  8,  1923,  where  he  received  his  elementary  education.  In  1949, 
he  started  his  premedical  education  at  the  University  of  Nebraska  and 
received  his  degree,  Doctor  of  Medicine,  from  the  University  of  Ne- 
braska College  of  Medicine  in  1953.  He  interned  at  Bryan  "Memorial 
Hospital  the  following  year. 

Dr.  Marples  is  a member  of  Phi  Chi  Medical  Fraternity  and  of  Theta 
Nu,  Honorary  Premedical  Fraternity. 

He  is  a staff  member  of  the  Brodstone  Memorial  Hospital  in  Su- 
perior, Nebraska. 

From  1943  to  1946,  Dr.  Marples  served  in  the  United  States  Army. 

Dr.  Marples  and  wife,  Mary,  have  one  child,  Jon  G.,  aged  15  months. 

His  hobbies  are  music  (piano)  and  bowling. 

Address:  Box  116,  Nelson,  Nebraska. 


Doctor  Lowell  R.  Smith  was  born  in  Omaha,  Nebraska  on  February 
14,  1922.  He  attended  high  school  in  Macedonia,  Iowa,  then  entered  the 
University  of  Iowa  at  Iowa  City  for  his  premedical  and  medical  educa- 
tion. He  graduated  with  the  degree,  Doctor  of  Medicine,  in  1946. 

His  internship  was  served  at  Grace  Hospital  in  Detroit,  Michigan. 
In  1950,  Dr.  Smith  received  a Master’s  Degree  in  Surgery  from  the  New 
York  Medical  College  for  graduate  work  in  surgery  at  the  Post  Graduate 
College  of  Surgery.  He  was  a surgical  resident  at  Grace  Hospital  in 
Detroit  from  1950-51  and  served  a fellowship  in  surgery  at  Mayo  Clinic 
in  Rochester,  Minnesota,  from  1951-54. 

Dr.  Smith  served  in  the  Army  assigned  to  the  Air  Force  from  1947- 
49. 

He  practiced  briefly  in  Macedonia,  Iowa,  and  in  Yellowstone  National 
Park,  between  periods  of  training. 

Dr.  Smith  and  wife,  LaVonne,  have  two  children;  Cynthia,  aged  4 
and  Susan,  aged  2. 

His  hobbies  are  playing  golf,  hunting,  and  fishing. 

Address:  Beatrice  Medical  Group,  Beatrice,  Nebraska. 
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Coming  Meetings 

CRIPPLED  CHILDREN’S  CLINICS— 

May  14,  Ogallala,  Elks  Club  , 

May  21,  McCook,  St.  Catherine  Hospital 
June  4,  Scottsbluff,  St.  Mary  Hospital 
June  18,  Lexington,  High  School 

ANNUAL  SESSION  OF  THE  NEBRASKA  STATE 
MEDICAL  ASSOCIATION,  May  16-19,  1955  — 
Hotel  Paxton,  Omaha,  Nebraska. 

NATIONAL  HOSPITAL  WEEK  will  be  observed 
from  May  8-14,  1955. 

NEBRASKA  CHAPTER  OF  THE  AMERICAN 
COLLEGE  OF  SURGEONS,  will  have  a dinner  at 
the  Hotel  Paxton,  May  17,  1955  (during  the  an- 
nual session). 


Examination  of  mortality  and  morbidity  data 
leads  to  the  conclusion  that  malaria  and  tuberculosis 
were  the  outstanding  disease  problems  in  Latin 
America  during  the  decade  1942-52.  Such  diseases 
as  yaws,  hookworm  disease,  Hansen’s  disease, 
schistosomiasis,  and  epidemic  typhus,  however,  also 
constituted  problems,  and  in  some  areas  one  or 
another  of  these  rivaled  malaria  and  tuberculosis 
for  a top-ranking  position.  Institute  of  Inter- Amer- 
ican Affairs,  Pub.  Health  Reports,  Nov.,  1953. 


Organization  Section 

News  and  Views 

New  Appointments  to  College  of  Medicine  Staff — 

The  Board  of  Regents  at  its  meeting  on 
March  5,  1955  approved  the  following  ap- 
pointments to  the  College  of  Medicine  staff: 
Wayne  K.  Tice,  Clinical  Instructor,  Radi- 
ology 

Dwight  Otis  Hughes,  Clinical  Associate  in 
General  Practice,  Fairbury,  Nebr. 
Hodson  Arthur  Hansen,  Clinical  Instructor 
in  OB-GYN 

Frank  Cole,  Clinical  Associate  in  Surgery 
Jon  T.  Williams,  Clinical  Assistant  in  In- 
ternal medicine 

Ian  A.  Brown,  Associate  Professor  of  Neu- 
rology and  Psychiatry 
Burdette  L.  Miller,  Clinical  Associate  in 
General  Practice,  Loup  City,  Nebr. 

Paul  Bryant  Olsson,  Clinical  Associate  in 
General  Practice,  Lexington,  Nebr. 
Frank  Majka,  Associate  in  Neurology  and 
Psychiatry 

These  men  are  all  M.D.’s. 

Norman  A.  Welch,  M.D.,  New  President 
Blue  Shield  Commission — 

Dr.  Norman  A.  Welch  of  Boston,  recently 
was  elected  President  of  the  Blue  Shield  Com- 
mission, national  coordinating  agency  of  the 
76  Blue  Shield  Plans  in  the  United  States, 
Canada,  Puerto  Rico,  and  Hawaii. 

Dr.  Welch  was  elected  during  the  1955  An- 
nual Conference  of  Blue  Cross  and  Blue 
Shield  Plans,  held  March  20-24  at  Chicago’s 
Edgewater  Beach  Hotel.  He  succeeds  Dr.  L. 
Howard  Schriver  of  Cincinnati  for  the  1955- 
56  term  of  office. 

Revision  of  Constitution  Nebraska  Heart 
Association — 

Mr.  Edward  Dosek,  Lincoln  attorney,  is 
chairman  of  a committee  working  on  revi- 
sion of  the  constitution  of  the  Nebraska 
Heart  Association.  Other  members  of  the 
committee  are,  Doctors  F.  Lowell  Dunn,  Rich- 
ard L.  Egan,  Robert  Grissom,  and  Stephen 
Magiera. 

West  Central  Regional  Meeting  American 
Heart  Association — 

Kansas  City  will  be  the  site  of  the  West 
Central  Regional  Meeting  of  the  A.H.A.  on 
May  11  and  12.  The  subject  to  be  consid- 
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ered  will  be  prevention  of  rheumatic  fever. 
The  Nebraska  Heart  Association  will  be  rep- 
resented by  its  president,  Dr.  F.  G.  Gillick, 
and  executive  director,  Mr.  Lloyd  Wagnon. 
Dr.  John  L.  Gedgoud  will  present  a paper  en- 
titled “A  Physician  Explains  the  Rheumatic 
Fever  Problem  to  the  Citizen.” 

Pilot  Study  on  Cardiac  Disease  Is  Under  Way — 

Residents  of  rural  districts  about  Omaha 
are  being  interviewed  by  members  of  Douglas 
County  Extension  Clubs  to  determine  the 
prevalence  of  rheumatic  fever.  The  study  is 
sponsored  by  the  Nebraska  Heart  Associa- 
tion, and  it  is  hoped  the  results  may  form 
part  of  the  basis  for  a health-study  program 
for  all  Nebraska  Extension  and  4-H  clubs, 
as  well  as  for  outlining  a national  health- 
study  program. 

Presidential  Inaugural  Ceremony  to  Be 
Broadcast — 

Highlights  of  the  inauguration  of  Dr.  El- 
mer Hess  of  Erie,  Pennsylvania,  as  109th 
president  of  the  American  Medical  Associa- 
tion will  be  broadcast  nationwide  on  Tuesday 
evening,  June  7,  during  the  Association’s 
104th  Annual  Meeting.  The  ceremonies  will 
be  held  in  the  Ballroom  of  Convention  Hall 
at  Atlantic  City,  New  Jersey. 

An  added  attraction  will  be  an  address  by 
the  celebrated  Norman  Vincent  Peale,  D.D., 
pastor  of  the  Marble  Collegiate  Church  of 
New  York  City.  Dr.  Peale  will  speak  on  “The 
Relationship  of  Religion  and  Medicine.” 

Immediately  following  the  formal  inau- 
gural ceremony,  a reception  honoring  Dr. 
Hess  will  be  given  in  the  American  room  of 
the  Traymore  hotel. 

More  details  on  time  and  station  of  the 
radio  broadcast  will  be  announced  later  in 
the  Journal  of  the  A.M.A. 

AMA  to  Conduct  2nd  Standard  Nomenclature 
Institute — 

The  second  series  of  three-day  “classes” 
on  the  practical  applications  of  the  Standard 
Nomenclature  of  Diseases  and  Operations  in 
the  hospital,  doctor’s  office  or  medical  clinic 
will  be  conducted  May  23-25  at  AMA  Head- 
quarters, Chicago.  Curriculum  will  include 
lectures  on  the  theory,  basic  principles  and 
installation  of  the  Nomenclature  and  anato- 
my relating  to  the  topographic  section,  and 
practice  coding  sessions. 

Theory  will  be  taught  by  Adaline  C.  Hay- 


den, C.R.L.,  associate  editor  of  Standard 
Nomenclature,  AMA,  and  anatomy  by  Ed- 
ward T.  Thompson,  M.D.,  F.A.C.H.A.,  Chief 
of  Programs  Operation,  Hospital  Facilities, 
U.S.  Public  Health  Service,  Washington, 

Medical  record  librarians  and  others  using 
the  Nomenclature  in  their  work  or  others 
interested  in  installing  this  system  may  regis- 
ter for  the  free  course  by  writing  to  the 
AMA  befbre  May  9. 

Addition  to  AMA  Film  Library — 

“The  Valiant  Heart”  is  the  title  of  a new 
film  which  has  been  added  recently  to  the  li- 
brary of  the  AMA’s  Committee  on  Medical 
Motion  Pictures.  This  27-minute  black  and 
white  sound  film  tells  the  story  of  an  eight- 
year-old  boy  suffering  from  rheumatic  fever. 
The  manner  in  which  the  doctor,  public 
health  nurse,  teacher  and  neighbors  rally  to 
help  the  boy  and  his  family  is  a dramatic 
demonstration  of  the  fact  that  rheumatic 
fever  is  a bigger  problem  than  any  one  per- 
son or  family  can  handle. 

U.S.  Armed  Forces  Medical  Academy — 

A bill  has  been  introduced  in  the  House 
and  the  Senate  which  would  provide  for  the 
establishment  of  a United  States  armed 
forces  medical  academy  to  train  selected  per- 
sons for  service  as  doctors  with  the  armed 
forces.  A commission  would  assist  the  Sec- 
retary of  Defense  in  the  selection  of  a site, 
but  the  Secretary  would  be  responsible  for 
constructing  and  equipping  the  school  and 
for  determining  the  requirements  for  accept- 
ance of  students.  The  cadet  total  would  be 
limited  to  600  at  any  one  time,  with  one 
nomination  allotted  to  each  Senator  and  Rep- 
resentative, 4 each  to  the  Army,  Navy  and 
Air  Force,  and  16  to  the  President.  Vacan- 
cies would  be  filled  by  competitive  examin- 
ations among  those  nominated,  the  curricu- 
lum requirements  to  be  the  same  as  for  ac- 
credited medical  schools,  but  emphasis  would 
be  upon  military  medicine  and  civil  defense. 
Each  man  would  be  required  to  serve  after 
graduation  five  years  on  active  duty  in  the 
Army,  Navy,  or  Air  Force.  After  this  pe- 
riod, he  could,  on  request,  be  assigned  to  in- 
active duty  but  would  remain  in  the  reserve, 
subject  to  a three  year  period  of  active  duty 
at  the  discretion  of  the  Secretary  of  Defense, 
unless  such  reserve  officer  would  be  prac- 
ticing medicine  in  an  area  designated  by  the 
Surgeon  General  of  the  U.S.  Public  Health 
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Service  as  a “doctor  shortage  area.”  An 
original  appropriation  of  25  million  dollars 
would  be  authorized.  These  bills  were  re- 
ferred to  the  Committee  on  Armed  Services 
in  the  House  and  Senate. 

PROGRAM 

EIGHTY-SEVENTH  ANNUAL  SESSION 
NEBRASKA  STATE  MEDICAL 
ASSOCIATION 
May  16,  17,  18,  19,  1955 
Hotel  Paxton,  Omaha  Nebraska 

MONDAY,  MAY  16,  1955 
GOLF  TOURNAMENT 

1:00  p.m Omaha  Country  Club 

TRAP  SHOOT 

1:00  p.m Omaha  Country  Club 

SPORTSMAN  DINNER— Gourmet  Steak  & 

Seafood  House,  4423  Dodge  Street,  Omaha 

Cocktails  6:00  p.m.  Dinner  7:00  p.m. 

Reservations  should  be  made  with  the  Omaha- 
Douglas  County  Medical  Society,  Mrs.  Mariana 
Matthews,  1730  Medical  Arts  Building,  Omaha  2, 
Nebraska;  Telephone  Ha.  9383,  by  10  a.m.,  Monday, 
May  16,  1955.  Tickets  $4.50  each. 

House  of  Delegates 1 p.m. 

TECHNICAL  EXHIBITS 

Everyone  attending  the  Assembly  is  encouraged 
to  acquaint  himself  with  the  technical  exhibits.  The 
display  booths  will  be  open  each  day  at  8 a.m. 
Please  plan  to  attend  the  exhibits  before  the  opening 
of  the  general  sessions. 

TUESDAY  MORNING,  MAY  17,  1955 
GENERAL  SESSION 
John  L.  Batty,  M.D.,  McCook,  Presiding 

9:00  “A  Critical  Review  of  Current  Therapy  in 
Myocardial  Infarction” 

— James  F.  Hammarsten,  M.D.,  Associate 
Professor  of  Medicine,  University  of  Okla- 
homa School  of  Medicine;  Chief,  Medical 
Service,  Veterans  Administration  Hospital, 
Oklahoma  City 

9:30  “The  Chemotherapy  of  Malignant  Diseases” 
— Leonard  P.  Eliel,  M.D.,  Associate  Profes- 
sor of  Research  Medicine,  University  of 
Oklahoma  School  of  Medicine;  Head,  Can- 
cer Research,  Oklahoma  Medical  Research 
Institute  and  Hospital,  Oklahoma  City 
10:00  VIEW  THE  EXHIBITS 
10:15  “The  Problem  of  Drug  Resistance  in  Anti- 
biotic Therapy” 

— Thomas  Haight,  M.D.,  Assistant  Professor 
of  Medicine,  Assistant  Professor  of  Pre- 
ventive Medicine  and  Public  Health,  and 
Director  of  the  Prevention  and  Control 
Center,  University  of  Oklahoma  School  of 
Medicine  and  University  Hospitals,  Okla- 
homa City 

10:45  “Pathophysiological  Considerations  of  the 
Human  Colon” 

— Stewart  Wolf,  M.D.,  Professor  and  Head 
of  Department  of  Medicine,  University  of 
Oklahoma  School  of  Medicine;  Consultant 
Professor  of  Neurology  and  Psychiatry; 


Supervisor  of  Clinical  Activities  of  the 
Oklahoma  Medical  Research  Foundation; 
in  charge  of  Psychosomatic  Section,  and 
Consultant  in  Internal  Medicine,  Veterans 
Administration  Hospital,  Oklahoma  City 
11:15  VIEW  THE  EXHIBITS 
12:00  LUNCHEON  — Auspices,  Nebraska  Radio- 
logical Society 

James  F.  Kelly,  Jr.,  M.D.,  Omaha,  Presiding 

“Gallbladder  Diseases” 

— Peter  E.  Russo,  M.D.,  Professor  of  Radi- 
ology, University  of  Oklahoma,  Oklahoma 
City 

FILM  Panel — Selected  members  of  the  Ne- 
braska Radiological  Society 
— Peter  E.  Russo,  M.D.,  Moderator 
2:30  VIEW  THE  EXHIBITS 

TUESDAY  AFTERNOON 
GENERAL  SESSION 
James  F.  Kelly,  M.D.,  Presiding 

3:00  Presidential  Address 

— Earl  F.  Leininger,  M.D.,  McCook 
3:20  Installation  of  Incoming  President 
— Wm.  E.  Wright,  M.D.,  Creighton 
3:30  Guest  Introductions 

— L.  E.  Myers,  D.D.S.,  President,  Nebraska 
State  Dental  Association 
— Mr.  John  J.  Wilson,  President,  Nebraska 
State  Bar  Association 
3:40  Necrology 

— George  B.  Salter,  M.D.,  Norfolk 
3:50  VIEW  THE  EXHIBITS 

4:00  SYMPOSIUM  — “Hypertension  — Patho- 
genesis and  Management” 

John  L.  Batty.  M.D.,  McCook,  Presiding 
— Thomas  Haight,  M.D.,  Moderator 
— Stewart  Wolf,  M.D. 

— James  F.  Hammarsten,  M.D. 

— Leonard  P.  Eliel,  M.D. 

5:00  VIEW  THE  EXHIBITS 

TUESDAY  EVENING— Free 


House  of  Delegates 8 a.m. 

Board  of  Councilors 5 p.m. 


WEDNESDAY  MORNING,  MAY  18,  1955 
GENERAL  SESSION 

Arthur  C.  Johnson,  M.D.,  Omaha,  Presiding 

9:00  “Common  Breast  Problems” 

— William  B.  Hutchinson,  M.D.,  F.A.C.S., 
Consultant  in  Surgery,  University  of  Wash- 
ington School  of  Medicine,  Seattle;  Attend- 
ing Surgeon,  Swedish  Hospital,  Seattle 
9:30  “A  New  Concept  in  the  Treatment  of  Esopha- 
gitis and  Related  Problems” 

— K.  Alvin  Merendino,  M.D.,  F.A.C.S.,  As- 
sociate Professor  of  Surgery,  .University 
of  Washington  School  of  Medicine,  Seattle 

10:00  VIEW  THE  EXHIBITS 

10:30  “A  Comparison  of  the  Billroth  I and  Bill- 
roth II  Gastrectomy:  Clinical  Experiences 
with  Five  Hundred  Operations  and  Experi- 
mental Studies” 

— Henry  N.  Harkins,  M.D.,  F.A.C.S.,  Profes- 
sor of  Surgery  and  Executive  Officer,  Uni- 
versity of  Washington  School  of  Medicine, 
Seattle 

11:00  “Diverticulitis  of  the  Colon” 

— Caleb  S.  Stone,  Jr.,  M.D.,  F.A.C.S.,  Con- 
sultant in  Surgery,  University  of  Washing- 
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ton  School  of  Medicine,  Seattle;  Chief  of  a 
Section  in  Surgery,  Mason  Clinic,  Seattle 
11:30  VIEW  THE  EXHIBITS 
12:00  LUNCHEON,  Ballroom — Auspices,  Nebraska 
Chapter  of  the  American  College  of  Sur- 
geons 

J.  M.  Woodward,  M.D.,  Lincoln,  Presiding 

SYMPOSIUM — “Abdominal  Surgical  Prob- 
lems” 

Burton  R.  Bancroft,  M.D.,  Kearney,  Moderator 
— William  B.  Hutchinson,  M.D. 

— K.  Alvin  M.  Merendino,  M.D. 

— Caleb  S.  Stone,  Jr.,  M.D. 

• — Henry  N.  Harkins,  M.D. 

3:00  VIEW  THE  EXHIBITS 

WEDNESDAY  AFTERNOON 
GENERAL  SESSION 
Wm.  V.  Glenn,  M.D.,  Falls  City,  Presiding 

3:30  “The  Conservative  and  Surgical  Manage 
ment  of  Esophageal  Varices” 

— K.  Alvin  Merendino,  M.D. 

3:50  “Timing  of  Surgery,  Age  Factor,  and  Tech- 
nical Considerations” 

— Caleb  S.  Stone,  Jr.,  M.D. 

4:10  “Modem  Operative  Cholangiography” 

— William  B.  Hutchinson,  M.D. 

4:30  “The  Present  Status  of  Treatment  of  Hernia” 
— Henry  N.  Harkins,  M.D. 

4:50  QUESTION  and  ANSWER  Period 
5:00  VIEW  THE  EXHIBITS 
7:00  BANQUET — Nebraska  State  Medical  Asso- 
ciation, Hotel  Paxton 
Awarding  of  50-Year  Pins 
“Why  You  Are  the  A.M.A.” 

— Elmer  Hess,  M.D.,  President-Elect,  Ameri- 
can Medical  Association 


House  of  Delegates 8:00  a.m. 

Board  of  Councilors 9:00  a.m. 

Board  of  Trustees 5.00  p.m. 


One  of  the  most  important  parts  of  the  pro- 
gram is  the  vast  array  of  technical  exhibits  on 
display.  These  exhibits  form  an  integral  part 
of  the  entire  educational  program.  Be  sure  you 
visit  as  many  as  possible. 

THURSDAY  MORNING,  MAY  19,  1955 
8:00  Past  Presidents’  Breakfast 

GENERAL  SESSION 
Harold  S.  Morgan,  M.D.,  Lincoln,  Presiding 
9:00  “B.C.G.  in  the  Prevention  of  Tuberculosis” 
— P.  N.  MacDermott,  M.D..  Associate  Pedia- 
trician, Children’s  Memorial  Hospital  and 
General  Hospital;  Assistant  Professor  of 
Pediatrics,  McGill  University  Faculty  of 
Medicine,  Montreal 

9:30  “Resuscitation  of  the  New  Bom” 

— J.  H.  Routledge,  M.D.,  Assistant  in  Gyne- 
cology and  Obstetrics,  Montreal  General 
Hospital;  Demonstrator  in  Obstetrics  and 
Gynecology,  McGill  University  Faculty  of 
Medicine,  Montreal 
10:00  VIEW  THE  EXHIBITS 
10:30  “Cancer  of  the  Corpus  Uteri” 

— C.  V.  Ward,  M.D.,  Gynecologist  and  Ob- 
stetrician, Montreal  General  Hospital;  As- 
sociate Professor  of  Obstetrics  and  Gyne- 
cology, McGill  University  Faculty  of  Medi- 
cine, Montreal 


11:00  VIEW  THE  EXHIBITS 
12:00  LUNCHEON — Auspices,  Academy  of  Gen- 
eral Practice 

C.  R.  Brott,  M.D.,  Beatrice,  Presiding 
“The  Outlook  for  Man” 

— R.  B.  Robins,  M.D.,  Past  President,  Ameri- 
can Academy  of  General  Practice,  Cam- 
den, Arkansas 
“Toxicology” 

— Rudolph  Sievers,  M.D.,  Blair 
12:00  LUNCHEON — Auspices,  Nebraska  State  Pe- 
diatrics Society 

Paul  M.  Bancroft,  M.D.,  President,  Presiding 

“To  Be  Announced” 

— P.  N.  MacDermott,  M.D.,  Assistant  Profes- 
sor of  Pediatrics,  McGill  University  Fac- 
ulty of  Medicine 

“An  Analysis  of  the  White  Blood  Cell  Counts 
in  Abdominal  Pain  in  Children” 

— M.  McIntyre,  M.D.  and  Herman  Jahr,  M.D., 
Department  of  Pediatrics,  University  of 
Nebraska  College  of  Medicine,  Omaha 
“Problems  in  Sex  Differentiation  in  the  New- 
born” 

— Donald  Nilsson,  M.D.,  Omaha 
“Congenital  Hypoplastic  Anemia” 

E.  Owen  Burgert,  M.D.,  Omaha 
“A  Preliminary  Study  of  Long  Term  Man- 
agement of  Juvenile  Diabetes” 

— Gordon  Gibbs,  M.D.,  Omaha 
“Histoplasmosis” 

— J.  Harry  Murphy,  M.D.,  Omaha 
3:00  VIEW  THE  EXHIBITS 

THURSDAY  AFTERNOON 
GENERAL  SESSION 
G.  E.  Stafford,  M.D.,  Lincoln,  Presiding 
3:30  SYMPOSIUM— “Prematurity” 

— P.  N.  MacDermott,  M.D. 

— P.  H.  Routledge,  M.D. 

— C.  V.  Ward.  M.D. 

4:30  VIEW  THE  EXHIBITS 

THURSDAY  EVENING 
FUN  NIGHT  — Carter  Lake  Club 
Omaha-Douglas  County  Medical  Society, 


Sponsors 

House  of  Delegates 8:00  a.m. 

Board  of  Councilors 9:00  a.m. 


REMEMBER! 

The  organizations  sponsoring  the  technical  ex- 
hibits, to  a large  measure,  make  possible  these 
fine  meetings.  In  short,  they  help  pay  the 
freight.  They  warrant  your  appreciation  and  in- 
terest. 

Announcements 

Abstracts  Presented  in  This  Issue — 

Abstracts  prepared  from  stenographic 
notes  of  eight  papers  or  lectures  may  be 
found  in  another  section  of  this  issue  of  the 
Journal.  These  presentations  were  made  by 
guest-speakers  during  the  annual  sessions  of 
the  N.S.M.A.  held  in  Lincoln  in  May,  1954. 
The  abstracts  are  presented  in  lieu  of  the 
original  papers  because  manuscripts  for  pub- 
lication could  not  be  obtained. 
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Dates  and  Locale  of  Cancer  Seminars  Changed — 

The  plans  noted  by  Dr.  Howard  B.  Hunt 
in  his  editorial  “The  American  Cancer  So- 
ciety, Nebraska  Division”  (Nebraska  M.J., 
40:109,  April,  1955)  that  Cancer  Seminars 
were  to  be  held  in  Norfolk,  North  Platte, 
Scottsbluff,  and  McCook,  in  1955,  have  been 
abandoned.  The  planned  schedule  was  re- 
placed by  meetings  held  on  successive  days, 
March  24,  25,  and  26,  at  Norfolk,  Beatrice, 
and  Grand  Island. 

American  Proctologic  Society  to  Meet — 

The  54th  Annual  Meeting  of  the  American 
Proctologic  Society  will  be  held  at  the  Hotel 
Statler,  New  York  City,  June  1 to  4.  All 
meetings  are  open  to  the  medical  profession. 
The  first  day,  June  1,  will  feature  lec- 
tures by  outstanding  authorities  on  basic 
sciences.  The  remaining  three  days  will  be 
devoted  to  the  presentation  of  technical  pa- 
pers by  members  and  guests. 

Meeting  of  Midwestern  Section  American 
Congress  of  Physical  Medicine — 

No  registration  fee  will  be  charged  when 
you  register  for  the  meeting  of  this  Con- 
gress in  Minneapolis,  on  May  6,  1955.  The 
meeting  will  be  held  in  the  Mayo  Memorial 
Auditorium  in  the  Mayo  Memorial  Building 
on  the  University  Campus.  Registration  will 
be  at  8 :30  a.m.  In  addition  to  scientific  pa- 
pers there  will  be  a tour  of  the  facilities  of 
the  Department  of  Physical  Medicine  and 
Rehabilitation  in  the  Mayo  Memorial  Build- 
ing. All  interested  physicians  are  invited. 
For  further  details  write,  Secretary  D.  M. 
Paul,  M.D.,  515  Ronalds  Street,  Iowa  City, 
Iowa. 

American  Institute  of  Dental  Medicine  to  Meet — 

The  next  Annual  Meeting  of  the  Institute 
of  Dental  Medicine  will  take  place  at  the 
Desert  Inn,  Palm  Springs,  California,  Oct. 
23  to  27,  1955.  The  faculty  will  include 
prominent  authorities  from  medical  and  den- 
tal faculties  in  various  universities  in  the 
United  States  and  Canada.  The  lecturers  will 
participate  in  round-table  forums  during  the 
sessions.  For  applications  and  full  informa- 
tion, address  Miss  Marion  G.  Lewis,  2240 
Channing  Way,  Berkley  4,  Calif. 

Symposium  for  General  Practitioners  on 
Tuberculosis — 

The  fourth  annual  Symposium  for  General 
Practitioners  on  Tuberculosis  and  other 


Chronic  Pulmonary  Disease  will  be  held  in 
Saranac  Lake,  N.Y.,  from  July  11  to  15, 
1955.  It  is  approved  for  26  hours  of  formal 
credit  for  members  of  American  Academy  of 
General  Practice.  The  registration  fee  for 
the  five-day  symposium  is  $40.  Further  in- 
formation and  copies  of  the  program  may 
be  obtained  by  writing  Richard  P.  Bellaire, 
M.D.,  P.O.  Box  2,  Saranac  Lake,  N.Y. 

Sphering’®  Award  Competition  for 
Medical  Student® — 

The  tenth  annual  Schering  Award  compe- 
tition for  medical  students  has  opened.  Its 
aim  is  to  encourage  medical  writing  and  ex- 
ploration of  current  research  literature. 

Titles  of  three  subjects  on  which  Ameri- 
can and  Canadian  students  are  invited  to  sub- 
mit papers  this  year  are:  Current  Concepts 
in  the  Management  of  Osteoporosis;  Preven- 
tion and  Treatment  of  Blood  Transfusion  Re- 
actions: and  Trends  in  the  Clinical  Use  of 
Adrenocortical  Steroids.  Deadline  for  entry 
forms  specifying  choice  of  title  is  July  1st. 
Manuscripts  should  be  mailed  not  later  than 
October  1st.  Information  and  instructions 
are  available  from  the  Schering  Award  Com- 
mittee, 60  Orange  Street,  Bloomfield,  N.J. 

Mead  Johnson  Awards  for  Graduate 
Training  in  Medicine — 

Mead  Johnson  & Company  offer  awards 
for  graduate  training  to  promising  young 
residents  and  interns.  In  describing  this 
program  the  company  makes  the  following 
statement : 

“The  program  represents  an  endeavor  on 
our  part  to  give  concrete  expression  to  our 
interest  in  furthering  the  basic  education  of 
the  nation’s  physicians  and  in  increasing  the 
span  of  control  of  the  various  professional 
societies.” 

The  money  furnished  by  this  company  is 
placed  in  the  hands  of  professional  societies. 
Scholarship  Award  Committees  from  these 
societies  select  the  candidates  and  admin- 
ister the  funds.  At  present  the  funds  are 
devoted  to  the  fields  of  General  Practice,  In- 
ternal Medicine,  Obstetrics  and  Gynecology, 
Pediatrics,  and  Surgery.  Further  informa- 
tion may  be  obtained  by  writing  to  Charles 
H.  Prout,  Public  Relations  Director,  Mead 
Johnson  & Company,  Evansville  21,  Indiana. 
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Abstracts 

The  following  abstracts  were  made  by  the 
editorial  staff  from  stenographic  notes.  The 
following  seven  papers  were  read  at  the  ses- 
sions of  the  Nebraska  State  Medical  Associa- 
tion held  in  Lincoln  in  May,  1954.  Manu- 
scripts were  not  obtainable  from  these  guest- 
speakers  for  publication  in  our  Journal.  The 
authors  had  no  part  in  making  the  abstracts 
and  any  misinterpretations  are  the  respon- 
sibility of  the  editor. 

Cortisone  and  ACTH  in  Rheumatic  Fever — A lec- 
ture by  Charley  J.  Smyth,  M.D.,  Associate  Professor 
of  Medicine,  University  of  Colorado  School  of  Medi- 
cine, Denver. 

Doctor  Smyth  reviewed  the  known  facts  and  con- 
jectural theories  concerning  the  etiology  of  rheu- 
matic fever.  The  known  factor  is  the  part  played 
by  beta  (Group  A)  hemolytic  streptococci.  The  idea 
that  the  lesions  of  rheumatic  fever  are  manifesta- 
tions of  sensitization  to  beta  hemolytic  streptococ- 
ci or  to  its  products  of  growth,  while  still  unproved, 
is  a logical  one.  More  tenuous  theories  deal  with 
heredity  and  environmental  factors. 

Rheumatic  fever,  as  a clinical  entity,  has  three 
phases.  Phase  I is  initiated  by  the  streptococcal 
infection  and  lasts  about  one  week.  Phase  II,  of 
two  weeks  duration,  is  the  interval  following  the  in- 
fection, during  which  there  is  no  clinical  evidence 
of  disease.  Laboratory  studies  during  this  phase, 
however,  reveal  an  increasing  titer  of  antistrepto- 
lysin-O.  Phase  III  is  characterized  by  the  clinical 
disease  with  arthritis,  tachycardia,  pyrexia,  carditis, 
et  cetera. 

Following  Dr.  Philip  Hench’s  demonstration,  in 
1949,  that  Kendell’s  Compound  E (cortisone)  pro- 
duced a striking  improvement  in  patients  having 
rheumatic  fever,  this  substance  has  been  used  exten- 
sively to  modify  the  course  of  Phase  III.  Doctor 
Smyth  presented  a case  to  illustrate  this  truth.  In 
his  case  cortisone  was  given  in  the  dosage  of  100 
mg.  for  one  day,  200  mg.  daily  for  11  days,  100  mg. 
daily  for  11  more  days,  then  50  mg.  daily.  After 
three  days  the  temperature  was  normal,  and  after 
five  days  the  pulse  rate  was  normal.  The  PR-inter- 
val  reached  normal  in  14  days. 

The  mechanism  by  which  cortisone,  ACTH  or  hy- 
drocortisone control  pyrexia,  arthritis,  subcutaneous 
nodules,  signs  of  valvular  disease,  pericarditis,  con- 
gestive failure,  and  tachycardia,  and  why  the  EKG 
and  sedimentation  rate  promptly  become  normal,  is 
still  unknown.  These  products  appear  to  act  by 
suppressing  the  inflammatory  reaction,  but  it  must 
be  remembered  that  “these  substances  do  not  cure 
rheumatic  fever.” 

— Abstracted  by  G.W.C. 

Gastric  Resection  for  Peptic  Ulcer  — A lecture  by 
Donald  Ferguson,  M.D.,  Assistant  Professor,  De- 
partment of  Surgery,  Minneapolis  Veterans  Hospital. 

Dr.  Donald  Ferguson  presents  a revival  of  seg- 
mental resection  of  the  stomach  for  duodenal  ulcer. 
He  points  out  the  difficulties  with  the  commonly- 
used  three-quarter  gastrectomy : namely  — though 


there  is  a small  mortality,  usually  less  than  three 
per  cent,  post-gastrectomy  dumping  syndrome  oc- 
curs in  about  fifteen  per  cent,  and  inability  of  pa- 
tient to  maintain  normal  weight  is  common.  He 
feels  that  segmental  gastrectomy  has  advantages  in 
all  of  these  categories.  He  reports  his  experience 
with  twenty-five  resections  at  the  Veterans  Hospital 
in  Minneapolis  and  mentions  Dr.  Wangensteen’s  ex- 
perience with  some  70  or  80  segmental  resections 
at  the  university.  All  of  these  patients  have  been 
followed  at  least  two  years.  There  have  been  no 
recurrence  ^f  ulcers  in  this  group,  and  the  incidence 
of  dumping  has  been  somewhat  lower  than  in  the 
conventional  types  of  gastrectomy  although  it  has 
not  been  eliminated.  The  same  may  be  said  of 
weight  loss. 

Dr.  Ferguson’s  technique  varies  from  that  report- 
ed by  Dr.  Wangensteen  in  that  less  of  the  lesser 
curvature  is  removed  and  more  of  the  greater  curva- 
ture is  removed.  He  reports  that  dissection  is  car- 
ried along  the  lesser  curvature  right  on  the  gastric 
wall  in  order  to  preserve  as  much  of  the  vagus  in- 
nervation to  the  antrum  as  possible. 

It  was  necessary  to  do  simple  pyloroplasty  on  four 
of  these  twenty-five  patients.  During  the  post- 
operative period,  Dr.  Ferguson  attempted  to  demon- 
strate innervation  of  the  antrum  and  was  able  to 
do  so  in  two-thirds  of  their  cases.  He  used  the  in- 
sulin test  for  this,  and  it  is  probable  that  in  all  of 
their  cases  the  antrum  is  innervated,  but  that  the 
test  was  not  adequate  to  show  this.  He  presents 
some  experimental  work  on  dogs  to  verify  this  opin- 
ion. 

Dr.  Ferguson  states  that  the  final  outcome  of 
this  study  cannot  be  presented  at  this  time  but  he 
hopes  that  we  can  more  effectively  operate  on  pa- 
tients with  duodenal  ulcer  without  causing  them  so 
much  disability  after  operation. 

— Abstracted  by  L.D.C. 

Sheehan’s  Syndrome  — A lecture  by  Dalton  Jen- 
kins, M.D.,  Assistant  Professor  of  Medicine,  Uni- 
versity of  Colorado  School  of  Medicine,  Denverv 

It  is  pointed  out  that  the  disorder  of  pituitary  de- 
ficiency was  originally  described  in  1914  by  Sim- 
monds  in  Germany.  Sheehan  in  1935  described  a 
group  of  cases  of  this  disease  in  connection  with  ob- 
stetrical delivery  followed  by  severe  hemorrhage  and 
shock.  Two  common  etiological  factors  in  the  pro- 
duction of  pituitary  failure  or  insufficiency  are  (1) 
pituitary  tumors,  and  (2)  postpartum  hemorrhage 
and  shock,  the  latter  being  the  more  common. 

The  overall  picture  is  one  of  generalized  endocrine 
gland  failure.  The  extent  of  this  failure  is  depend- 
ent upon  the  degree  of  pituitary  necrosis.  The  gen- 
eral sequence  of  endocrine  failure  is  that  of  gonadal 
insufficiency,  adrenal  insufficiency,  thyroid  insuffi- 
ciency, and,  most  common  of  all,  adrenal  cortical 
insufficiency. 

Asthenia  and  fatiguability  are  universal,  and,  in 
women,  amenorrhea  nearly  so.  Skin  changes  are 
also  characteristic,  and  although  the  thyroid  is  not 
functioning  properly,  the  skin  is  not  that  of  myx- 
edema; rather,  it  is  thin,  pale,  and  nearly  trans- 
parent. There  are  also  definite  psychic  changes 
such  that  the  patient  is  dull,  apathetic,  slattern. 
Nausea,  vomiting,  and  diarrhea  are  common  as  are 
carious  teeth,  hypotension  and  genital  atrophy.  An 
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anemia  is  present  that  does  not  respond  to  liver,  iron, 
or  B-12  but  does  to  endocrine  replacement  therapy. 

Diagnostically,  the  laboratory  figures  prominent- 
ly in  some  cases.  If  possible,  estimation  of  the  uri- 
nary excretion  rate  of  gonadotropine  is  helpful.  The 
follicle  stimulating  factor  will  be  found  to  be  below 
normal.  Because  of  the  BMR’s  fallibility,  the  best 
single  indication  of  thyroid  function  is  the  determin- 
ation of  the  protein  bound  iodine.  Adrenal  cortical 
function  can  best  be  assessed  by  estimating  the  uri- 
nary 17  ketosteroids.  A glucose  tolerance  test  will 
indicate  the  status  of  the  pancreas. 

It  is  to  be  remembered  that  the  clear-cut  cases 
will  generally  be  easily  recognized  whereas  those 
with  lesser  degrees  of  pituitary  insufficiency  are 
not  so  and  may  be  manifested  only  later  by  sympto- 
matology suggesting  endocrine  gland  failure.  In 
such  cases,  the  clinician’s  diagnostic  acuity  in  evalu- 
ating and  correlating  the  patient’s  symptomatology 
is  of  utmost  importance.  It  is  this  latter  group  of 
patients  who  have  adequate  adrenal  cortical  activity 
for  everyday  living  but  who,  confronted  with  a se- 
vere infection  or  a traumatic  accident  may  be  thrown 
into  an  adrenal  cortical  crisis. 

Therapy  is  substitutional.  Thyroid  should  be  giv- 
en although  the  results  usually  are  less  gratifying 
than  in  myedema.  Cortisone  or  hydrocortisone  may 
be  given  orally  in  2 divided  doses  from  2.5  to  12.0 
mg.  a dose.  This  may  be  given  with  testosterone. 
If  the  patient  is  desirous  of  menstruating,  glandular 
therapy  with  testosterone  may  be  given. 

— Abstracted  by  H.H. 

Hernia  Operations  — A lecture  by  Donald  Fer- 
guson, M.D.,  Assistant  Professor,  Department  of 
Surgery,  Minneapolis  Veterans  Hospital. 

Dr.  Donald  Ferguson  makes  a plea  for  the  wider 
use  of  the  McVay  type  of  hernioplasty  as  advocated 
by  Anson  and  McVay.  Dr.  Ferguson  states  that  in 
their  cases  in  a large  general  hospital,  the  incidence 
of  recurrence  of  hernias  is  between  10  and  20  per 
cent  when  the  Halsted  or  Bassini  type  of  repair  is 
used.  He  points  out  that  several  well-followed  series 
have  shown  a recurrence  rate  of  around  3 per  cent, 
using  these  types  of  repair.  He  refers  to  Dr.  Mc- 
Vay’s  report  of  a recurrence  rate  of  less  than  1 per 
cent  and  believes  that  others  using  the  McVay  type 
of  repair  have  achieved  similar  results. 

Dr.  Ferguson  showed  several  excellent  slides  dem- 
onstrating the  anatomy  of  the  inguinal  region  and 
the  general  principles  of  repair  using  the  Cooper’s 
ligament  and  transversus  abdominal  muscle  as  ad- 
vocated by  Dr.  McVay.  He  advises  the  use  of  relax- 
ing incisions  of  the  anterior  rectus  sheath  when 
necessary  to  relieve  tension  along  the  suture  line. 
He  states  that  he  has  used  this  type  of  repair  ex- 
clusively for  the  last  ten  years  and  that  his  recur- 
rence rate  is  less  than  1 per  cent  but  that  his  follow- 
up is,  as  yet,  not  complete.  He  does  point  out  that 
this  type  of  repair  is  somewhat  more  difficult,  tech- 
nically, but  this  difficulty  is  not  prohibitive  in  com- 
petent hands. 

— Abstracted  by  L.D.C. 

Evaluation  of  Jaundice  in  the  Newborn  — A lec- 
ture by  Robert  H.  Alway,  M.D.,  Professor  of  Pedi- 
atrics, University  of  Colorado  School  of  Medicine, 
Denver. 


Dr.  Robert  H.  Alway  of  Denver,  Colorado,  in  his 
paper  “Evaluation  of  Jaundice  in  the  Newborn,”  con- 
fronted us  with  a hypothetical  case  of  jaundice  in 
the  newborn  and  discussed,  with  the  aid  of  three 
slides,  the  causes  of  this  condition.  He  discussed 
the  importance  of  determining  the  cause  of  the 
jaundice  and  whether  it  was  due  to  a physiological 
process  or  to  a pathological  condition  other  than  the 
usual  and  well  known  Rh  incompatibility.  The  fact 
that  kemicterus  can  be  caused  by  sepsis,  cerebral 
hemorrhage,  diarrhea,  and  pulmonary  disease,  as 
well  as  Rh  incompatability,  was  stated.  This  fact 
makes  the  exact  determination  of  the  cause  of  jaun- 
dice imperative  if  it  is  to  be  properly  treated. 

Doctor  Alway  mentioned  that  both  familial  spiro- 
chetal hemolytic  jaundice  and  familial  non-spiro- 
chetal  hemolytic  icterus  cause  jaundice  in  this  age 
group,  stressed  the  fact  that  there  is  an  increase 
in  the  indirect  bilirubin  levels,  and  that  there  is 
hepatosplenic  enlargement.  He  further  stated  that 
there  is  usually  a family  history  to  aid  in  the  diag- 
nosis, and  that  these  conditions  do  not  make  their 
appearance  early  in  neonatal  life  because  of  the 
presence  of  large  amounts  of  fetal  hemoglobin  which 
is  present  at  birth. 

Jaundice  as  a symptom  of  sepsis  in  the  newborn 
was  properly  stressed  by  Dr.  Alway.  He  stated  that 
the  infant  who  is  drowsy,  febrile,  jaundice,  and  who 
is  obviously  not  suffering  from  a cerebral  hemor- 
rhage, must  be  considered  as  a case  of  sepsis  and 
treated  as  such  until  it  can  be  ruled  out.  Naph- 
thalene poisoning  was  mentioned  as  a rare  cause  of 
jaundice  in  the  newborn  when  diapers  are  used  that 
have  been  stored  in  mothballs. 

The  fact  that  infectious  hepatitis  has  been  diag- 
nosed in  newborns  and  that  both  the  indirect  and 
direct  bilirubin  determinations  are  elevated  was 
mentioned  as  a possible  cause  of  jaundice  in  the 
newborn  period. 

Galactosemia,  although  rare,  was  mentioned  as 
a possible  cause  of  jaundice,  but  it  was  pointed  out 
that  there  are  reducing  substances  in  the  urine  in 
this  condition. 

Atresia  of  the  bile  ducts  as  a cause  of  jaundice 
in  the  newborn  period  was  discussed  by  Doctor  Al- 
way. He  stated  that  there  are  no  reducing  sub- 
stances to  be  found  in  the  urine  in  this  condition  and 
that  bilirubin  levels  are  very  high  and  the  reaction 
is  both  indirect  and  direct. 

In  summation  Doctor  Alway  listed  the  tests  util- 
ized in  the  differential  diagnosis  of  the  various 
causes  of  jaundice  in  the  very  young  infant.  His 
list  consisted  of  the  Coomb’s  test,  test  of  the  moth- 
er’s blood,  direct  and  indirect  bilirubin  determina- 
tions, red  blood  count,  reticulate  count,  and  consid- 
eration of  the  family  history. 

- — Abstracted  by  G.E.S. 

Treatment  of  Head  Injuries  — A lecture  by  Lyle 
A.  French,  M.D.,  Associate  Professor,  Division  of 
Neurosurgery,  University  of  Minnesota,  The  Medical 
School,  Minneapolis. 

Dr.  French  advocates  immediate  debridement  and 
cleansing  of  scalp  lacerations  and  primary  suture, 
even  if  the  laceration  is  dirty  or  even  if  older  than 
12  or  24  hours.  He  stresses  the  importance  of  pri- 
mary closure  even  if  this  necessitates  wide  under- 
mining of  flaps  or  relaxing  incisions.  He  advises 
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the  use  of  parenteral  penicillin  but  avoids  the  use 
of  local  chemotherapy.  He  recommends  closure  with 
a single  layer  of  vertical  mattress  sutures. 

Dr.  French  then  discusses  the  treatment  of  de- 
pressed skull  fractures  complicating  the  lacerations. 
He  advises  the  removal  of  small  bone  fragments 
and  primary  closure  if  there  is  no  evidence  of  pene- 
tration of  the  dura.  If  a rent  in  the  dura  is  visual- 
ized or  cerebral  spinal  fluid  is  draining  from  the 
wound,  the  incidence  of  contamination  and  complica- 
tions immediately  jumps  from  about  4 or  5 per  cent 
to  45  or  50  per  cent.  This  is  true  irrespective  of 
whether  the  wouuds  are  debrided  or  not.  If  the  de- 
pression lies  over  the  transverse  sinus,  the  mastoid, 
or  the  frontal  sinus,  the  percentage  of  complica- 
tions is  even  greater.  He  feels  that  these  severe 
types  of  injuries  should  be  referred  to  a neurosurgi- 
cal center. 

Dr.  French  then  discusses  hematomas.  He  di- 
vides these  into  extradural,  subdural,  and  intra- 
cerebral. The  extradural  hematomas  are  by  far  the 
most  important  to  practitioners,  other  than  neuro- 
surgeons. They  occur  from  arterial  bleeding  due  to 
tears  of  the  middle  menigeal  artery,  and  the  blood 
accumulates  between  the  dura  and  the  bone.  They 
are  associated,  almost  always,  with  fractures  in  the 
area  of  the  middle  meningeal  artery.  The  typical 
history  is  that  of  a patient  who  received  a head  in- 
jury and  sought  help  because  of  the  immediate  in- 
jury and  who,  after  3 or  4 hours,  started  going  bad. 
It  is  during  this  period  that  the  hematoma  accumu- 
lates in  the  temporal  area.  The  signs  are  (1)  they 
have  a fracture;  (2)  they  have  dilatation  of  the 
pupil  on  the  side  of  the  hematoma  due  to  pressure 
on  the  third  cranial  nerve.  The  treatment  consists 
of  immediate  hospitalization,  careful  observation  of 
blood  pressure,  pulse,  and  state  of  consciousness. 
If  the  pulse  decreases  and  the  blood  pressure  in- 
creases and  the  patient  becomes  lethargic  and  un- 
conscious, this  must  be  recognized  before  it  becomes 
irreversible.  These  patients  must  have  immediate 
trephining  with  release  of  extradural  hematoma. 
This  must  be  done  locally  as  these  patients  cannot 
survive  long  enough  to  be  transferred  to  neuro- 
surgical centers.  Dr.  French  stresses  the  simplicity 
of  the  operation  of  trephining  in  the  temporal  area 
under  local  anesthesia. 

Dr.  French  then  discusses  subdural  hematoma 
which  comes  on  much  more  slowly  from  venous 
bleeding  between  the  brain  and  the  dura.  These  pa- 
tients go  bad  over  a period  of  days  to  two  or  three 
weeks  and  may  be  transferred  safely  to  neurosurgi- 
cal centers.  Dr.  French  stresses  that  this  is  im- 
portant because  of  the  difficulty  of  differential  diag- 
nosis between  subdural  hematomas,  intracerebral 
hematomas,  and  brain  tumors.  These  conditions 
cannot  be  absolutely  differentiated  clinically. 

Dr.  French  then  discusses  postconcussion  syn- 
dromes and  mentions  the  extreme  difficulty  in  ex- 
plaining many  of  these.  Some,  no  doubt,  are  due 
to  compensation  neurosis,  some  due  to  fracture  of 
the  cervical  spine  or  subluxation  of  the  cervical 
spine. 

In  answer  to  questions  during  the  question  period, 
Dr.  French  does  not  feel  that  atropin  is  of  value  in 
head  injuries,  that  spinal  taps  for  diagnosis  are 
contraindicated,  and  that  hypertonic  glucose  is  of 
value  only  if  used  as  a means  of  reducing  intra- 


cranial pressure  for  a matter  of  an  hour  or  two 
while  the  patient  is  being  taken  to  the  operating 
room. 

— Abstracted  by  L.D.C. 

Surgical  Treatment  of  Pain  Due  to  Cancer  — A 
lecture  by  Lyle  A.  French,  M.D.,  Associate  Profes- 
sor, Division  of  Neurosurgery,  University  of  Minne- 
sota, The  Medical  School,  Minneapolis. 

Saving  life,  relief  of  pain  is  the  physician’s  most 
important  job.  He  discusses  the  problem  of  pain 
due  to  caitcer  after  palliative  procedures  such  as 
x-ray,  hormones  and  chemotherapy  have  exerted 
their  maximum  benefit.  He  points  out  the  disad- 
vantages of  narcotics  in  a patient  who  has  several 
months  or  more  to  live.  He  feels  that  the  more 
ideal  procedure  is  a cordotomy,  which  means  an 
incision  in  the  spinal  cord  so  placed  that  the  spino- 
thalamic tract  will  be  divided,  thus  obliterating 
pain  and  temperature  sensation.  This  type  of  pro- 
cedure leaves  intact  touch  sensation,  the  sense  of 
feeling,  position  sense  and  motion  sense.  These  pa- 
tients hardly  know  they  have  a sensory  deficit  un- 
less it  is  demonstrated  to  them. 

There  are  some  patients  who  are  not  candidates 
for  cordotomy  because  it  is  a major  procedure.  In 
these  cases,  Dr.  French  has  used  frontal  lobotomy 
but  stresses  that  in  his  hands  these  have  not  been 
too  successful  in  relieving  the  really  severe  pain  of 
cancer.  The  amount  of  relief  one  obtains  using  a 
lobotomy  is  in  direct  proportion  to  how  much  of  a 
vegetable  you  make  of  the  patient.  Consequently, 
if  at  all  possible,  Dr.  French  prefers  to  do  cordoto- 
mies and  makes  a plea  to  have  these  done  before 
the  patients  have  deteriorated  to  the  point  that 
they  cannot  stand  a major  operative  procedure. 

Dr.  French  showed  slides  illustrating  excellent  re- 
lief of  pain  in  a lady  with  recurrent  mammary  car- 
cinoma in  her  brachial  plexus  with  excellent  results 
after  having  had  a unilateral  cordotomy.  He  showed 
another  slide  demonstrating  a patient  with  exten- 
sive pulmonary  metastasis  from  a breast  carcinoma 
who  had  excellent  relief  of  pain  following  a cervical 
cordotomy  on  one  side  and  a thoracic  cordotomy  on 
the  other.  He  pointed  out  the  possibility  of  several 
complications  from  doing  bilateral  cervical  cordoto- 
mies and  prefers  one  high  cervical  cordotomy  and 
one  thoracic  cordotomy  where  both  sides  are  in- 
volved. 

Other  slides  illustrate  control  of  pain  due  to  car- 
cinoma of  the  pancreas,  of  the  cervix,  of  the  pros- 
tate and  of  the  tongue,  all  with  excellent  results. 
The  results  in  his  series  of  66  cases  were  excellent 
with  the  exception  of  a mortality  of  around  five  to 
six  per  cent.  The  results  were  not  good  in  those 
cases  with  secondary  carcinoma  due  to  previously 
treated  carcinoma  of  tongue,  tonsil  or  mandible. 
The  type  of  tumor  apparently  is  unimportant,  but 
the  location  of  the  secondary  tumor  is  the  important 
factor. 

— Abstracted  by  L.D.C. 


The  primary  responsibility  for  the  education  of 
the  patient  (with  tuberculosis)  and  the  family  rests 
with  the  physician  making  the  diagnosis  and  with 
the  physicians  and  nurses  responsible  for  care.  Mrs. 
K.  Z.  W.  Whipple,  NTA  Bulletin,  February,  1954. 
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Human  Interest  Tales 

Dr.  and  Mrs.  Russell  Best,  Omaha,  recently  re- 
turned from  a four-week  trip  to  Mexico. 

Dr.  and  Mrs.  Sam  McClenaghan,  Omaha,  recently 
celebrated  their  47th  wedding  anniversary. 

Dr.  and  Mrs.  George  Stewart,  Norfolk,  spent  a 
three-week  vacation  in  Florida  during  March. 

Dr.  I.  C.  Munger,  Lincoln,  celebrated  his  80th 
birthday  on  March  18.  Many  happy  returns,  doctor. 

DU.  Donald  H.  Sallenbach,  New  Rochelle,  New 
York,  will  move  to  Gibbon  about  April  1 to  set  up 
his  practice  of  medicine. 

Mrs.  Mary  A.  Wright,  Lincoln,  passed  away 
March  17  at  the  age  of  79.  She  was  the  wife  of 
Dr.  F.  T.  Wright  of  Lincoln.  , 

Dr.  Mitchell  J.  Nechtow,  Chicago,  was  the  guest 
speaker  at  a regular  April  meeting  of  the  Omaha- 
Douglas  County  Medical  Society. 

Dr.  J.  Harry  Murphy,  Omaha,  was  the  featured 
speaker  at  a regular  meeting  of  the  Omaha  Council 
of  the  Parent  Teachers  Association. 

The  Four  County  Medical  Society  held  its  regular 
meeting  in  Spalding  recently.  Dr.  E.  A.  Watson, 
Grand  Island,  was  the  guest  speaker. 

Dr.  Herbert  L.  Davis,  Omaha,  was  named  to  give 
a paper  at  the  recent  meeting  of  the  American 
Chemical  Society  held  in  Cincinnati,  Ohio. 

Drs.  Jim  Long  and  Hiram  Walker,  have  made 
plans  to  enter  the  practice  of  medicine  in  Alma  upon 
the  completion  of  their  internships  in  June. 

Dr.  George  W.  Reneker,  Falls  City,  celebrated  his 
91st  birthday  on  Easter  Sunday.  Dr.  Reneker  prac- 
ticed medicine  for  62  years,  retiring  in  1951. 

Dr.  R.  P.  Luce,  Fairbury,  recently  attended  the 
annual  clinical  conference  of  the  Chicago  Medical 
Society  which  was  held  at  the  Palmer  House. 

Dr.  F.  Ervin  King,  Wood  River,  closed  his  prac- 
tice of  medicine  in  that  town  on  April  3 and  re- 
ported for  active  duty  with  the  U.S.  Army. 

Dr.  and  Mrs.  Robert  Wigton  and  family,  Omaha, 
have  returned  home  after  a two-week  vacation  at 
the  La  Jolla,  California,  Beach  and  Tennis  Club. 

Dr.  L.  E.  Sauer,  Tekamah,  was  the  guest  speaker 
at  a regular  meeting  of  the  Lions  Club  of  that  city. 
He  spoke  on  the  topic  “The  New  Miracle  Drugs.” 

Dr.  Jack  Mackey  and  his  family  have  moved  to 
Benkelman  from  Denver,  Colorado  recently.  Dr. 
Mackey  joined  the  staff  at  the  Morehouse  Hospital. 

Dr.  Earl  Taulbee,  Norfolk,  spoke  on  “Problems  of 
the  Adolescent”  before  members  of  the  Junior  Fed- 
erated Woman’s  Club  at  a recent  meeting  of  this 
group. 

Dr.  Herman  M.  Jahr,  Omaha,  has  been  awarded 
a “Certificate  of  Appreciation  for  ten  years  of  out- 
standing service  in  the  fight  against  Infantile  Par- 
alysis.” 

Dr.  Guy  H.  Crook,  Fails  City,  recently  held  open 
house  at  his  new  medical  building  in  that  city.  The 
one-story  structure  is  27  by  50  feet  and  has  nine 
rooms. 

Dr.  Harold  N.  Neu,  Omaha,  was  the  guest  speaker 
at  a regular  noon  meeting  of  the  Dundee  Kiwanis 
Club  which  was  held  at  the  Blackstone  Hotel  in 
Omaha. 


Dr.  Ivan  M.  French,  Wahoo,  was  the  guest  speak- 
er at  a recent  founders-day  banquet  of  Phi  Chi,  a 
national  medical  fraternity.  The  meeting  was  held 
in  Omaha. 

Dr.  Wayne  L.  Ryan,  Omaha,  was  recently  induct- 
ed into  the  medical  fraternity  Phi  Beta  Pi.  He  is 
an  instructor  at  the  Creighton  University  School 
of  Medicine. 

Mrs.  R.  B.  McNamara,  wife  of  Dr.  R.  B.  McNa- 
mara, Crofton,  passed  away  April  7 at  an  an  Omaha 
hospital.  Mrs.  McNamara  had  been  hospitalized 
for  a month, 

Drs.  Thomas  Lucas  and  Frank  Kamm,  Omaha, 
have  made  tentative  plans  to  set  up  their  practice 
in  Blue  Hill  upon  the  completion  of  their  intern- 
ships in  July. 

Dr.  and  Mrs.  Kenneth  Ohme,  Mitchell,  were  in  at- 
tendance at  the  annual  meeting  of  the  American 
Academy  of  General  Practice  which  was  held  in  Los 
Angeles,  California. 

Drs.  Palmer  and  David  Findley  attended  the  mid- 
year clinical  meeting  of  the  American  Association 
of  Obstetricians  and  Gynecologists,  in  Denver,  the 
week-end  of  March  26. 

Dr.  Halvor  Niels  Christensen,  former  Cozad  resi- 
dent, has  been  appointed  professor  and  chairman  of 
the  Department  of  Biochemistry  in  the  University  of 
Michigan  Medical  School. 

Dr.  Ted  Denton  and  Dr.  Patricia  Denton,  Omaha, 
presented  talks  on  “Staying  Mentally  Happy”  at  a 
recent  meeting  of  the  Scottsbluff  Business  and  Pro- 
fessional Women’s  Club. 

Dr.  John  Gedgoud,  Omaha,  was  a guest  speaker 
at  the  West  Central  regional  meeting  of  the  Ameri- 
can Heart  Association  which  was  held  in  Kansas 
City,  Missouri,  on  May  11. 

Dr.  Karl  W.  Bruce,  Omaha,  recently  returned  from 
a trip  to  Washington,  D.C.,  where  he  assisted  in  the 
examinations  for  elevation  to  fellowship  in  the 
American  Academy  of  Oral  Pathology. 

The  Garden-Keith-Perkins  Medical  Society  held 
their  regular  monthly  meeting  in  Ogallala  in  March, 
with  30  doctors  and  their  wives  attending.  Dr.  A. 
B.  Albee,  Oshkosh,  president,  presided. 

The  community  of  Greeley,  Nebraska,  has  begun 
the  construction  of  a medical  clinic  in  their  city  as 
an  inducement  to  a doctor  looking  for  a place  to 
locate.  The  clinic  is  a community  project. 

Dr.  David  Davis,  Omaha,  has  moved  to  Yutan  to 
set  up  his  practice  of  medicine.  He  will  take  over 
the  practice  left  by  Dr.  Robert  Christensen  who 
was  called  to  active  duty  with  the  Air  Force. 

Dr.  C.  H.  Fenstermacher,  Sargent,  is  recovering 
from  a recent  fall  which  fractured  his  left  leg  and 
inflicted  numerous  head  and  body  bruise’s.  He  was 
taken  to  St.  Mary’s  hospital  in  Nebraska  City. 

Mrs.  Eunice  A.  Parks,  Omaha,  passed  away  March 
21  at  the  age  of  80.  She  was  the  widow  of  Dr. 
Albert  L.  Parks,  retired  medical  examiner  for  the 
Burlington  Railroad  who  passed  away  on  February 
9. 

Dr.  C.  M.  Pomerat  of  the  University  of  Texas 
delivered  the  third  annual  C.  W.  M.  Poynter  Foun- 
dation lecture  at  the  University  of  Nebraska  Col- 
lege of  Medicine  post-graduate  assembly  on  March 
29. 
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Mr.  Edward  Holman  of  Chicago,  head  of  the  Amer- 
ican Medical  Association’s  judicial  council,  recently 
spoke  at  a combined  meeting  of  the  Omaha-Douglas 
County  Medical  Society  and  the  Omaha  Bar  Asso- 
ciation. 

Dr.  Elmer  Glenn,  a native  of  Alda,  Nebraska,  is 
now  associated  with  Dr.  Clyde  L.  Kleager  of  Hast- 
ings in  the  practice  of  general  surgery.  He  was 
formerly  associated  with  the  VA  Hospital  at  Dwight, 
Illinois. 

Dr.  T.  R.  Anderson,  Omaha,  gave  an  address  be- 
fore a recent  meeting  of  the  Omaha  Chapter  of 
Medical  Record  Librarians  at  the  Children’s  Me- 
morial Hospital.  His  topic  was  “Just  What  Is  a 
Tumor?” 

Dr.  Herbert  C.  Modlin,  a former  Omahan  and 
now  a senior  psychiatrist  at  the  Menninger  Founda- 
tion, Topeka,  Kansas,  was  the  guest  speaker  at  a 
recent  meeting  of  the  Nebraska  Psychiatric  Institute 
in  Omaha. 

Dr.  J.  P.  Tollman,  Omaha,  dean  of  the  University 
of  Nebraska  College  of  Medicine,  discussed  the 
topic  “The  Medical  Center  and  Its  Proposed  Develop- 
ment” at  the  Charter  Day  meeting  of  the  Omaha 
alumni  of  the  university. 

Dr.  Shields  Warren,  a member  of  the  Atomic 
Bomb  Casualty  Commission  and  Professor  of  Path- 
ology at  Harvard  University,  gave  an  address  be- 
fore the  students  of  the  University  of  Nebraska  Col- 
lege of  Medicine  recently. 

Dr.  Gerald  Reis,  Omaha,  has  made  plans  to  prac- 
tice medicine  in  Elkhom  on  a part-time  basis  until 
the  completion  of  his  internship  in  July  of  this  year. 
He  plans  to  hold  office  hours  in  the  evenings  and  on 
Saturdays  for  the  time  being. 

Dr.  R.  S.  Wycoff,  Lexington,  handled  arrange- 
ments for  a cardiac  conference  and  public  heart 
forum  sponsored  by  the  Nebraska  Heart  Associa- 
tion and  the  Dawson  County  Medical  Society.  Dr. 
Wycoff  is  a trustee  of  the  N.H.A. 

Dr.  J.  E.  Brendel,  Avoca,  has  been  hospitalized  at  a 
Lincoln  hospital  following  a coronary  attack  recent- 
ly. Dr.  Brendel  was  driving  his  car  at  the  time  and 
was  found  by  a State  Safety  Patrolman  just  off  a 
highway  intersection  leading  to  Avoca. 

Dr.  F.  Lowell  Dunn,  Omaha,  was  the  guest  speak- 
er at  a recent  meeting  of  the  Clarkson  Alumni  As- 
sociation. Dr.  Dunn  discussed  hardening  of  the  ar- 
teries and  showed  a film  explaining  how  the  ail- 
ment leads  to  strokes  and  heart  attacks. 

Dr.  and  Mrs.  John  Freymann,  Omaha,  left  March 
31,  for  New  York  City  and  will  sail  aboard  the  lie 
de  France  on  April  6,  for  a tour  of  Europe.  While 
abroad  Dr.  Freymann  will  attend  the  International 
Surgical  Congress  in  Geneva,  Switzerland,  in  May. 

Dr.  John  A.  Tamisiea,  Omaha,  recently  attended 
the  annual  convention  of  the  Aero-Medical  Associa- 
tion of  which  he  is  a past  president.  At  the  meet- 
ing Dr.  Tamisiea  was  elected  a vice  president  of  the 
Civilian  Aviation  Medical  Association,  a branch  of 
Aero-Medical. 

Dr.  N.  H.  Rasmussen,  Scottsbluff,  was  honored  at 
a recent  farewell  party  given  by  the  Scotts  Bluff 
County  Medical  Society.  Dr.  Rasmussen  retired 
from  the  practice  of  medicine  after  40  years  and  has 
moved  to  Longmont,  Colorado.  He  had  spent  39 
years  in  Scottsbluff. 


Dr.  Frederick  Gillick,  Omaha,  addressed  the  Ne- 
braska City  Rotary  Club  on  April  20,  on  accom- 
plishments and  needs  of  research  in  cardiac  disease. 
Dr.  Gillick  also  will  represent  the  Nebraska  Heart 
Association  at  the  national  assembly  of  the  Amer- 
ican Heart  Association  in  New  Orleans,  next 
October. 

Two  of  Creighton  University  School  of  Medicine’s 
faculty  members  have  received  research  grants  from 
the  U.S.  Department  of  Health,  Education  and  Wel- 
fare. Dr.  R.  H.  Webber,  assistant  professor  of 
anatomy  received  a $6,390  grant.  Dr.  Hugh  J.  Phil- 
lips, assistant  professor  of  physiology,  received  a 
$1,209  grant. 

The  seventh  annual  spring  medical  assembly  was 
sponsored  by  the  Creighton  University  School  of 
Medicine  April  14-16  at  the  Mercy  Hospital,  Coun- 
cil Bluffs,  Iowa.  Featured  speakers  were  Dr.  Paul 
Shaughnessy,  Lakewood,  Ohio;  Dr.  George  T.  Lena- 
han,  San  Francisco,  and  Dr.  John  L.  Marxer,  Port- 
land, Oregon. 

Dr.  H.  S.  Reed,  Guide  Rock,  has  a most  unusual 
hobby  which  is  that  of  collecting  pictures  of  all  of 
the  near  3,000  children  that  he  has  brought  into  the 
world  during  his  49  years  of  medical  practice.  Al- 
though semi-retired,  Dr.  Reed  hopes  to  continue  his 
practice  until  1956,  when  he  will  finish  his  50  years 
of  medical  practice. 

PROCEEDINGS  OF  BOARD  OF  COUNCILORS 

(Continued  from  April) 

REPORT  OF  CARDIOVASCULAR  COMMITTEE 

O.  A.  Kostal,  M.D.,  Chairman,  Hastings ; ffm.  M.  McGrath, 
M.D.,  Grand  Island ; Fred  W.  Niehaus,  M.D.,  Omaha. 

The  Cardiovascular  Committee  of  the  Nebraska 
State  Medical  Association  has  been  in  close  con- 
tact throughout  the  year  with  the  Nebraska  Heart 
Association,  whose  activities  have  been  closely  fol- 
lowed and  correlated  with  the  action  of  this  com- 
mittee. 

Because  the  activites  of  the  Nebraska  Heart  As- 
sociation have  been  greately  accelerated  by  an  en- 
livened professional  interest  and  availability  of 
funds,  a comprehensive  program  of  postgraduate 
education,  research,  community  service,  and  public 
education  is  being  carried  out.  This  program  is 
being  conducted  on  a very  high  level  with  a constant 
regard  for  and  a desire  to  cooperate  with  the  Ne- 
braska State  Medical  Association,  and  has  been 
given  the  blessings  of  this  committee. 

In  the  field  of  postgraduate  education,  the  honor- 
arium to  cover  the  expense  for  a heart  speaker  on 
the  fall  postgraduate  circuit  panel  was  made  avail- 
able. Five  refresher  education  type  cardiac  confer- 
ences have  been  conducted  on  request  from  local 
medical  societies  and  councilor  districts.  Two  more 
conferences  are  planned  for  this  winter.  Last 
February  a heart  meeting  was  held  in  Omaha  on  the 
morning  preceeding  the  afternoon  session  of  the 
Nebraska  Chapter  of  the  American  College  of  Physi- 
cians. A one-day  joint  Cardiac  Conference  with 
the  Iowa  heart  group  was  held  in  Iowa  City  in 
November,  1954. 

In  the  research  field  basic  grants  of  $5,000.00 
were  made  to  each  of  the  two  medical  schools  in 
Nebraska,  and  a committee  has  been  selected  to 
formulate  research  policies  and  philosophies  for 
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future  allocation  of  greater  research  funds  in  which 
this  committee  has  been  asked  to  participate. 

Much  has  been  done  in  the  field  of  community 
service  and  education  in  the  way  of  booklets,  pam- 
phlets, etc.  The  booklet  “Food  for  Your  Heart,” 
was  sent  to  every  physician  in  the  state,  so  they 
might  be  made  available  to  the  patients  who  might 
benefit  from  this  information.  As  soon  as  money 
is  available,  two  additional  booklets,  “How  to  Live 
with  Heart  Trouble,”  and  “Have  Fun,  Get  Well” 
are  going  to  be  put  out  as  a joint  project  of  the 
Nebraska  Heart  Association  and  this  committee. 
A state-wide  speakers  bureau  is  being  established 
under  the  auspices  of  the  Nebraska  Heart  Associa- 
tion. Speech  outlines  are  being  prepared  for  this 
purpose  by  a committee  of  physicians. 

It  would  seem  desirable  to  devote  one  issue  each 
year,  preferably  the  February  issue  of  the  Nebraska 
State  Medical  Journal,  to  cardiovascular  disease. 
This  has  been  done  at  times  in  the  past  and  the 
practice  should,  if  possible,  be  resumed. 

In  looking  to  the  future,  it  may  be  said  that 
postgraduate  education,  research,  community  serv- 
ice, and  public  education  have  been  given  a tremen- 
dous impetus  and  it  would  be  the  recommendation 
of  this  committee  that  the  activities  of  the  Nebraska 
Heart  Association  be  studied,  and  wherever  and 
whenever  possible,  given  the  approval  of  this  com- 
mittee. It  is  by  close  cooperation  with  the  mem- 
bers of  the  medical  profession  who  are  vitally  in- 
terested in  the  problems  of  the  patient  with  heart 
disease,  as  well  as  heart  disease  itself,  that  con- 
tinued advance  can  and  will  be  made  in  this  partic- 
ular field. 

Respectfully  submitted, 

0.  A.  KOSTAL,  M.D., 

Chairman 

REPORT  OF  FRACTURE  COMMITTEE 

Chester  H.  Waters,  Jr.,  M.D.,  Chairman,  Omaha;  John 
Heinke,  M.D.,  Scottsbluff ; Frank  P.  Stone,  M.D.,  Lincoln. 

So  far  as  the  Fracture  Committee  is  concerned, 
we  have  nothing  special  to  report.  There  have  been 
no  requests  come  to  us  for  speakers,  nor  have  there 
been  any  problems  referred  for  our  attention.  We 
of  the  committee  feel  that  definitive  interest  in  the 
handling  of  fracture  cases  should  be  instituted 
through  the  local  societies  and  referred  to  the 
Speakers  Bureau  of  our  committee,  if  speakers  are 
desired. 

Respectfully  submitted, 

CHESTER  H.  WATERS,  JR.,  M.D., 
Chairman 

REPORT  OF  COMMITTEE  ON  HOSPITAL 
AND  PROFESSIONAL  RELATIONS 

Howard  B.  Hunt,  M.D.,  Chairman,  Omaha ; John  Schenken, 
M.D.,  Omaha ; Frank  Cole,  M.D.,  Lincoln ; K.  S.  J.  Hohlen, 
M.D.,  Lincoln  ; F.  G.  Gillick,  M.D.,  Omaha. 

The  increasing  complexities  of  hospital  and  pro- 
fessional relations  warrant  a greater  interest  by  all 
physicians  in  hospital  affairs.  Developing  hospital 
policies  have  significant  implications  relating  to 
patient  care  and,  in  the  future,  may  direct  the  pat- 
tern of  medical  practice  in  the  community. 

It  seems  desirable  to  correlate  the  program  of  the 
Hospital  Advisory  Council  on  Hill  Burton  hospital 
construction,  appointed  by  the  Governor,  with  the 
considerations  of  the  Hospital-Professional  Rela- 


tions Committee  of  the  Nebraska  State  Medical  As- 
sociation. This  might  be  attained  through  appoint- 
ment of  at  least  one  practicing  physician  from  the 
Hill  Burton  Council  to  our  Hospital-Professional 
Relations  Committee.  The  most  recent  extension  of 
this  bill  provides  in  addition  to  hospital  construction 
a federal  allotment  of  six  million  dollars  for  the 
provision  of  so-called  “diagnostic-treatment  cen- 
ters.” Such  diagnostic-treatment  centers  would  be 
distributed  throughout  the  state  within  hospitals. 
The  Commission  on  Financing  of  Hospital  Care  spon- 
sored by  the  American  Hospital  Association  recom- 
mends that  such  centers  provide  services  for  am- 
bulatory private  patients,  private  offices  for  physi- 
cians, establishment  of  group  practice  within  the 
hospital,  organization  of  a diagnostic  clinic,  broad- 
ening of  clinic  service  and  the  encouragement  of 
home  care  programs;  all  under  the  agency  of  the 
hospital. 

Your  committee  recommends  that  the  medical 
staffs  of  all  hospitals  strive  to  fulfill  the  require- 
ments of  the  Joint  Commission  on  Accreditation, 
believing  that  better  staff  organization,  better  med- 
ical records,  and  more  adequate  facilities  tend  to 
promote  better  care  for  the  patient.  Our  Medical 
Records  Committees  deserves  staff  support  in  the 
maintenance  of  proper  case  records,  progress  notes 
and  correlative  study  primarily  in  the  interest  of 
the  patient  but  also  for  legal  protection  of  the 
physician  and  hospital.  Tissue  Committees,  which 
were  at  first  resisted  as  a police  intrusion,  have  in 
practice  been  educational  and  commendable.  No 
embarrassment  has  come  to  ethical  surgeons  pro- 
ceeding in  the  best  interests  of  the  patient.  Suc- 
cessful Tissue  Committees  have  been  those  con- 
ducted in  the  atmosphere  of  educational  endeavor 
with  establishment  of  proper  indications  for  treat- 
ment rather  than  as  a gestapo  action. 

Your  committee  was  requested  to  establish  qual- 
ifications for  privileges  extended  to  staff  members 
in  an  out-state  hospital  during  the  past  year.  It 
was  felt  that  staff  privileges  could  be  better  defined 
at  the  local  level  by  the  Executive  Committee  of 
the  hospital  staff,  or  if  impractical  there,  then 
through  the  Executive  Committee  of  the  County 
Medical  Society.  The  award  of  staff  privileges  in 
the  performance  of  surgery  and  other  procedures 
requiring  special  knowledge  and  technical  skill  re- 
quire intimate  knowledge  of  the  doctors’  capabil- 
ities and  review  of  his  record  of  performance.  It 
is  well,  when  possible,  to  define  the  staff  privileges 
of  the  physician  when  he  is  admitted  to  membership. 
We  believe  that  all  hospitals  organized  on  a depart- 
mental basis  should  have  a Department  of  General 
Practice  as  well  as  specialty  departments  although 
departmental  organization  is  not  indicated  in  hos- 
pitals under  75  to  100  beds. 

The  physicians  and  hospitals  of  Nebraska  have 
not  been  embroiled  in  the  legal  contest  relating  to 
in-hospital  practice  which  has  developed  in  Iowa 
and  Colorado  from  Attorney-General  rulings  that 
hospitals  could  not  practice  medicine  in  the  fields 
of  anesthesiology,  pathologic  diagnosis,  and  radio- 
logic  diagnosis  and  treatment.  The  problem  does 
exist  in  Nebraska.  In  fact,  the  Associated  Hospital 
Service  of  Nebraska,  a few  years  ago,  endeavored 
to  introduce  an  Enabling  Act  which  would  have 
permitted  them  to  indemnify  for  surgical  and  med- 
ical services.  This  proposal  was  tabled  through 


184 


Nebraska  S.  M.  J. 


pressure  brought  by  the  Nebraska  State  Medical 
Association  through  our  committee.  There  have 
been  some  murmurings  in  the  hospital  quarter  about 
amending  the  laws  so  as  to  permit  hospitals  and 
such  corporations  some  license  in  medical  practice. 
Our  Legislative  Committee  must  be  alerted  to  care- 
fully review  the  implications  of  all  bills  proposed 
which  in  any  way  relate  to  hospitals,  medical  prac- 
tice or  public  health. 

Respectfully  submitted, 

HOWARD  B.  HUNT,  M.D., 
Chairman 

REPORT  OF  INSURANCE  COMMITTEE 

George  H.  Misko,  M.D.,  Chairman,  Lincoln  ; L.  T.  Heywood, 
M.D.,  Omaha ; L.  D.  McGuire,  M.D.,  Omaha ; H.  D.  Runty, 
M.D.,  DeWitt ; Paul  Maxwell,  M.D.,  Lincoln. 

The  Insurance  Committee  has  met  three  times 
since  reporting  to  you  during  the  May  meeting.  On 
November  8,  1954,  we  invited  Dr.  J.  P.  Gilligan  of 
Nebraska  City,  to  meet  with  us  . He  is  Chairman  of 
the  Medicolegal  Advice  Committee.  We  discussed 
with  him  the  law  suits,  active  and  potential,  occur- 
ring within  the  Association  over  the  past  few  years. 
We  also,  at  this  time,  received  wmrd  of  the  impend- 
ing meeting  of  the  medical  and  legal  professions 
as  regards  setting  up  a law  providing  expert  testi- 
mony in  liability  suits.  Detailed  information  is  not 
yet  available,  but  we  are  hopeful  that  such  a law 
will  be  helpful  in  handling  professional  liability 
cases  in  the  best  interest  of  all  concerned.  This  is 
now  being  formulated  with  the  legislature. 

Our  next  meeting  wras  on  December  6,  1954,  at 
which  time  routine  discussions  of  the  problem  were 
held;  and  on  January  15,  1955,  we  met  with  two 
gentlemen  from  Omaha  who  were  interested  in  pro- 
viding a rather  unique  insurance  program  under 
this  particular  heading.  We  are  asking  them  to  get 
more  data  from  the  Insurance  Department  of  the 
State  of  Nebraska;  this  data  to  be  also  of  important 
interest  and  help  to  them.  This  may  provide,  if  it 
goes  through,  a saving  of  twenty  per  cent  on  our 
over-all  insurance  program.  This  matter  will  be 
taken  under  consideration  with  these  two  gentlemen 
and  we,  no  doubt,  will  have  something  specific  to  of- 
fer you  by  the  time  of  the  May  1955  meeting. 

I have  appreciated  very  much  the  appointment  to 
this  committee  of  Drs.  Maxwell  and  Runty.  Their 
help  and  ideas  have  been  weighty  and  stimulating. 
We  beg  your  kind  indulgence  for  the  labor  is  hard 
and  what  will  come  forth,  we  do  not  as  yet  know. 

Respectfully  submitted, 

GEORGE  H.  MISKO,  M.D., 
Chairman. 

THOSE  LAWSUIT  BLUES 

If  you  think  consultations  are  “extra  expense,” 
Malpractice  insurance  is  costly. 

If  you  give  verbal  orders  to  those  who  are  dense, 
Malpractice  insurance  is  costly. 

If  you  leave  for  the  country  without  substitute, 

Or  you  give  the  impression  you  don’t  “give  a hoot,” 
I’ll  tell  you  now,  Doctor,  you're  in  for  a suit. 
Malpractice  insurance  is  costly. 

If  you  fail  to  x-ray  all  those  fractures  of  bones, 
Malpractice  insurance  is  costly. 


If  you  choose  to  do  pelvics  without  chaperones, 
Malpractice  insurance  is  costly. 

If  you  criticize  colleagues  for  work  they  have  done, 
Or  call  yourself  the  indispensable  one, 

I’ll  tell  you  now,  Doctor,  attorneys  wall  run. 
Malpractice  insurance  is  costly. 

If  you  shoot  of  your  mouth  when  your 

patients  confide, 

Malpractice  insurance  is  costly. 

If  you  dare  to  make  house  calls  when  “pickled 

or  pied,” 

Malpractice  insurance  is  costly. 

If  you  cut  open  patients  with  greatest  of  ease, 

And  your  only  intent  is  collection  of  fees, 

I’ll  tell  you  now,  Doctor,  start  shaking  your  knees. 
Malpractice  insurance  is  costly. 

— MEDICAL  ECONOMICS,  January,  1955.  Courtesy  of  the 

Santa  Clara  County  Medical  Society. 

REPORT  OF  MEDICAL  EDUCATION 
COMMITTEE 

Donald  B.  Steenburg,  M.D.,  Chairman,  Aurora ; F.  Lowell 
Dunn,  M.D.,  Omaha  • Harold  S.  Morgan,  M.D.,  Lincoln ; Earle 
G.  Johnson,  M.D.,  Grand  Island  ; W.  E.  Wright,  M.D.,  Creigh- 
ton ; Max  Gentry,  M.D.,  Gering ; Fay  Smith,  M.D.,  Imperial. 

Submitted  is  a report  on  the  past  year’s  progress 
at  the  College  of  Medicine  of  the  University  of  Ne- 
braska in  Omaha  in  meeting  the  recommendations 
of  the  Survey  Committee  of  the  Association  of 
American  Medical  Colleges  and  the  Council  on  Medi- 
cal Education  and  Hospitals  of  the  American  Medi- 
cal Association. 

I.  The  College  of  Medicine — 

Four  full-time  paid  faculty  members  have  been 
added  to  the  teaching  staff  involved  in  teaching  basic 
medical  science.  Promotions  were  granted  to  three 
others,  and  an  additional  three  individuals  have 
been  given  teaching  appointments  on  volunteer  basis. 

Clinical  teaching  has  been  strengthened  to  a pres- 
ent nine  full-time  and  a nineteen  part-time  Univer- 
sity paid  staff,  plus  one  full-time  and  thirteen  part- 
time  staff  members  paid  from  A.M.A.  teaching 
grant  funds.  Five  additional  volunteer  members 
have  been  added  to  the  clinical  teaching  faculty. 

The  Curriculum  Committee  reviewed  and  revised 
the  courses  and  sequences  of  the  basic  science  teach- 
ing. These  changes  which  allow  more  time  for  bed- 
side teaching  in  the  last  two  years  are  already  in 
effect.  This  committee  is  now  in  process  of  studying 
the  teaching  of  the  clinical  subjects  which  affects 
students  in  relation  to  patients  and  involves  the  se- 
quence and  content  of  the  third  and  fourth  years  of 
medical  school. 

II.  The  University  Hospital — 

The  following  information  has  been  made  avail- 
able by  Mr.  Duane  Johnson,  Hospital  Administra- 
tor, and  reports  on  the  period  July  1,  1954,  through 
December  31,  1954: 

Growth  in  service  and  educational  effectiveness  is 
evident  during  this  period.  This  expansion  is  re- 
flected in  the  budget  balances.  We  are  two  months 
ahead  of  last  year  in  the  number  of  patients  cared 
for  and  also  ahead  in  spending  rate.  Despite  the 
accelerated  spending  rate,  the  patient  day  cost  is 
reduced  by  10  per  cent. 

The  increase  in  services  to  citizens  of  Nebraska 
reflects  an  increased  effectiveness  in  our  education- 
al experience  as  recommended  by  our  Regents  and  by 
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the  Joint  Commission  on  Accreditation  of  Hospitals 
and  Medical  Schools.  The  Joint  Commission  has 
emphasized  that  the  number  of  patients  cared  for 
in  a good  teaching  hospital  increases  as  good  educa- 
tional programs  become  more  effective.  This  in- 
creased rate  of  returning  patients  to  their  communi- 
ties is  a gain  to  the  taxpayers  of  Nebraska. 

III.  The  School  of  Nursing — 

The  establishment  of  a four-year  degree  program 
has  necessitated  changes  in  this  school’s  activities 
and  responsibilities.  These  changes  are  necessary 
in  order  to  meet  the  requirements  of  accrediting  au- 
thorities of  the  National  Accrediting  Service  of  the 
National  League  of  Nursing. 

The  problems  and  needs  of  our  School  of  Nursing 
can  be  best  appreciated  if  certain  terms  are  defined. 
The  pertinent  terms  and  activities  are  recruitment, 
nursing  education,  and  nurse  training. 

Recruitment  involves  activities  of  personnel  of 
the  School  of  Nursing.  It  also  includes  activities  by 
public  relations  personnel,  administrative  personnel 
of  the  College  of  Medicine  and  of  the  University 
proper.  This  is  a task  of  contacting  and  offering 
university  and  high  school  candidates  information 
such  as  to  attract  young  women  to  a highly  im- 
portant field  of  nursing  in  modern  society. 

Nursing  Education  involves  the  educational  pro- 
gram of  one  year  on  the  university  campus  plus 
continued  educational  training  in  the  arts  and  sci- 
ences of  nursing  conducted  in  the  School  of  Nursing 
and  in  the  University  Hospital.  This  means,  of 
course,  adequate  personnel  of  qualified  education  for 
teaching  nursing  arts  and  sciences  both  outside  the 
hospital  wards  and  within  them.  In  addition,  it 
means  that  the  nursing  staff  of  graduate  type  must 
be  large  enough  to  give  proper  supervision  to  the 
education  of  nurses  in  the  care  of  patients. 

Nursing  Training  involves  the  practiced  or  applied 
aspect  of  the  complete  program.  This  requires  that 
young  women  in  training  have  proper  supervision 
by  graduate  nurses  in  the  care  of  patients.  Inas- 
much as  ten  different  wards  at  the  University  Hos- 
pital are  used  in  this  training  and  since  three  shifts 
cover  the  24-hour  patient  care  day,  therefore,  a large 
staff  of  graduate  nurses  is  essential,  and  particu- 
larly that  nurses  in  training  be  assigned  to  ward 
work  where  proper  graduate  nurse  supervision  is 
adequate  to  the  requirement  of  accrediting  authori- 
ties. 

Our  School  of  Nursing  has  been  criticized  in  that 
our  nurses  in  training  work  in  the  wards  spend  two 
to  three  times  as  much  time  on  evening  and  night 
shifts  for  their  practical  training  as  do  those  ac- 
credited schools  on  the  national  average.  More  crit- 
ical perhaps  is  that  they  serve  such  periods  on  the 
wards  when  there  are  insufficient  numbers  of  grad- 
uate nurses  to  assume  responsibility  for,  and  to 
give  essential  direction  to,  their  work.  Since  teach- 
ing and  supervision  is  less  effective  at  some  of  the 
periods  necessarily  assigned  to  students  in  training, 
the  accrediting  bodies  criticize  this  practice.  The  an- 
swer is  more  qualified  graduate  nurses  on  the  hos- 
pital wards.  This,  of  course,  is  a matter  of  both 
hospital  and  School  of  Nursing  budgetary  sufficiency 
or  insufficiency.  These  conditions  to  some  extent 
will  be  aggravated  by  the  increasing  numbers  of  pa- 
tients, shorter  patient  stays,  and  expanding  School 
of  Nursing.  It  will  be  increasingly  important  as 


plans  for  expanding  hospital  facilities  mature.  It 
seems  very  evident  that  the  carefully  estimated 
budgetary  requirements  are  real  needs  if  the  School 
of  Nursing  is  to  meet  the  obligations  to  which  it 
has  been  committed. 

As  a matter  of  fact,  it  is  estimated  that  to  meet 
present  needs  and  requirements  thirty  additional 
graduate  nurses  should  be  added  to  hospital  nursing 
staff. 

IV.  Additional  personnel  has  been  required  to 
produce  the  results  tabulated  below.  It  has  been 
necessary  to  increase  the  number  of  nurses  as  pa- 
tient load  increased.  Even  with  such  increase  in 
R.N.’s  employed,  the  University  Hospital  is  compar- 
atively far  behind  in  ratio  of  number  of  nurses  to 
patients  cared  for.  This  relationship  is  discussed 
further  under  the  School  of  Nursing.  The  follow- 
ing tabulation  compares  corresponding  six-month 


periods  of  1953  and  1954: 

1953  1954 

Number  of  patients  admitted 1,560  2,002 

Number  of  surgical  procedures 965  1,150 

Number  of  births 321  367 

Number  of  patient  days 24,459  25,310 

Number  of  clinical  visits 14,843  19,711 

Number  of  laboratory  procedures 53,194  60,326 

Number  of  x-rays 7,056  9,631 

Average  length  of  stay  in  hospital  (days) 13.3  12 

Patients  discharged  1,821  2,193 


V.  Construction  Program — 

The  State  Legislature  approved  0.25  mill  levy  in 
1953  for  a College  of  Medicine  Building  Fund.  This 
levy,  which  produces  approximately  $750,000  per 
year,  continues  until  a total  of  $6,000,000  has  been 
raised.  Since  its  enactment  there  have  been  a num- 
ber of  highly  significant  endorsements  of  the  pro- 
posed medical  center  program  so  that  at  the  present 
rapid  construction  is  proceeding  on  buildings  that 
are  not  involved  in  the  0.25  mill  levy.  Although 
some  construction  is  being  financed  from  the  levy, 
at  the  present  rate  of  accumulation,  larger  construc- 
tion will  not  commence  until  1955 

Just  before  the  middle  of  1953,  construction  start- 
ed on  the  Psychiatric  Institute  which  will  be  in  op- 
eration shortly  after  the  first  of  the  year.  This  is 
a $1,500,000  institute  provided  by  equal  participation 
of  the  Board  of  Control,  Hospital  Advisory  Council, 
and  the  Board  of  Regents.  It  will  have  a bed  ca- 
pacity of  92  patients  and,  in  addition,  there  will  be 
day  clinics  for  adults  and  children,  day  therapy 
areas,  and  space  for  teaching  and  research.  A spe- 
cial research  area  is  provided  for  metabolic  study  of 
chronic  diseases.  A unique  feature  is  the  section 
provided  for  intensive  study  of  psychiatric  prob- 
lems in  children.  This  is  an  important  diagnostic 
and  therapeutic  unit  for  the  program  of  the  Board 
of  Control,  and  a major  teaching  and  research  af- 
filiation for  the  College  of  Medicine. 

The  Building  Committee  has  completed  prelimi- 
nary plans  of  the  main  campus  expansions.  This 
includes  the  anticipation  of  pedestrian  tunnels  con- 
necting present  and  future  buildings,  utilities  such 
as  electric,  water,  steam,  streets  and  landscaping. 
The  new  electrical  system  is  now  being  installed 
and  will  provide  the  highly  dependable  power  sup- 
ply necessary  for  modern  hospital  operation.  The 
new  forty  foot  wide  street  to  the  Psychiatric  Insti- 
tute has  been  completed,  and  a 52-car  parking  area 
will  be  completed  in  time  for  the  opening.  A 12-inch 
water  main  was  installed  to  provide  ample  service 
for  new  buildings.  Preliminary  plans  have  been 
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completed  for  laundry  and  storerooms.  An  import- 
ant study  was  an  analysis  of  the  present  steam 
plant,  and  it  is  gratifying  to  report  that,  due  to 
some  favorable  buying  about  a decade  ago,  the  basic 
plant  is  ample  for  some  years. 

Final  plans  and  specifications  are  to  be  completed 
in  early  January  for  a 150-student-nurses  home  and 
construction  is  to  start  in  early  spring.  This  build- 
ing should  be  completed  before  the  University  Hos- 
pital is  enlarged  because  of  the  necessity  of  de- 
pending upon  the  School  of  Nursing  trainees. 

The  acute  shortage  of  space  and  of  patient-beds 
at  the  present  time  has  prompted  the  Building  Com- 
mittee to  recommend  the  construction  of  a memorial 
research  laboratory  at  an  early  date.  Preliminary 
plans  are  completed  and  this  will  be  a two-story 
building  on  Emile  Street  just  west  of  the  power 
plant. 

The  main  unit  No.  3 will  comprise  a 150-bed  hos- 
pital, a university  clinic,  a new  surgical  area,  li- 
brary, auditorium,  clinical-department  offices  and 
research  facilities.  Much  of  this  preliminary  plan- 
ning has  been  completed.  To  some,  this  is  the 
building  which  should  be  constructed  first,  because 
the  expanded  program  cannot  operate  fully  until 
this  building  is  completed.  However,  School  of 
Nursing,  laundry,  storeroom,  utilities,  and  other 
things  must  be  available  before  this  unit  can  func- 
tion. When  completed,  the  total  adult-beds  in  the 
University  Hospital  will  be  400,  which  many  studies 
show  is  a conservative  but  adequate  size.  However, 
this  size  presumes  well  coordinated  affiliations  with 
a number  of  private,  county,  and  federal  hospitals 
in  order  to  provide  the  teaching  and  research  facili- 
ties needed  for  an  effective  medical  center. 

The  College  of  Medicine  Building  Fund,  which 
acted  as  a stimulus  to  the  Medical  Center  project, 
accumulates  at  the  rate  of  about  $750,000  per  year. 
At  the  Building  Fund  rate  of  accumulation,  serious 
delay  may  develop  in  the  construction  of  an  essen- 
tial part  of  the  program;  that  is,  the  education  and 
research  portions.  This  problem  is  acute  because 
of  the  rule  that  funds  must  be  on  hand  before  con- 
tracts can  be  awarded.  Sufficient  funds  will  be 
available  in  1955  to  build  the  Nurse’s  Home.  Unit 
No.  3 is  estimated  to  cost  approximately  $4,000,000, 
and  a delay  of  five  more  years  may  occur  before 
construction  can  be  started.  It  appears  possible  to 
break  Unit  No.  3 into  a few  large  units,  which 
would  not  be  functional  operating  units,  but  even 
this  could  result  in  delays  of  3 to  4 years. 

VI.  In  the  near  future  we  hope  to  be  fully  ac- 
credited, both  as  a medical  school  and  as  a school 
of  nursing.  With  the  type  of  cooperation  which  is 
developing  on  the  campus  at  the  College  of  Medicine, 
we  all  feel  sure  that  a Medical  Center  type  of  serv- 
ice will  soon  be  available  to  the  people  of  Nebraska, 
though  not  without  much  more  effort  on  the  part  of 
all  you  gentlemen. 

Respectfully  submitted, 

DONALD  B.  STEENBURG,  M.D., 
Chairman. 

REPORT  OF  MENTAL  HYGIENE 
COMMITTEE 

Robert  S.  Wigton,  M.D.,  Chairman,  Omaha ; G.  Lee  Sand- 
ritter,  M.D.,  Hastings ; Theodore  Koefoot,  Jr.,  M.D.,  Broken 
Bow ; Robert  J.  Stein,  M.D.,  Lincoln ; Fay  Smith,  M.D.,  Im- 
perial ; Stewart  P.  Wiley,  M.D.,  Gering. 

Since  last  year’s  report,  the  committee  has  com- 
pleted the  activity  engaging  it  at  that  time,  namely, 


assisting  in  the  composition  of  the  July  issue  of  the 
Nebraska  State  Medical  Journal,  which  was  devoted 
to  the  field  of  Psychiatry. 

In  July  1954,  Dr.  E.  F.  Leininger  felt  that  this  com- 
mittee should  study  and  confer  in  regard  to  the  cur- 
rent mental  health  situation  in  the  state.  He  ap- 
pointed three  additional  members  to  the  committee 
to  serve  on  an  interim  basis.  They  are:  Dr.  Fay 
Smith,  of  Imperial;  Dr.  Stewart  P.  Wiley,  of  Ger- 
ing, and  Dr.  Theodore  Koefot,  Jr.,  of  Broken  Bow. 

The  first  meeting  of  the  expanded  Mental  Hygiene 
Committee  vwas  held  in  Hastings  on  October  31, 
1954.  In  view  of  the  then  pending  report  to  Gov- 
ernor Crosby  by  the  Governors’  Committee  on  Men- 
tal Health,  dated  October  30,  1954,  this  report  was 
studied  and  discussed.  A subsequent  meeting  was 
held  in  Omaha  on  January  9,  1955,  to  take  up  fur- 
ther problems  in  this  field,  as  instructed. 

From  its  deliberations  thus  far,  the  committee 
wishes  to  express  its  recommendations  on  two  as- 
pects of  the  psychiatric  problem  in  Nebraska,  name- 
ly, comments  on  the  Report  of  the  Governor’s  Com- 
mittee on  Mental  Health,  and  a recommendation  in 
the  general  area  of  legislation  on  medical  matters, 
which  we  feel  to  be  of  concern  and  interest  to  the 
Nebraska  State  Medical  Association.  Therefore, 
the  Mental  Hygiene  Committee  respectfully  submits 
for  your  consideration  the  following  resolutions: 

“RESOLVED,  That  the  members  of  Governor 
Crosby’s  Special  Mental  Health  Committee  be 
commended  for  their  work  in  formulating  their 
report,  dated  October  30,  1954,  and  that  the  re 
port  be  endorsed  in  principle  and  with  the  fol- 
lowing comments,  reservations  and  additions: 

“It  is  understood  that  the  report,  by  its  own 
statement,  is  of  a temporary  nature  in  regard 
to  current  problems  and  is  not  intended  to  be  a 
statement  of  long  range  policy  in  regard  to 
mental  health  matters  in  the  State,  and  also,  as 
indicated  in  Section  One  of  the  Report,  the  Com- 
mittee limited  itself  to  general  suggestions  for 
improving  the  situation  as  it  now  exists,  rather 
than  changing  it. 

“In  this  context,  recommendations  of  Section 
One,  in  regard  to  Advisory  Boards  for  the 
State  Mental  Health  Facilities,  are  approved. 
The  second  recommendation,  in  regard  to  the 
making  of  the  Director  of  the  Psychiatric  Insti- 
tute the  Director  of  Treatment,  Training  and 
Research  for  the  Mental  Health  Facilities,  be 
approved  only  as  a temporary  measure  to  im- 
plement temporary,  or  ‘stop-gap,’  recommenda- 
tions. 

“In  Section  Two  on  Personnel,  it  should  be 
pointed  out  that  the  recommendation  that  the 
Clinical  Directors  of  the  State  Hospitals  work 
directly  under  the  Director  of  Treatment,  Train- 
ing and  Research  of  the  State  Mental  Health 
Facilities  would  bring  administrative  conflict 
and  omits  the  superintendents  of  the  hospitals 
in  this  designation  of  responsibility. 

“Most  of  the  general  statements  about  train- 
ing, research  and  general  needs  can  be  heartily 
endorsed.” 

“In  the  interests  of  fostering  the  develop- 
ment of  sound  medical  practice  in  the  state  psy- 
chiatric facilities,  BE  IT  FURTHER  RE- 
SOLVED, That  the  Nebraska  State  Medical  As- 
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sociation  recommend  to  the  Legislature  that,  in 
the  Government  of  the  State,  under  the  Legis- 
lature and  the  Office  of  the  Governor,  there 
should  be  established  a Department  of  Mental 
Health;  that  the  Department  of  Mental  Health 
be  charged  with  the  administration  of  the  medi- 
cal facilities  which  provide  for  the  diagnosis, 
treatment  and  care  of  psychiatric  patients  at 
State  expense,  namely,  the  three  State  Hos- 
pitals, the  Psychiatric  Institute,  the  Beatrice 
State  Home,  and  any  State  operated  clinics  for 
the  diagnosis  and  treatment  of  psychiatric 
problems.  The  Department  of  Mental  Health 
should  be  the  mental  health  authority  of  the 
State  of  Nebraska.  The  Department  of  Mental 
Health  should  be  governed  by  a Board.  This 
Board  should  consist  of  four  physicians,  half  of 
whom  should  be  specialists  in  the  field  of  psychi- 
atry, half  of  whom  should  be  physicians  repre- 
senting general  medicine  in  the  State  as  a 
whole.  It  is  suggested  that  physicians  be  ap- 
pointed to  the  Board  by  the  Governor  from  a 
panel  of  applicants  submitted  by  the  Nebraska 
State  Medical  Association.  No  member  of  the 
Board  should  be,  at  the  same  time,  an  employee 
of  the  State.  There  should  be  a full  time  Medical 
Director  of  the  Department  of  Mental  Health, 
responsible  to  the  Board  for  the  administration 
of  the  mental  facilities  of  the  State.” 

The  committee  feels  that  there  are  other  aspects 
of  the  total  problem  that  require  study  and  which 
will  be  taken  up  at  its  future  meetings. 

Respectfully  submitted, 

ROBERT  S.  WIGTON,  M.D., 
Chairman. 

REPORT  OF  PLANNING  COMMITTEE 

Harold  S.  Morgan,  M.D.,  Chairman,  Lincoln ; A.  B.  Ander- 
son, M.D.,  Pawnee  City  ; Harley  Anderson,  M.D.,  Omaha  ; W.  W. 
Carveth,  M.D.,  Lincoln. 

Following  the  instructions  of  the  House  of  Dele- 
gates at  the  last  Annual  Session  of  the  Nebraska 
State  Medical  Association,  your  Planning  Committee, 
under  the  chairmanship  of  the  late  Dr.  Floyd  Rogers, 
met  upon  several  occasions  with  a committee  from 
the  Nebraska  Bar  Association  and  successfully 
drafted  the  outline  of  a bill  on  expert  medical  testi- 
mony. This  bill,  L.B.  332,  introduced  by  Senators 
Hoffmeister,  Lee,  and  Brower,  has  been  introduced 
in  the  legislature  and  will  be  scheduled  for  hearings 
within  the  month. 

Essentially,  this  legislation  will,  if  passed,  permit 
the  judge  in  cases  where  expert  medical  witnesses 
are  required,  to  request  nominations  from  the  con- 
testing lawyers,  or  if  the  lawyers  do  not  agree,  the 
judge  will  appoint  an  expert  or  experts  from  a 
panel  of  experts  prepared  annually  for  the  use  of 
the  courts  by  the  Nebraska  State  Medical  Associa- 
tion. 

Other  provisions  of  the  bill  relate  to  the  manner 
of  obtaining  information  from  the  witnesses  and 
from  the  contesting  parties.  One  of  the  obviously 
satisfactory  sections  of  the  bill  will  abolish  the  hypo- 
thetical question. 

It  is  the  feeling  of  the  Planning  Committee  that 
this  legislation,  if  passed,  will  correct  all  of  the 
past  evils  of  expert  medical  testimony,  and  that  Ne- 
braska will  be  cited  nationally  for  its  forward  look- 
ing action. 


A second  task  undertaken  by  the  Planning  Com- 
mittee is  to  act  in  an  advisory  capacity  to  the  De- 
partment of  Health  in  matters  pertaining  to  the 
level  and  scope  of  professional  service  that  have 
been  added  in  the  form  of  amendments  to  the  or- 
iginal Hill-Burton  Act  by  the  83rd  Congress.  Essen- 
tially, these  amendments  have  to  do  with  the  estab- 
lishment of  diagnostic  or  treatment  centers.  By 
definition,  a diagnostic  and  treatment  center  is:  “A 
facility  providing  community  service  for  the  diag- 
nosis or  diagnosis  and  treatment  of  ambulatory  pa- 
tients, which  is  operated  in  connection  with  a hos- 
pital, or  in  which  patient  care  is  under  the  profes- 
sional supervision  of  persons  licensed  to  practice 
medicine  or  surgery  in  the  state.” 

The  American  Medical  Association  has  protested 
the  wording  of  this  amendment  as  being  vague  and 
too  general  in  nature.  Certain  suggestions  were 
made  by  the  Council  on  Medical  Service  and  relayed 
to  the  Public  Health  Service.  The  recommendations 
were,  with  a few  exceptions,  not  adopted. 

At  the  time  of  writing  this  report,  the  Planning 
Committee  has  taken  no  official  action  relative  to 
this  matter  but  will  have  had  a meeting  with  Dr. 
E.  A.  Rogers  and  Mr.  Verne  Pangborn  prior  to  the 
mid-winter  meeting  of  the  Board  of  Councilors  and 
House  of  Delegates.  The  results  of  this  meeting 
will  be  the  subject  of  a special  report. 

The  death  of  two  members  of  the  Planning  Com- 
mittee, Dr.  Floyd  L.  Rogers,  its  long  time  chairman, 
and  Dr.  Morris  Nielsen,  a member  since  its  inception, 
has  been  a serious  loss — not  only  to  the  committee — 
but  to  the  Nebraska  State  Medical  Association.  The 
wisdom  of  both  of  these  men  can  be  attested  to  by 
the  solid  progress  of  the  Association  along  the 
lines  suggested  by  the  Planning  Committee  during 
their  tenure  as  members. 

If  the  Board  of  Councilors  and  House  of  Dele- 
gates should,  in  their  wisdom,  see  fit  to  separately 
endorse  L.B.  332,  thus  giving  again  a firm  approval 
of  your  Planning  Committee’s  efforts,  it  will  in  ef- 
fect be  a memorial  to  those  two  physicians — Doctors 
Rogers  and  Nielsen — who  believed  so  thoroughly  in 
the  merits  of  the  bill. 

Respectfully  submitted, 

HAROLD  S.  MORGAN,  M.D., 
Chairman. 

REPORT  OF  POLIO  COORDINATING 
COMMITTEE 

Harold  N.  Neu,  M.D.,  Chairman,  Omaha  ; W.  R.  Hamsa,  M.D., 
Omaha ; Fritz  Teal,  M.D.,  Lincoln  ; Warren  Bosley,  M.D., 
Grand  Island;  J.  P.  Tollman,  M.D.,  Omaha;  Wm.  Gentry, 
M.D.,  Gering ; W.  W.  Bartels,  M.D.,  Lincoln. 

Inasmuch  as  there  were  no  particular  emergencies 
which  required  the  action  of  the  Polio  Coordinating 
Committee,  and  since  the  meetings  pe'rtaining  to 
gamma  globulin  were  handled  by  the  State  De- 
partment of  Health,  the  Committee  has  not  met 
since  its  appointment. 

The  polio  epidemic  of  this  year  was  a moderate 
one,  and  with  the  ground  work  laid  by  the  previ- 
ous committees,  the  situation  was  well  in  hand.  The 
existence  of  the  Respirator  and  Rehabilitation  Cen- 
ter at  Creighton  Memorial  St.  Joseph’s  Hospital  in 
Omaha,  which  is  one  of  the  thirteen  such  Regional 
Centers  in  the  United  States  and  which  is  the 
third  largest  of  these  Centers  at  this  time,  provided 
adequate  trained  personnel  for  the  rehabilitation 
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and  care  of  severe  respirator  cases  and  severely 
disabled  patients. 

It  is  felt  that  with  the  improvement  of  facilities 
in  our  State  that  the  continuance  of  the  Polio  Co- 
ordinating Committee  as  such  may  not  be  necessary, 
and  that,  instead,  efforts  should  be  made  to  com- 
bine it  with  the  Arthritis,  Cerebral  Palsy  and  Multi- 
ple Sclerosis  Committees  into  a Rehabilitation  Com- 
mittee, which  should  include  representatives  from 
each  of  these  fields.  At  least  one  member  of  such 
a committee  should  be  from  each  of  the  medical 
staffs  of  our  two  medical  schools  since  the  extension 
of  concepts  of  rehabilitation  must  begin  with  the 
medical  student  as  well  as  with  the  physician  in  ac- 
tive practice.  It  is  hoped  that  the  Constitution  and 
By-Laws  Committee  will  see  fit  to  make  these 
changes  which  had  been  recommended  a year  ago 
by  this  Committee. 

Respectfully  submitted, 

HAROLD  N.  NEU,  M.D., 
Chairman. 

REPORT  OF  PREPAYMENT  MEDICAL 
CARE  COMMITTEE 

Harry  A.  Jakeman,  M.D.,  Chairman,  Fremont ; John  Brush, 
M.D.,  Omaha ; C.  R.  Brott,  M.D.,  Beatrice. 

Your  Prepayment  Medical  Care  Committee  has 
attended  all  Nebraska  Blue  Shield  Board  Meetings 
during  the  year  1954.  We  should  like  to  point  out 
the  fine  spirit  of  cooperation  and  courtesy  shown 
us  in  our  many  conferences  and  dealings  with  Ne- 
braska Medical  Service  Plan.  Your  committee  has 
made  it  a point  to  visit  the  offices  of  Nebraska  Med- 
ical Service  Plan  where  we  have  discussed  with  em- 
ployees its  many  phases  of  operation.  We  have 
found  its  operation  to  be  extremely  efficient  and 
morale  among  employees  excellent.  All  members  of 
the  Board  have  been  extremely  courteous  and  coop- 
erative and  have  been  most  anxious  that  all  phases 
of  operation  be  discussed  with  the  liaison  committee, 
so  that  the  Nebraska  State  Medical  Association 
might  know  each  and  every  phase  of  the  operation 
of  Nebraska  Blue  Shield  Plan.  The  members  of 
the  Board  have  spent  many  hours  and  should  be 
commended  for  their  excellent  accomplishments. 
Your  committee  should  like  to  point  out  that  Dr. 
A.  J.  Offerman  has  finished  his  tenth  year  as  Presi- 
dent of  Nebraska  Blue  Shield.  It  is  impossible  to 
estimate  the  tremendous  amount  of  time  that  Dr. 
Offerman  has  given  efficiently,  cheerfully,  and  com- 
pletely without  remuneration.  We  feel  that  the  doc- 
tors of  Nebraska  owe  a great  debt  to  Dr.  Offerman 
and  the  Board  of  Directors  of  Nebraska  Blue  Shield. 

Your  committee  should  like  to  point  out  the  high- 
lights of  Nebraska  Blue  Shield  operation  during 
1954. 

On  October  19,  1954  Blue  Shield  celebrated  its 
tenth  anniversary.  During  the  intervening  years, 
enrollment  has  increased  from  5,579  in  1945  to 
195,000  in  1955.  This  gives  some  indication  of  the 
magnitude  and  the  growth  of  Nebraska  Medical 
Service  Plan. 

At  the  end  of  ten  years,  it  may  now  be  truly  said 
that  Nebraska  Blue  Shield  is  on  a sound  financial 
basis.  Reserves  are  constantly  being  increased  and 
the  plan  has  now  met  all  requirements  for  approval 
by  the  State  Insurance  Commission  and  has  been 
commended  on  its  fine  operation  by  that  agency. 


Efficiency  of  operation  is  being  steadily  increased. 
One  has  only  to  consult  the  third  annual  report  as 
regards  statistical  data  on  health  and  accident  busi- 
ness in  the  State  of  Nebraska  by  private  companies, 
as  released  by  the  Public  Relations  Committee  of 
the  Nebraska  State  Medical  Association  in  Septem- 
ber of  1954,  to  realize  just  how  efficiently  Blue 
Shield  has  been  operated.  It  must  be  noted  that 
cost  of  operation  has  been  lower  and  percentage  of 
premium  returned  to  the  insui'ed  has  been  constant- 
ly higher  in  Nebraska  Medical  Service  Plan  than 
with  any  otjier  commercial  agency  operating  in  the 
State. 

During  the  past  year,  an  aggressive  campaign  of 
advertising,  promotion,  and  publicity  has  been  car- 
ried out.  This  has  resulted  in  increased  enrollment 
and  has  better  acquainted  the  public  with  the  mis- 
sion Nebraska  Blue  Shield  is  trying  to  accomplish. 
During  1954,  as  in  1953,  a consulting  actuary  from 
the  firm  of  Coates,  Herfurth  and  England  of  Denver, 
Colorado  has  been  retained.  This  has  further  con- 
tributed to  the  efficiency  of  operation. 

During  the  past  year,  a deductible  policy  has  been 
discussed  on  various  occasions  and  at  the  present 
time  is  in  the  hands  of  a special  committee  where 
it  is  being  further  studied  and  research  carried  out 
by  the  actuarial  consultant.  A major  medical  ex- 
pense or  extended  illness  contract  has  also  been  dis- 
cussed and  is  also  under  study  at  the  present  time. 
No  recommendations  can  be  made  by  your  committee 
as  regai’ds  either  one  of  these  contracts  at  the  pres- 
ent time. 

After  much  research,  discussion,  and  study  during 
the  past  year,  the  plan  has  entered  into  an  operat- 
ing agreement  with  the  Northwestern  National  Life 
Insurance  Company  of  Minneapolis,  Minnesota, 
whereby  it  can  now  offer  a package  plan  including 
life  and  time  loss  in  addition  to  medical  service  cov- 
erage. This  operating  agreement  has  been  approved 
by  the  State  Insurance  Department. 

A retirement  plan  for  Blue  Shield  employees  has 
been  considered  during  the  past  year.  No  definite 
action  has  been  taken  but  it  is  anticipated  that  this 
problem  will  receive  further  attention  in  1955.  Your 
committee  is  in  no  position  to  make  recommenda- 
tions as  regards  this  retirement  plan  at  the  present 
time. 

During  1954,  the  new  Preferred  Contract  has  been 
put  into  operation.  This  contract  involves  approxi- 
mately 50  per  cent  increase  in  benefits  with  an  ap- 
proximately 90  per  cent  higher  premium.  This  also 
has  been  approved  by  the  Insurance  Department  of 
Nebraska.  The  new  preferred  contract  is  designed 
to  provide  payment  in  full  for  services  rendered  by 
participating  physicians  to  single  persons  with  total 
annual  incomes  up  to  $4,000.00,  and  to  families  with 
total  annual  incomes  up  to  $5,500.00.  This  income 
classification  applies  only  to  members  enrolled  for 
preferred  membership,  and  to  physicians  who  sign 
the  new  agreement.  The  present  standard  member- 
ships will  continue  to  be  offered,  and  there  will  be 
no  change  as  to  benefits,  rates,  nor  participating 
physicians  agreements  pertaining  to  them. 

During  1954,  a pamphlet  was  authorized  entitled: 
“The  Practice  of  Medicine  — A Profession  and  a 
Business.”  This  pamphlet  is  to  be  distributed  to 
graduating  students  of  states’  medical  schools  to 
better  acquaint  them  with  present  existing  problems 
of  medical  economics. 
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On  June  10,  1954,  a Blue  Shield  liaison  commit- 
tee meeting-  was  held  at  Scottsbluff,  Nebraska.  This 
meeting  was  well  attended  and  we  think  beneficial 
in  better  understanding  between  Nebraska  physi- 
cians and  the  Blue  Shield  Plan.  This  meeting  was 
preceded  on  June  9 by  a secretaries  meeting,  also 
held  at  Scottsbluff,  Nebraska,  which  was  also  ex- 
ceedingly well  attended  and  gave  doctors’  secretaries 
and  office  personnel  an  opportunity  to  better  under- 
stand the  operation  of  the  plan. 

As  regards  progress  of  Nebraska  Blue  Shield, 
1954  most  certainly  marked  a definite  milestone  and 
was  an  extremely  productive  and  eventful  year. 

Once  again  your  committee  has  given  considerable 
thought  and  study  to  the  problems  of  Nebraska  doc- 
tors and  the  Blue  Shield  Plan.  We  see  no  relief 
from  the  constant  pressure  being  applied  from 
many  sources  to  eventually  socialize  medicine.  This 
appeared  in  a new  form  in  the  past  year — namely, 
the  President’s  re-insurance  plan.  At  least  one  of 
your  committee  was  able  to  attend  the  National  Blue 
Shield  Conference  in  New  York  City  in  April  of  1954, 
at  which  time  the  re-insurance  plan  was  discussed 
by  many  people  in  a position  to  understand  the 
problem.  Blue  Shield,  the  country  over,  repudiated 
the  plan  and  flatly  refused  to  recommend  it,  and  for 
the  time  being,  it  has  not  been  put  into  effect.  An- 
other major  attempt  is  being  made,  however,  to  do 
so  in  the  near  future.  This  was  thoroughly  dis- 
cussed by  the  President  in  his  last  message  to  Con- 
gress. James  E.  Bryan,  Administrator  of  the  Medi- 
cal Surgical  Plan  of  New  Jersey,  states,  “I  am 
convinced  that  a Government  re-insurance  program 
is  quite  as  likely  to  bring  on  government  control 
of  the  medical  economy  as  any  of  the  other  devices 
that  have  been  proposed  in  the  past.”  When  one 
considers  then  the  many  forces  still  at  work  to  so- 
cialize our  profession,  only  one  answer  remains  and 
that  is  full  and  untiring  support  of  our  own  Blue 
Shield  or  doctors’  plan. 

During  the  past  fifteen  years  the  voluntary  pre- 
payment plans  have  demonstrated  beyond  question 
that  it  is  possible  to  solve  our  medical  problems  in 
America  by  voluntary  methods.  Blue  Shield  then 
must  strive  to  give  an  ever  better  plan  to  the  pub- 
lic, for  cheap  and  inadequate  plans  serve  only  to 
increase  the  public  demand  for  government  action. 

Tt  is  still  not  advisable  in  our  opinion  to  turn  over 
Blue  Shield  to  commercial  companies.  Most  cer- 
tainly, if  this  is  done,  doctors  will  have  lost  control 
of  the  problem.  The  presence  of  Blue  Shield  in  the 
insurance  field  has  forced  commercial  companies  to 
offer  the  public  an  adequate  and  value-received 
policy.  This  has,  indeed,  been  a service  rendered  by 
the  profession  to  the  public. 

In  view  of  the  foregoing  observations  by  your 
committee  during  1954,  the  following  recommenda- 
tions are  offered  for  your  consideration: 

1.  It  is  recommended  that  all  physicians  of  the 
State  of  Nebraska  continue  to  support  the  Nebraska 
Medical  Service  Plan.  It  is  suggested  that  they 
adopt  the  attitude  of  guardian  as  regards  Nebraska 
Medical  Service  Plan,  and  condemn  the  abuses  of 
the  plan  still  present  in  a small  percentage  of  our 
practicing  physicians. 

2.  It  is  suggested  that  every  effort  be  made  on 
the  part  of  Nebraska  physicians  to  continue  to  hold 
down  unwarranted  utilization  of  the  plan.  Utiliza- 


tion has  been  an  ever  increasing  item.  Continued 
success  depends  entirely  upon  the  ability  of  physi- 
cians to  hold  down  this  item. 

3.  Finally,  full  support  of  Blue  Shield  is  recom- 
mended as  long  as  it  guarantees  free  choice  of 
physician  to  the  people  of  the  State  of  Nebraska 
and  continues  to  serve  the  best  interests  of  the  peo- 
ple of  Nebraska. 

Respectfully  submitted, 

HARRY  A.  JAKEMAN,  M.D., 
Chairman. 

REPORT  OF  PUBLIC  RELATIONS 
COMMITTEE 

Houghton  F.  Elias,  M.D.,  Chairman,  Beatrice;  J.  B.  Christen- 
sen, M.D.,  Omaha ; J.  P.  Gilligan,  M.D.,  Nebraska  City ; R.  L. 
Cassel,  M.D.,  Fairbury ; Maurice  Frazer,  M.D.,  Lincoln  ; George 
Hoffmeister,  M.D.,  Hastings  ; D.  B.  Wengert,  M.D.,  Fremont. 

Following  is  a summary  of  accomplishments  of 
the  Public  Relations  Committee  in  rather  consider- 
able detail  as  it  is  not  possible  for  me  to  attend 
this  meeting.  At  the  beginning  of  the  year,  follow- 
ing appointment  of  the  present  Public  Relations 
Committee,  a six-point  program  was  adopted. 

I.  TV  Programs.  Excellent  response  to  the 
A.M.A.  produced  and  furnished  TV  programs  has 
been  had  throughout  the  state’s  available  TV  fa- 
cilities. The  last  of  which  “Night  Call”  has  prob- 
ably met  with  greater  acceptance  than  any  others, 
but  did  represent  more  work  in  its  production. 

II.  The  Press,  Radio  and  TV  Conference  which 
has  been  held  in  the  past  has  been  relegated  a lesser 
position  this  year  as  the  committee  has  dealt  with 
some  of  these  representatives  on  an  individual  basis. 
The  cooperation  from  Press,  Radio,  and  TV  has  been 
exceptionally  fine;  it  is  our  feeling  that  it  would  be 
hard  to  improve  at  the  moment,  and  all  efforts  are 
being  made  to  maintain  the  present  relationship. 

III.  The  annual  insurance  report  has  gone  out. 
It  has  been  well  accepted  by  most  doctors,  and  we 
have  had  an  increasing  number  of  requests  from 
outside  the  state  for  this  information,  which  we 
have  of  necessity  had  to  decline  furnishing,  as  it 
is  a confidential  bulletin  to  the  members  of  the  Ne- 
braska State  Medical  Association.  It  is  our  opinion 
that  some  objections  to  the  report  based  on  the  use 
of  our  available  figures  has  diminished,  as  such  will, 
of  course,  be  the  case  as  more  data  is  accumulated 
for  this  annual  report. 

IV.  Public  relations  meetings  throughout  the 
state  with  the  county  medical  societies  has  not  been 
accomplished.  It  is  felt  that  this  can  be  done  in  the 
spring,  if  there  is  need  for  such,  as  certainly  a 
“grass  roots”  approach  to  this  problem  is,  we  feel, 
the  best  approach. 

V.  Unusually  fine  acceptance  of  the  Nebraska 
State  Fair  Public  Relations  Program,  in  which  over 
4,400  people  were  counted  viewing  the  exhibits,  has 
given  us  a great  deal  of  pleasure  and  it  is  felt  that 
this  part  of  the  program  can  be  further  augmented 
and  expanded  in  the  future.  Plans  for  such  expan- 
sion are  already  being  formed  with  the  deans  of 
the  medical  schools  as  it  is  felt  the  schools,  as  well 
as  the  Nebraska  State  Medical  Association,  will 
benefit  from  such  educational  exhibits. 

VI.  Cooperation  with  the  Public  Relations  Com- 
mittee by  the  State’s  two  medical  schools  has  been 
accomplished.  The  schools  are  working  on  an  ex- 
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panded  program  so  that  undergraduate  students, 
particularly  those  in  the  senior  year,  will  be  ex- 
posed to,  and  trained  in  public  relations  as  they  will 
benefit  the  medical  profession,  as  they  go  out  into 
new  communities. 

Because  of  the  injunction  obtained  by  Dr.  J.  C. 
Waddell  for  the  Beatrice  Medical  Group  my  practice 
now  is  entirely  outside  of  Beatrice  and  the  vicinity, 
which  necessitates  traveling  at  least  one  thousand 
miles  each  week  and  leaves  me  insufficient  time  for 
active  management  of  this  program.  I,  therefore, 
respectfully  request  that  I be  allowed  to  resign. 

Respectfully  submitted, 
HOUGHTON  F.  ELIAS,  M.D., 
Chairman. 

REPORT  OF  RURAL  MEDICAL 
SERVICE  COMMITTEE 

Charles  Ashby,  M.D.,  Chairman,  Geneva ; E.  G.  Brillhart, 
M.D.,  Columbus  ; Walter  Reiner,  M.D.,  Holdrege ; Dan  Nye, 
M.D.,  Geneva ; R.  E.  Penry,  M.D.,  Hebron ; Clyde  Kleager, 
M.D.,  Hastings. 

During  the  year  1954,  the  Rural  Medical  Service 
Committee  held  two  meetings  and  sponsored  the 
Third  Annual  Senior  Medical  Day,  April  1,  1954,  at 
the  Hotel  Paxton,  Omaha,  Nebraska.  The  following 
program  was  presented: 

James  F.  Kelly,  M.D.,  Omaha,  President,  Ne- 
braska State  Association,  presided  and  gave 
the  address  of  welcome. 

Harold  S.  Morgan,  M.D.,  Lincoln,  Past  President 
— “You  Will  Soon  Be  a Doctor” 

Walter  Reiner,  M.D.,  Holdrege 
— “Why  I Chose  a Small  Town  to  Practice 
Medicine” 

M.  K.  Mills,  Omaha,  Assistant  Manager,  Profes- 
sional Management 

— “The  Mechanics  of  Establishing  Your  Office” 
Fay  Smith,  M.D.,  Imperial,  Board  of  Trustees 
— “The  Doctor’s  Obligation  to  His  Community” 
Floyd  Rogers,  M.D.,  Lincoln,  Past  President 
— “Medical  Ethics” 

M.  C.  Smith,  Lincoln,  Executive  Secretary 
— “Functions  and  Relationships  of  County  and 
State  Medical  Organizations” 

Following  the  banquet  at  six  p.m.,  Ernest  B. 
Howard,  M.D.,  Chicago,  Illinois,  Assistant 
Secretary,  American  Medical  Association  gave 
an  address:  “The  American  Medical  Asso- 

ciation— Your  Colleague  in  Practicing  Medi- 
cine” 

The  committee  feels  that  this  is  still  a worth-while 
program  and  plan  to  again  sponsor  the  meeting  on 
April  19,  1955;  however,  we  plan  to  modify  the 
evening  program  and  have  an  informal  question 
and  answer  period  after  the  dinner.  We  would  like 
to  have  more  members  of  the  society  attend  this 
meeting  in  order  to  have  closer  contact  with  the 
students.  We  would  especially  like  to  have  all 
preceptors  attend  and  will  issue  them  a special  in- 
vitation. 

This  program  has  obtained  some  national  recog- 
nition as  this  committee  has  been  invited  to  present 
a talk  on  our  program  at  the  National  Rural  Health 
Council  in  February  1955.  There  are  also  a number 
of  other  state  societies  sponsoring  similar  programs. 

A county  health  survey,  similar  to  those  carried 
out  in  other  states,  was  made  in  Fillmore  County 


with  the  aid  of  local  service  groups.  It  revealed 
a number  of  leads  for  the  improvement  of  rural 
health,  but  it  has  been  this  writer’s  opinion  that  it 
is  very  hard  to  follow  through  on  them. 

Again  we  are  able  to  report  an  increase  in  prac- 
ticing rural  physicians  in  the  state  during  the  year, 
and  we  know  this  means  better  rural  medical  service. 
Respectfully  submitted, 

C.  F.  ASHBY,  M.D., 

Chairman. 

REPORT  OF  VENEREAL  DISEASE 
COMMITTEE 

Donald  J.  Wilson,  M.D.,  Chairman,  Omaha ; John  H.  Barthell, 
M.D.,  Lincoln  ; Leroy  W.  Lee,  M.D.,  Omaha. 

The  Venereal  Disease  Committee,  appointed  by 
Doctor  Leininger,  has  had  no  meetings  during  the 
year. 

With  the  daily  use  of  penicillin  and  other  anti- 
biotics by  all  physicians,  and  the  subsequent  almost 
total  disappearance  of  clinical  syphilis,  plus  the 
rapid  results  in  gonorrhea  control — I am  sure  there 
is  no  need  for  such  a committee  at  the  present  time. 

It  is,  therefore,  recommended  that  the  Venereal 
Disease  Committee  be  abolished  at  the  state  level. 
Respectfully  submitted, 

DONALD  J.  WILSON,  M.D., 
Chairman. 

REPORT  OF  COMMITTEE  ON  UNIFORM  FEE 
SCHEDULE  AND  ADVISORY  TO 
GOVERNMENTAL  AGENCIES 

R.  E.  Garlinghouse,  M.D.,  Chairman,  Lincoln  ; A.  J.  Schwed- 
helm,  M.D.,  Norfolk;  W.  W.  Waddell,  M.D.,  Beatrice. 

In  addition  to  the  above  committee,  there  is  a 
sub  committee  which  is  responsible  for  the  Formu- 
lary of  the  Nebraska  State  Medical  Association. 
This  sub  committee  has  the  following  membership: 
Joseph  F.  Burt,  Ph.D.,  Chairman,  Lincoln 
Daniel  Moravec,  M.Sc.,  Secretary,  Lincoln 
Ryle  Danielson,  Ph.G.,  Lincoln 
F.  H.  Hathaway,  M.D.,  Lincoln 
P.  J.  Maxwell,  M.D.,  Lincoln 
Clarence  Elliott,  M.D.,  Lincoln 

During  the  year  there  have  been  two  changes  in 
the  personnel  of  this  sub  committee.  Clarence  El- 
liott, M.D.,  was  appointed  to  fill  the  vacancy  caused 
by  the  death  of  Floyd  Rogers,  M.D.  Mr.  Ryle  Dan- 
ielson was  appointed  in  place  of  Mr.  O’Connor  of 
Omaha,  who  found  it  impossible  to  regularly  attend 
the  meetings  of  the  sub  committee. 

During  the  year  there  have  been  several  meetings 
of  the  sub  committee  for  the  consideration  of  a re- 
vision of  the  Formulary.  A report  of  the  sub  com- 
mittee is  as  follows: 

Report  of  Sub  Committee: 

On  January  17,  1955,  a meeting  of  the  Commit- 
tee on  Uniform  Fee  Schedule  and  Advisory  to  Gov- 
ernmental Agencies,  together  with  the  sub  com- 
mittee on  revision  of  the  Formulary,  was  held.  All 
members  of  both  committees  were  present.  The 
report  of  the  sub  committee  was  extensively  dis- 
cussed. 

A motion  was  made,  seconded,  and  carried,  that 
the  committee  resubmit  the  question  of  endorse- 
ment of  the  Formulary,  with  the  issuance  of  a sec- 
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ond  edition,  to  the  House  of  Delegates  at  the  mid- 
winter meeting. 

Following  the  meeting  with  the  sub  committee, 
the  Committee  on  Uniform  Fee  Schedule  and  Ad- 
visory to  Governmental  Agencies  considered  a re- 
quest by  the  Omaha-Douglas  County  Medical  So- 
ciety to  revise  the  present  fee  schedule.  After  con- 
siderable discussion,  the  committee  instructed  Doctor 
Garlinghouse  to  meet  with  the  Omaha-Douglas 
County  Medical  Society  committee  on  fee  schedule 
and  hear  their  proposals;  also,  the  committee  in- 
structed Doctor  Garlinghouse  to  present  to  the  House 
of  Delegates  the  question  of  revision  of  the  fee 
schedule. 

Recommendations  of  the  Committee  on  Uniform 
Fee  Schedule  and  A d v is  o r y to  Governmental 
Agencies : 

1.  That  the  House  of  Delegates  instruct  this 
committee  and  its  sub  committee  to  proceed  without 
delay  to  produce  and  publish  a revised  second  edi- 
tion of  the  Formulary  of  the  Nebraska  State  Medi- 
cal Association. 

2.  That  the  House  of  Delegates  of  the  Nebraska 
State  Medicel  Association  instruct  the  Committee 
on  Uniform  Fee  Schedule  and  Advisory  to  Govern- 
mental Agencies  concerning  revision  or  retention  of 
the  present  fee  schedule.  It  is  felt  by  the  commit- 
tee that  the  fee  schedule  is  adequate,  if  the  unit 
system  is  employed;  however,  due  consideration 
should  be  given  to  the  request  of  the  Omaha-Doug- 
las County  Medical  Society. 

In  summary,  the  sub  committee  on  revision  of  the 
Formulary  recommends  that  the  following  program 
of  revision  of  the  Formulary  be  approved: 

1.  Approval  for  the  issuance  of  the  second  edi- 
tion of  the  Formulary  on  or  about  April  1,  1955, 
if  possible. 

2.  The  admission  of  single  therapeutic  entities 
and  a limited  number  of  combinations  of  therapeutic 
agents  to  the  Formulary. 

3.  Continuance  of  the  bound  volume,  rather  than 
loose-leaf. 

4.  Reproduction  by  letterpress,  rather  than  by 
off-set  process. 

5.  Retention  of  the  same  page  size  as  that  used 
in  the  first  edition. 

6.  Increase  in  the  number  of  pages  to  a number 
not  exceeding  180. 

7.  The  submission,  on  invitation,  of  products  by 
manufacturers  for  possible  listing  in  the  Index  of 
the  Formulary. 

It  should  be  noted  that  if  the  second  edition  of 
the  Formulary  is  to  be  issued  early  in  1955,  it  is 
almost  imperative  that  it  be  authorized  at  the  next 
meeting  of  the  House  of  Delegates.  Because  of 
the  volume  of  work  involved,  it  would  be  almost 
impossible  to  complete  the  work  in  time  for  pub- 
lication in  1955,  if  approval  is  deferred  until  a later 
meeting. 

Respectfully  submitted, 

R.  E.  GARLINGHOUSE,  M.D., 
Chairman. 

REPORT  OF  UNITED  HEALTH 
FUND  COMMITTEE 

James  F.  Kelly,  M.D.,  Chairman,  Omaha ; Max  M.  Raines, 
M.D.,  North  Platte ; Eric  DeFlon,  M.D.,  Chadron ; W.  W.  Car- 
veth,  M.D.,  Lincoln  ; John  W.  Gatewood,  M.D.,  Omaha. 

The  committee  is  agreed  that  all  lay  education 
programs  must  first  of  all  remain  under  the  direc- 


tion of  the  Nebraska  State  Medical  Association.  It 
is  an  extremely  broad  means  of  contact  for  the  pro- 
fession. with  the  people  even  before  they  are  sick, 
and  the  people  are  hungry  for  medical  facts,  so  they 
should  be  encouraged  to  take  an  active  part  in 
these  lay  health  groups. 

To  surrender  this  leadership  in  this  work  to  any 
government  agency  would  be  a serious  loss  to  the 
prestige  and  very  poor  public  relations  for  the  medi- 
cal profession.  This  fact  has  been  obvious  for  many 
years  and  many  of  our  profession  have  cooperated 
with  all  of  the  various  lay  groups  who  wish  to  spon- 
sor drives  and  educational  programs  for  various 
serious  diseases. 

This  combination  of  lay  and  medical  personnel  in 
a common  effort  for  the  benefit  of  the  sick  has 
been  an  exemplification  of  the  free-enterprise  type 
of  activities  which  have  made  this  country  so  great. 
The  possibility  of  government  intervention  into 
this  field  has  been  the  cause  for  some  concern  for 
the  medical  profession  for  some  time  past  and  the 
recent  reports  from  our  own  State  Capitol  seem 
cause  for  real  worry. 

If  these  activities  become  subsidized  directly  from 
Washington  with  the  aid  of  a small  sum  from  the 
State  Treasury,  interest  will  be  lost  by  a great  ma- 
jority of  laymen  who  feel  that  it  is  the  money  they 
raise  which  does  the  good,  and  if  the  state  or  federal 
government  supplies  this  money,  then  why  put  in 
the  effort  on  the  work?  Interest  will  die  and  the 
real  good  which  comes  from  these  activities,  that 
is  the  amount  of  lay  interest  aroused  for  any  par- 
ticular disease,  will  no  longer  exist  and  it  will  be 
a very  indifferent  program  of  lay  education  with 
lay  interest  and  enthusiasm  lacking. 

During  the  past  year  some  of  the  groups,  pre- 
viously quite  inactive  so  far  as  lay  cooperation  was 
concerned,  have  become  especially  active  even  to 
the  point  of  employing  field  secretaries  to  organize 
lay  groups  and  enlist  more  medical  speakers  for 
their  programs.  With  this  increase  in  activity  it 
was  the  unanimous  opinion  of  the  United  Health 
Fund  Committee  that  no  United  Health  Fund  Drive 
should  be  undertaken  at  this  time  and  none  should 
be  undertaken  as  long  as  these  groups  maintain  real 
evidences  of  going  organizations,  and  not  merely 
groups  interested  in  collecting  money  from  Com- 
munity Chests. 

This  healthy  increase  in  interesting  laymen  to 
work  on  these  various  health  problems  is  the  real 
way  in  which  these  organizations  should  be  oper- 
ated. In  this  type  of  procedure,  real  good  comes 
to  the  doctors  who  are  participating  and  much  good 
comes  to  the  laymen  who  so  generously  give  both 
their  time  and  their  money.  Any  attempt  to  de- 
stroy this  physician-public  relationship  by  the  in- 
sertion of  a program  financed  with  federal  or  with 
state  funds  should  be  condemned  and  resisted  by 
the  medical  profession. 

For  the  good  of  all  concerned,  both  lay  and  medi- 
cal, it  does  seem  that  physicians  should  hesitate  to 
align  themselves  with  groups  who  call  on  the  Com- 
munity Chests  for  funds.  Likewise,  collections  for 
medical  problems  taken  up  in  the  State  of  Nebraska 
by  any  organization  which  sends  all  of  the  money 
they  collect  out  of  Nebraska  for  use  elsewhere — ex- 
cept the  amount  left  in  Nebraska  for  pure  promo- 
tional services — should  be  publicly  condemned  by 
the  Nebraska  State  Medical  Association. 
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Every  physician  in  the  state  is  urged  to  interest 
themselves  in  these  various  drives  and  aid  as  many 
of  them  as  possible  in  their  lay  education  program. 
It  is  as  much  our  duty  to  prevent  sickness  as  it  is 
to  take  care  of  the  people  after  they  are  sick,  and 
all  of  these  educational  programs  have  some  real 
merit. 

The  United  Health  Fund  Committee  will  continue 
to  watch  over  all  of  these  health  groups,  and  if  our 
present  phase  of  prosperity  comes  to  an  end,  it 
is  likely  that  a United  Health  Fund  Drive  will  be 
necessary  in  order  to  keep  the  various  educational 
groups  in  existence. 

Respectfully  submitted, 

JAMES  F.  KELLY,  M.D., 
Chairman. 

REPORT  OF  DELEGATE  TO  NORTH 
CENTRAL  MEDICAL  CONFERENCE 

Arthur  J.  Offerman,  M.D.,  Omaha 

Again  the  North  Central  Medical  Conference 
proved  to  be  a very  interesting  and  informative 
discussion  on  the  current  problems  of  the  economic 
and  administrative  side  of  medicine. 

The  conference  was  keynoted  by  the  very  excellent 
presidential  address  by  Dr.  H.  E.  Kasten,  Beloit, 
Wisconsin.  We  quote  in  part  from  Doctor  Kasten’s 
talk: 

“Like  it  or  not,  the  federal  control  of  health 
of  the  nation  continues  to  be  our  number  one 
threat.  The  promises  made  by  President  Eisen- 
hower during  the  1952  campaign  and  reiterated 
by  the  President  and  Secretary  Hobby  before 
a special  meeting  of  the  House  of  Delegates  in 
Washington,  though  not  broken,  are  becoming 
badly  chipped.  The  health  reinsurance  proposal 
and  recent  remarks  by  its  advocates  make  it 
clear,  to  me  at  least,  that  President  Eisenhow- 
er is  being  led  away  from  his  avowed  intent  to 
preserve  a free  medical  profession  and  a vol- 
untary health  insurance  program  for  the  people. 

“Another  matter  of  grave  concern  to  me  is 
a manifestation  of  an  attitude  of  frustration 
or  surrender  which  characterizes  the  thinking 
of  many  doctors  in  America,  some  of  whom  are 
in  position  of  leadership  in  the  profession. 
They  have  apparently  resigned  themselves  to 
viewing  the  threat  of  federally-controlled  medi- 
cine much  in  the  same  light  that  many  people 
view  the  threat  of  Communism. 

“A  final  but  none  the  less  important  hazard 
that  strikes  hard  at  the  heart  of  the  practice 
of  medicine  is  dissension  that  may  arise  from 
within  our  ranks.  Internal  differences  can,  in 
fact,  be  a source  of  strength,  provided  that  criti- 
cisms are  constructive  in  nature  and  made  in 
the  best  interests  of  the  doctor  and  his  patients. 

“The  doctor’s  position  with  his  public  is  not 
improved  when  his  brother  physicians  are  di- 
vided against  each  other  on  many  fundamental 
issues. 

“He  (the  physician)  wonders  if  the  traditional 
rugged  individualism  of  the  American  doctor 
can  ever  be  counted  on  to  present  a united  front 
when  the  chips  are  down,  to  safeguard,  not  only 
his  own  interests,  but  that  of  the  public  as  well. 
He  prayerfully  asks  the  question,  ‘Can  the 
American  doctor  as  he  is  organized  in  national, 


state  and  county  associations,  meet  the  chal- 
lenge of  his  present  status  as  a doctor  and  a 
businessman  in  the  social-politico-economic  life 
of  this  nation?’  He  must  be  able  to  answer 
affirmatively,  for  it  most  certainly  will  be  his 
lot  henceforth  to  compete  with  groups  of  fellow 
countrymen,  all  of  whom,  for  the  most  part, 
are  firmly  united  in  one  form  or  another  to  safe- 
guard their  integrity,  dignity  and  economic 
survival.” 

Reporting  on  the  outlook — 84th  Congress. 

Thomas  P[.  A 1 p h i n,  M.D.,  Assistant  Director, 
A.M.A.  Washington  Office: 

“Last  year  Chairman  Wolverton  in  the  House 
and  Henry  Kaiser  on  the  outside  fought  hard 
for  a bill  for  federal  guarantee  of  mortgages 
to  non-profit  medical  facilities.  Chief  benefi- 
ciaries, under  all  versions  of  the  bill  last  ses- 
sion, would  be  groups  involved  in  closed  panel 
practice.  Carefully  disguised  and  even  more 
piously  presented  versions  of  this  legislation 
may  be  looked  for  next  session.  Last  session 
this  bill  did  not  quite  win  the  support  of  Under 
Secretary  Rockefeller,  but  it  may  have  this  sup- 
port next  session.” 

Dr.  Alphin  stated:  “Don’t  be  complacent!” 

The  future  holds  no  great  promise  of  a lessening 
of  the  drive  toward  state  socialism  in  health  care. 
This  can  be  accomplished  by  the  development  of 
local  islands  of  socialism;  namely:  closed-panel  pre- 
payment plans,  similar  to  HIP  in  New  York  and 
Kaiser-Permanente  in  California.  The  reinsurance 
bill  has  been  reintroduced  in  the  84th  Congress. 
Nobody  is  able  to  adequately  or  reasonably  explain 
the  determination  to  enact  the  re-insurance  bill. 
The  mortgage  guarantee  bill  for  closed-panel  clinics 
has  been  introduced. 

Concerning  the  Doctor-Draft  Bill,  Dr.  Alphin 
said: 

“To  put  it  bluntly — many  of  the  line  officers 
— and  they  still  are  important — many  of  the 
line  officers  want  more  not  fewer  doctors  in  uni- 
form, just  to  give  their  families  more  medical 
care  right  on  the  posts. 

“In  closing  I should  like  to  anticipate  the 
question  that  I have  had  at  every  meeting  on  my 
current  trip  across  the  country.  It  is  — What 
can  the  Physicians  in  the  states  do  about  all 
this?  The  answer  is— First,  educate  yourselves 
on  the  real  meaning  of  the  legislative  proposal. 
Second,  educate  your  colleagues,  your  Congress- 
men, and  your  fellow  citizens.  An  informed 
electorate  is  the  foundation  of  a true  democ- 
racy. Educating  can  be  done  only  by  those 
who  know  the  facts.  On  medical  problems  the 
facts  are  primarily  available  through  physi- 
cians.” 

Another  subject  discussed  by  a panel  was — 
“LICENSURE  OF  FOREIGN  PHYSICIANS.”  It 
was  a very  interesting  and  complete  presentation 
of  the  experience  in  our  own  North  Central  States 
and  it  was  your  delegate’s  opinion  that  our  method 
of  handling  this  problem  in  Nebraska  for  the  past 
ten  years  has  been  the  correct  one;  by  our  realistic 
approach  to  this  problem  in  Nebraska,  we  have  been 
spared  much  unpleasantness  and  disappointment. 
Thanks  to  the  efforts  of  our  State  Board  of  Medical 
Examiners. 
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Another  panel  discussed — “PUBLIC  RELATIONS 
FROM  THE  WITNESS  STAND/’  This,  also,  was 
an  interesting  and  informative  presentation. 

Another  panel  discussed — “DO  COUNTY  AND 
STATE  HAVE  ADEQUATE  VOICE  IN  FORMU- 
LATING A.M.A.  POLICY?”  The  members  of  the 
panel  discussed  the  pros  and  cons  of  this  subject 
and  it  was  generally  agreed  that  county  and  state 
could  exercise  their  rights  in  the  formulating  of 
A.M.A.  policy  under  the  present  organizational  set- 
up. 

Dwight  H.  Murray,  M.D.,  Chairman  of  the  Board 
of  Trustees  of  the  A.M.A.,  made  a very  interesting 
report  of  the  actions  of  the  Board  of  Trustees  in  the 
Washington  sphere.  He  promised  continued  watch- 
ful activity  on  the  part  of  the  A.M.A.  in  preventing 
the  passage  of  undesirable  legislation  that  would 
have  a deleterious  effect  on  the  practice  of  medicine. 

He  introduced  Dr.  Gunnar  Gundersen,  a member 
of  the  Board  of  Trustees  of  the  A.M.A.,  who  dis- 
cussed the  many  phases  of  A.M.A.  activities,  such 
as  the  Washington  Office  of  the  A.M.A.,  annual 
costs  $220,000;  Department  of  Public  Relations 
$325,000;  Council  on  Medical  Service  $200,000;  the 
newly  established  Law  Department  $100,000;  Bureau 
of  Health  Education  $270,000;  the  Bureau  of  Medi- 
cal Economic  Research  $228,000.  “All  of  these 
things  point  to  the  future.  I believe  that  if  we  are 
to  live  up  to  and  function  according  to  the  high 
standards  of  the  medical  profession  of  this  country, 
there  is  no  way  out  but  to  increase  the  dues  of  the 
membership.  The  House  of  Delegates  ‘AMA’  may 
be  confronted  with  this  problem  in  a year  or  two.” 

It  was  a pleasure  to  serve  as  your  Acting  Dele- 
gate to  the  North  Central  Medical  Conference. 

Respectfully  submitted, 

ARTHUR  J.  OFFERMAN,  M.D., 
Delegate. 

REPORT  OF  CONSTITUTION  AND 
BY-LAWS  COMMITTEE 

R.  S.  Wycoff,  M.D.,  Chairman,  Lexington ; L.  D.  McGuire, 
M.D.,  Omaha  ; R.  B.  Adams,  M.D.,  Lincoln. 

This  committee  has  had  two  meetings  since  the 
1954  Annual  Session,  and  has  considered  a number 
of  problems  that  have  arisen.  Some  of  these  have 
been  due  to  the  initiation  of  the  Interim  Session 
of  the  House  of  Delegates.  This  is  due  to  the  fact 
that  under  the  present  constitution,  it  has  been  pos- 
sible to  introduce  certain  matters  only  at  the  An- 
nual Session,  or  to  take  certain  disciplinary  action 
only  at  the  Annual  Session,  when  it  is  the  feeling 
of  this  committee  that  now  it  should  be  possible 
for  the  House  of  Delegates  to  carry  out  such  neces- 
sary action  at  the  Interim  Session  also. 

Again,  in  some  places  in  the  constitution  there  is 
a provision  for  legislative  action  to  be  taken  and 
passed  by  “two-thirds  of  the  members  present  and 
voting.”  To  take  an  extreme  case,  under  this  word- 
ing, if  a quorum  were  present  at  any  given  session 
but  only  three  members  were  to  vote,  it  would  be 
possible  for  two  members  voting  alike  to  pass  a 
new  by-law  or  an  amendment  to  the  constitution. 
For  this  reason,  we  are  proposing  that  such  wording 
be  deleted  where  present,  and  that  the  words  “two- 
thirds  of  the  members  of  the  House  of  Delegates 
present”  be  substituted. 

When  the  new  classification  of  membership  was 


approved  last  year,  we  felt  that  we  had  worked  out 
a wording  that  would  be  clear  and  satisfactory  to  all 
concerned,  but  already  an  ambiguity  has  been  dis- 
covered and  so  your  committee  feels  that  it  is  ad- 
visable to  make  some  changes  in  the  classification 
grouping,  particularly  of  physicians  in  the  employ 
of  our  Uncle  Sam  in  one  capacity  or  another. 

There  has  been  some  suggestion  that  a revision 
of  the  standing  committees  might  be  in  order.  In 
this  connection  both  Dr.  Leininger  and  Dr.  Neu 
have  suggested  specifically  that  the  Committees  on 
Arthritis,  Poliomyelitis,  and  Cerebral  Palsy  could 
well  be  combined  into  a single  committee,  to  be 
known  as  a Rehabilitation  Committee. 

In  this  connection,  the  suggestion  has  been  made 
that  the  formation  of  new,  or  the  dissolution  of 
old,  standing  committees  become  a function  of  the 
House  of  Delegates.  As  we  see  it,  it  would  then  be 
possible  to  take  such  actions  without  making  an 
amendment  to  the  by-laws  every  time  a standing 
committee  was  created  or  discontinued.  If  this 
were  done  at  the  annual  session  this  year,  it  would 
then  be  easily  possible  to  create  such  a Rehabilita- 
tion Committee  at  the  1955  annual  session. 

Referring  to  the  second  paragraph,  where  the 
report  mentioned  the  possibility  of  passing  a con- 
stitutional amendment  by  a vote  of  only  a very  small 
number  of  persons,  your  committee  notes  that  the 
amendment  to  Article  XIII  of  the  Constitution,  pro- 
posed last  year,  contains  this  same  phrasing.  For 
this  reason,  we  wish  to  propose  that  the  words  and 
voting  be  deleted  from  the  next  to  the  last  line,  and 
the  amendment  be  re-submitted  as  amended. 

There  are  numerous  other  matters  of  more  minor 
nature  that  have  come  up  during  the  year,  some 
of  which  are  still  under  consideration.  There  are 
certain  to  be  others,  particularly  in  the  way  of  fur- 
ther clarification  of  certain  paragraphs  and  phrases 
which  seem  to  us  to  contain  such  wordings  as  to 
be  possible  of  two  interpretations. 

We  have  prepared  at  this  time  several  proposals 
as  to  changes  in  phraseology  or  wording,  which  will 
be  presented  to  the  House  of  Delegates  this  after- 
noon. It  seems  likely  that  other  items  which  are 
still  under  consideration  may  be  ready  for  presen- 
tation at  the  annual  meeting. 

REPORT  OF  PUBLIC  HEALTH 
COMMITTEE 

Val  C.  Verges,  M.D.,  Chairman,  Norfolk  ; E.  A.  Rogers,  M.D., 
Lincoln  ; H.  C.  Stewart,  M.D.,  Pawnee  City. 

During  the  past  year  we  have  completed  plans 
for  a public  health  film,  which  would  include  public 
health  hazards  of  our  state,  such  as  excretia  dis- 
posal, water  supplies,  insect  and  rodent  control,  and 
swimming  pools,  for  which  the  Board . of  Trustees 
has  allotted  us  $2,500.  Of  late,  we  have  learned 
through  members  of  our  State  Department  of  Health 
that  some  of  these  situations  have  cleaned  them- 
selves up  to  such  an  extent  that  we  are  wondering 
whether  or  not  now  would  be  the  time  to  produce 
such  a film.  The  committee  feels  that  at  the  pres- 
ent time  we  should  not  plunge  into  this  until  further 
information  can  be  obtained.  At  the  present  time 
there  are  bills  before  our  state  legislators  and  we 
wish  to  consider  their  outcome  and  effectiveness. 

Our  committee  has  met  with  representatives  of 
the  dental  profession,  and  we  have  worked  out  a 
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resolution  on  our  stand  of  fluoridation  of  water. 
This  resolution,  which  was  similar  to  the  one 
passed  by  the  American  Medical  Association,  was 
presented  to  our  House  of  Delegates. 

The  committee  met  with  Mr.  F.  B.  Decker,  State 
Superintendent,  Department  of  Public  Instruction, 
with  whom  we  assisted  in  revising  a teachers’  health 
blank  which  was  submitted  to  the  House  of  Dele- 
gates and  approved. 

REPORT  OF  TUBERCULOSIS  COMMITTEE 

J.  Harry  Murphy,  M.D.,  Chairman,  Omaha  ; William  Nutz- 
man,  M.D.,  Kearney  ; Arthur  Anderson,  M.D.,  Lexington. 

1.  At  a recent  meeting  it  was  estimated  that 
the  treatment  of  tuberculosis  in  the  future  will  be 
more  and  more  in  the  hands  of  the  practicing  physi- 
cian. This  trend  focuses  attention  more  definitely 
on  the  need  for  education  and  intensive  case  find- 
ing. One  example  of  the  latter  is  admission  x-rays 
as  a hospital  routine. 

2.  It  is  recommended  that  the  members  assist  the 
nurses  in  their  attempts  to  obtain  specialized  train- 
ing in  tuberculosis  work. 

At  a recent  meeting,  the  League  of  Nursing  ex- 
pressed the  desire  that  nurses  may  have  improved 
facilities  for  training;  also,  that  some  may  have 
benefit  of  advanced  course  leading  to  a degree.  The 
estimated  cost  may  be  $2,500.00.  There  may  be 
funds  available  for  this  on  inquiry. 

3.  The  Nebraska  Tuberculosis  Association  re- 
calls to  the  attention  of  the  program  committee  that 
funds  are  available  to  meet  the  expenses  of  a speak- 
er on  tuberculosis  problems. 

4.  Funds  can  be  provided  for  a member  or  mem- 
bers of  the  medical  association  for  postgraduate 
courses  in  tuberculosis,  when  and  if  such  courses 
are  available. 

5.  The  Nebraska  Tuberculosis  Association  con- 
siders the  advisability  of  providing  funds  for  re- 
search in  tuberculosis  at  each  of  the  medical  schools 
in  the  state.  It  is  suggested  that  the  medical  asso- 
ciation endorse  this  recommendation.  It  is  desirable 
that  such  research  activity  be  prosecuted  in  this 
area  and  it  should  be  encouraged. 

6.  Dr.  Nutzman  states  that  the  length  of  time 
for  the  course  of  sanitorium  treatment  of  active  tu- 
berculosis is  shortened  by  the  use  of  the  new  treat- 
ments now  available.  He  further  recommends  that 
it  is  definitely  advisable  that  the  patient  remain 
in  the  hospital  throughout  the  period  of  treatment, 
and  until  he  may  be  safely  discharged  to  his  home. 
Endorsement  is  recommended. 

7.  There  are  applications  for  these  therapeutic 
agents  by  indulgent  patients  who  have  left  hos- 
pitals “under  protest,”  that  is,  before  the  satisfac- 
tory completion  of  a period  of  treatment  and  against 
medical  advice.  It  is  recommended  that  medical 
society  members  who  may  be  called  on  to  assist 
these  patients  may  stimulate  some  action  to  pro- 
vide these  funds.  They  may  ask  that  County  As- 
sistance or  voluntary-fund  organizations  may  aid, 
and  to  the  end  also  that  patients  will  be  assured 
of  supervision  during  the  administration  of  these 
drugs. 

8.  Dr.  Nutzman  presents  a report  on  develop- 
ments in  the  past  year  with  reference  to  care  of 


the  tuberculous  patient  and  improved  educational 
facilities  at  undergraduate  and  postgraduate  levels. 

“I  have  met  with  the  dean’s  committees  of  both 
medical  schools  on  several  occasions,  and  through 
cooperation  with  them,  will  eventually  set  up  enough 
beds  at  Douglas  County  Hospital  to  serve  as  a study 
unit,  assigning  medical  students  from  both  schools. 
I do  not  know  when  this  will  be  instituted,  but  I 
think  probably  next  fall  when  they  can  figure  out 
the  number  of  students  and  the  number  of  hours  to 
assign  them.  I have  told  them  that  I will  be  glad 
to  come  down  probably  twice  a month  for  a while 
to  teach  this  group  of  students.  They  also  hope 
to  have  much  better  medical  service  for  patients  in 
this  unit  so  that  it  will  closely  approach  that  used 
in  most  sanatoriums. 

“Also,  surgical  problems  such  as  lobectomies  and 
pneumonectomies  will  be  admitted  to  the  University 
Hospital  and  St.  Joseph’s  Hospital,  alternatingly,  so 
that  these  problems  can  be  used  for  teaching  pur- 
poses as  far  as  student  body  is  concerned,  as  well 
as  resident  and  intern  training,  and  also  for  nurse 
personnel.  My  plan  is  to  rotate  patients  out  of  the 
medical  unit  at  Douglas  County;  however,  we  are 
already  sending  tuberculous  patients  to  the  Univer- 
sity Hospital  for  surgical  service.  As  soon  as  things 
are  squared  away  we  hope  to  do  the  same  thing  at 
St.  Joseph’s  Hospital. 

“This  means,  perhaps,  that  we  will  be  able  to 
entice  some  of  the  people  in  Omaha,  Nebraska,  who 
are  reluctant  to  go  two  hundred  miles  away  from 
home,  into  a unit  of  good  medical  treatment  in  Oma- 
ha. It  also  means  that  we  will  be  able  to  institute 
for  teaching  purposes  clinical  material  for  medical 
students  and  of  course  a limited  number  of  nursing 
personnel.  All  in  all,  the  medical  education  ap- 
proach to  the  problem  of  tuberculosis  will  once  more 
be  enforced. 

“In  addition,  the  Board  of  Control  has  accepted 
my  advice  and  building  a building  on  the  Lincoln 
Mental  Hospital  grounds  to  take  care  of  the  tuber- 
culous mental  problems.  As  yet,  the  plans  have 
not  been  completed,  but  they  have  indicated  that 
they  wish  this  to  be  done  as  soon  as  possible. 
Therefore,  all  tuberculous  mental  patients  will  be 
concentrated  in  one  area  and  I am  sure,  as  a re- 
sult, will  receive  much  better  medical  care.” 

9.  Our  members  have  endorsed  and  actively  aid- 
ed the  development  of  a Nebraska  Chapter  of  the 
American  Trudeau  Society.  It  is  the  recommenda- 
tion of  this  group  that  a lecturer  on  tuberculosis, 
or  a half-day  program  on  pulmonary  problems  in- 
cluding tuberculosis,  be  included  in  the  state  pro- 
gram or  offered  to  the  Academy  of  General  Prac- 
tice. Funds  will  be  provided. 

10.  This  is  just  to  call  attention  to  the  new  de- 
velopments in  the  Hill-Burton  act  which  are  of- 
fered to  strengthen  and  expand  rehabilitation  fa- 
cilities for  the  disabled.  This  includes  the  tuber- 
culous. 

11.  The  facility  in  the  state  for  culture  of  sputum 
and  gastric  washings  for  tubercle  bacilli  has  been 
in  practice  at  State  Hospital  at  Kearney.  Now  the 
laboratory  of  the  City-County  Health  Department 
at  Omaha  has  introduced  this  aid  to  exact  diagnosis. 

This  information  is  an  indication  of  the  develop- 
ment in  the  care  of  tuberculosis  in  our  state.  The 
service  can  not  be  made  available  to  all  in  the  state 
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but  it  emphasizes  the  importance  of  accurate  diag- 
nosis. 

Respectfully  submited, 

J.  HARRY  MURPHY,  M.D., 
Chairman. 

REPORT  OF  CEREBRAL  PALSY 
COMMITTEE 

C.  F.  Ferciot,  M.D.,  Chairman,  Lincoln  ; Robert  M.  House, 
M.D.,  Grand  Island  ; L.  J.  Gogela,  M.D.,  Lincoln. 

Continued  work  in  the  field  of  cerebral  palsy  has 
resulted  in  increased  general  interest  in  the  prob- 
lems of  these  unfortunate  children.  Progress  has 
been  made  in  the  development  of  the  service  for 
cerebral  palsy  children  at  the  Nebraska  Orthopedic 
Hospital.  Ten  beds  in  the  hospital  are  available 
for  use  in  this  department  and  a weekly  cerebral- 
palsy-clinic  is  held.  Last  year  a total  of  165  dif- 
ferent patients  were  seen  in  these  clinics,  and  230 
out-patient  visits  were  recorded  in  addition  to  the 
supervision  of  the  care  of  those  patients  in  the  hos- 
pital. 

The  National  Society  for  the  Aid  of  the  Cerebral 
Palsy  child  have  indicated  a desire  to  set  up  a 
Medical  Advisory  Board  and  I feel  that  every  effort 
should  be  made  by  the  Nebraska  State  Medical  As- 
sociation to  cooperate  with  them  in  furthering  their 
worthy  aims. 

Respectfully  submitted, 

C.  F.  FERCIOT,  M.D., 

Chairman. 

To  The  Board  of  Councilors 
Nebraska  State  Medical  Association 
In  Annual  Session,  May  10  to  13,  1954. 

Early  this  year  I was  requested  by  President 
Kelly  to  represent  this  Association  at  the  Gover- 
nor’s Lay-leadership  Conference  on  Education,  which 
was  held  at  the  State  Capitol  Building  on  February 
2nd;  and  since,  so  far  as  I know,  none  of  the  other 
members  were  able  to  attend,  it  becomes  incumbent 
on  me  to  make  this  brief  report  to  your  body. 

It  was  a day  of  deliberation.  The  entire  group 
of  one  hundred  and  forty  interested,  earnest, 
thoughtful  people,  from  all  walks  of  life  and  from 
all  parts  of  the  state,  were  divided  into  three  dis- 
cussion groups  which  met  to  consider  separately 
each  of  the  three  following  subjects: 

A.  Organizing  and  financing  of  Nebraska 
schools. 

B.  Supplying  capable  teachers  for  Nebraska 
schools. 

C.  Assuring  lay-leadership  for  Nebraska 
schools. 

The  meeting  was  designed  to  be  primarily  one 
for  discussion  and  consideration  of  the  problems 
involved,  and  the  groups  were  specifically  asked  to 
not  make  any  definite  recommendations  as  to  what 
should  be  done  about  the  many  questions  arising 
in  the  consideration  of  these  problems.  At  the 
close  of  the  meeting  it  was  the  conclusion  of  the 
entire  group  that  a small  committee  should  be  ap- 
pointed for  more  thorough  study  into  the  various 
problems  involved,  and  that  the  Governor  should 
be  requested  to  appoint  such  a committee;  further, 
it  was  felt  that  after  this  committee  has  had  ample 


time  for  study,  the  main  committee  should  again 
be  asked  to  come  together,  perhaps  for  a session 
of  two  or  three  days  discussion,  and  for  the  pur- 
pose of  considering  any  suggestions  that  might 
come  from  the  studies  of  the  smaller  research  com- 
mittee. 

Let  me  cite  a few  facts  for  comparison  and  for 
study : 

Nebraska  has  6,363  school  districts,  Kansas  has 
3,514,  Utah  has  40,  Idaho  has  221,  Iowa  has  3,400, 
Colorado  has  1,140,  Arkansas  has  423. 

Again,  some  elementary  school  districts  have 
valuations  as  high  as  $5,470,000  and  others  as  low 
as  $31,000.  Nebraska  has  more  school  board  mem- 
bers than  it  has  teachers,  there  being  about  five 
school  board  members  for  each  three  teachers  in 
the  public  schools;  over  1,700  districts  in  this  state 
are  sending  their  children  to  other  public  school  dis- 
tricts for  instruction,  so  that  thousands  of  parents 
have  no  vote  in  the  school  district  in  which  their 
children  attend  school;  the  1952-53  Educational  Di- 
rectory of  Nebraska  lists  75  high  schools  with  en- 
rollments of  25  pupils  or  less;  and  four  of  these 
four-year  high  schools  have  enrollments  of  not  more 
than  ten;  twenty-three  have  enrollments  of  not  more 
than  eighteen.  These  are  only  a few  of  the  facts 
that  exist  in  regard  to  the  present  educational  set- 
up in  the  State  of  Nebraska. 

Governor  Crosby  was  in  attendance  at  the  meet- 
ings throughout  the  entire  day,  taking  an  active 
part  in  all  of  the  discussions.  At  the  banquet  that 
evening,  Dr.  Samuel  Brownell,  United  States  Com- 
missioner of  Education,  addressed  the  group,  and 
in  his  interesting  and  helpful  talk,  outlined  many 
of  the  problems  that  must  be  considered  in  the 
management  of  today’s  schools. 

In  the  latter  part  of  April  I received  an  invita- 
tion from  the  Nebraska  Council  for  Better  Edua- 
tion,  signed  by  the  Secretary-Treasurer,  Richard 
E.  Johnson,  requesting  that  our  organization  become 
a member  of  the  Council  for  Better  Education  and 
inviting  me  as  representative  of  the  organization  to 
attend  a meeting  of  the  Council  in  Lincoln,  on  May 
3rd.  This  I was  unable  to  do,  but  I do  want  to 
pass  this  information  on  to  you,  since  I feel  that 
physicians  as  a group  should  be  taking  an  active 
interest  in  the  educational  problems  of  our  state. 
There  are  no  membership  dues  in  this  Nebraska 
Council  for  Better  Education,  but  we  are  requested 
to  pay  a maintenance  fee  of  $5.00  per  year,  which 
is  assessed  to  each  member  organization. 

Personally  I feel  that  the  Nebraska  State  Medi- 
cal Association  should  take  enough  interest  in  edu- 
cation to  accept  membership  in  this  organization 
and  to  authorize  the  president  to  appoint  a com- 
mittee of  three,  (the  number  of  representatives  to 
which  each  organization  is  entitled)  as  members 
of  the  Council. 

Respectfully  submitted, 

RAY  S.  WYCOFF,  M.D. 

Board  of  Councilors: 

The  report  thus  far  was  prepared  for  presentation 
to  the  Board  of  Councilors  and  the  House  of  Dele- 
gates last  spring  at  the  annual  meeting,  but  was 
not  given.  Following  the  preliminary  meeting  of 
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the  Governor’s  Lay-leadership  Conference  on  Edu- 
cation, the  Steering  Committee  did  some  intensive 
work  for  several  months  and  the  Governor  called  a 
second  Lay-leadership  Conference  which  met  at 
Kearney,  Nebraska,  on  November  22nd,  1954. 

The  representatives  of  the  various  organizations 
in  attendance  at  that  time  met  in  three  groups, 
each  of  which  discussed  and  debated  one  of  the 
following  topics: 

I.  Redistricting 

II.  Finance 

III.  Teacher’s  Certification 

Following  a day  of  discussion,  each  group  came 
up  with  certain  specific  recommendations  and  the 
meeting  adjourned  with  instructions  to  the  Steer- 
ing Committee  to  prepare  legislative  bills  along  the 
lines  indicated  for  presentation  to  the  state  legis- 
ture.  At  the  same  time,  it  was  planned  that  an- 
other meeting  of  this  lay  group  would  be  held  about 
the  first  of  the  year;  however,  this  was  not  feasible, 
and  so  the  Steering  Committee  has  at  this  time 
introduced  into  the  legislature  a number  of  bills 
which  are  in  accord  with  the  recommendations  of 
the  discussion  groups. 

At  present  these  bills  have  not  been  acted  on,  so 
far  as  I know,  but  it  is  the  feeling  of  those  in  at- 
tendance that  they  are  a definite  beginning  in  the 
direction  of  improved  educational  methods  and  fa- 
cilities in  the  State  of  Nebraska. 

The  U.S.  Commissioner  of  Education,  Mr.  Samuel 
Brownell,  was  speaker  at  the  evening  session  of  the 
first  conference,  and  I think  it  should  be  noted  that 
a few  months  later  he  persuaded  Congress  to  allo- 
cate funds  and  initiate  plans  for  a nation  wide 
study  by  states  of  public  education  methods,  look- 
ing to  a national  conference  in  the  near  future. 

It  is  my  own  personal  feeling  that  it  has  been 
a distinct  privilege  to  serve  on  this  committee  and 
that  the  Nebraska  State  Medical  Association  should 
in  every  way  support  the  plans  looking  toward 
planned  improvement  in  the  educational  system  of 
this  state. 

T am  submitting  as  a part  of  the  report  the  reso- 
lutions that  were  adopted  at  the  second  Lay-leader- 
ship Conference  in  Kearney  on  November  22nd,  1954. 

RAY  S.  WYCOFF,  M.D. 


Between  the  two  extremes  of  the  finding  of  a 
localized  indolent  process  amenable  to  resection 
early,  and  advanced  pulmonary  tuberculosis  requir- 
ing several  years  of  rest  and  antibacterial  treat- 
ment before  surgery  can  even  be  contemplated,  there 
is  a wide  field  where  judgment  is  required  as  to 
the  timing  of  specific  measures.  There  is  no  set 
formula  for  the  application  of  therapeutic  agents, 
for  the  reason  that  in  tuberculosis  one  is  dealing 
not  only  with  a pulmonary  disease  but  also  with  an 
individual  in  whom  many  factors  have  to  be  con- 
sidered, including  the  relative  prognosis  of  tuber- 
culosis in  different  racial  groups,  the  patient’s  oc- 
cupation, economic  status,  home  conditions  and  the 
various  elements  which  make  tuberculosis  a socio- 
economic as  well  as  a clinical  problem.  Eli  H.  Rubin, 
M.D.,  Annals  of  Int.  Med.,  March,  1954. 


The  Woman's  Auxiliary 

Latest  News  on  Today’s  Health.  Nebraska 
has  81  per  cent  of  her  quota.  Five  auxili- 
aries have  attained  distinction: 

1.  Dawson  County  “most  exclusive  club,” 
500%  or  more. 

2.  Adams  County  “more  exclusive  club,” 
200%  or  more. 

3.  Tri-County  No.  1 “exclusive  club,” 

100%  or  more. 

4.  Tri-County  No.  2 “exclusive  club,” 

100%  or  more. 

5.  Scotts  Bluff  County  “exclusive  club.” 

CONGRATULATIONS ! 

I wish  to  express  my  sincere  gratitude  to 
all  those  who  have  so  graciously  and  effi- 
ciently helped  me  during  my  year  as  presi- 
dent. 

—MRS.  ISAIAH  LUKENS,  IV 

The  32nd  Annual  Convention  of  the  Wom- 
an’s Auxiliary  to  the  American  Medical  As- 
sociation will  meet  June  6-10,  1955,  Hotel 
Haddon  Hall,  Atlantic  City,  New  Jersey. 

Nebraska  State  Auxiliary  is  entitled  to 
representation  at  this  meeting  by  one  dele- 
gate for  every  hundred  members.  There 
were  five  last  year.  We  would  like  to  have 
the  names  of  auxiliary  members  who  plan 
to  attend  the  A.M.A.  convention  with  their 
husbands.  Please  send  your  names  to  Mrs. 
Lynn  Sharrar,  1919  Pershing  Drive,  Lincoln, 
Nebraska. 

The  Woman’s  Auxiliary  to  the  Adams 
County  Medical  Society  met  March  2nd  at 
Hotel  Clarke  to  have  dinner  with  their  hus- 
bands. Following  dinner  a business  meeting 
was  held  in  the  Congressional  Suite.  Hast- 
ings City  Sanitorian,  Harold  Stewart,  de- 
scribed details  of  his  work  to  the  group. 

Mrs.  G.  Lee  Sandritter  was  re-elected 
president,  and  Mrs.  Gerald  Kuehn,  secretary- 
treasurer.  Mrs.  George  Penney  was  elected 
vice  president,  and  Mrs.  George  Hoffmeister, 
historian. 

There  is  a correction  in  the  program  of  the 
30th  Annual  Meeting  of  the  Woman’s  Aux- 
iliary to  the  Nebraska  State  Medical  Associa- 
tion to  be  held  in  Omaha,  May  16-19,  Hotel 
Paxton,  as  printed  in  the  last  issue  of  the 
Nebraska  State  Medical  Journal,  Auxiliary 
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section.  There  will  not  be  a joint  luncheon 
on  Thursday,  the  19th  of  May,  and  “Fun 
Night”  will  be  Thursday,  7:00  p.m.,  May 
19th,  instead  of  Tuesday,  May  17th.  See 
next  News  Letter  which  will  be  out  about 
May  1st  for  correct  program.  I do  hope  all 
members  will  plan  to  attend. 

Eighty-two  per  cent  of  the  Douglas  Coun- 
ty Auxiliary  membership,  as  of  March  1st, 
participated  in  the  active  campaign  of  the 
Red  Cross  Drive.  Mrs.  James  Donelon  was 
general  chairman. 

The  Lancaster  County  Medical  Auxiliary 
held  its  annual  spring  luncheon  and  annual 
business  meeting  at  the  University  Club, 
Monday,  April  4th.  Mrs.  George  Covey, 
president,  presided  at  the  meeting.  New  of- 
ficers elected  were:  Mrs.  Howard  Mitchell, 
president;  Mrs.  Horace  Munger,  president- 
elect, and  Mrs.  Fred  Webster,  treasurer. 

— MRS.  DONALD  F.  PURVIS 


THIRTIETH  ANNUAL  MEETING  OF  THE 
WOMAN’S  AUXILIARY  TO  THE 

NEBRASKA  STATE  MEDICAL  ASSOCIATION 

A registration  desk  will  be  open  at  Hotel  Paxton, 
Monday,  May  16;  Tuesday,  May  17;  Wednesday, 
May  18.  Registrations  will  also  be  taken  preceding 
the  Luncheon,  Wednesday,  May  18,  at  Hotel  Black- 
stone. 

PROGRAM 
Tuesday,  May  17,  1955 

9:00  a.m.  Pre-Convention  Executive  Board  Meet- 
ing, Hotel  Fontenelle,  Parlor  A 
Mrs.  Isaiah  Lukens  IV,  Presiding 
Reports  of  Officers  and  State  Chairmen 

12:00  Noon  Luncheon,  Hotel  Fontenelle,  Black  Mir- 
ror Room.  (Tickets  $2.50,  which  in- 
includes  tip).  Tickets  available  at 
Registration  Desk  at  Hotel  Paxton 
and  Hotel  Fontenelle 

1:00  p.m.  Annual  Business  Meeting,  Hotel  Fon- 
tenelle, Black  Mirror  Room 
Mrs.  Isaiah  Lukens  IV,  Presiding 
Reports  of  County  Auxiliary  Presidents 
Installation  of  New  Officers 

FREE  EVENING 


Wednesday,  May  18,  1955 
Free  Morning 

12:30  p.m.  Reception  Line,  introducing  and  honor- 
ing our  National  Guest  Speaker,  Mrs. 
George  Turner,  El  Paso,  Texas;  Na- 
tional President  for  the  Woman’s 
Auxiliary  to  the  American  Medical 
Association;  Hotel  Blackstone,  Ball- 
room 


Luncheon,  Hotel  Blackstone,  Ballroom. 
(Tickets  $2.75,  which  includes  tip). 
Tickets  available  at  Registration  Desk, 
Hotel  Paxton  and  Hotel  Blackstone 

FASHION  SHOW  — Courtesy  of  The 
Aquila 

7 :00  Banquet 

Thursday,  May  19,  1955 

9:30  a.m.  Post  Convention  Executive  Board  Meet- 
ing 

No  Host  Breakfast,  Hotel  Paxton 
Mrs.  Lynn  Sharrar,  Presiding 
FREE  AFTERNOON 

7 :00  FUN  NIGHT — Join  your  husband  for  a BIG 
evening 

WHO  IS  EXPECTED  TO  ATTEND 
Officers 

Chairmen  of  Standing  and  Special  Committees 
Presidents  of  County  Auxiliaries 
District  Councilors 

New  officers  and  chairmen,  either  on  the  state  or 
local  levels,  will  especially  benefit  from  attending 
all  sessions. 

WHO  MAY  ATTEND 

A cordial  invitation  is  extended  to  ALL  DOC- 
TORS’ WIVES,  whether  or  not  you  are  an  Auxiliary 
member.  Frequently,  Auxiliary  interest  and  partici- 
pation are  sparked  by  attendance  at  Convention. 

COME  — JOIN  WITH  US  TO  DO  OUR  SHARE 
IN  FULFILLING  OUR  AUXILIARY  PLEDGE: 

I pledge  my  loyalty  to  the  Woman’s  Auxiliary  to 
the  American  Medical  Association.  I will  support 
its  activities,  protect  its  reputation,  and  ever  sus- 
tain its  high  ideals. 

CONVENTION  COMMITTEE 

General  Chairman — Mrs.  Edwin  D.  Lyman 
Social  Chairman — Mrs.  John  M.  Christlieb 
Program  Chairman — Mrs.  Frank  R.  Barta 
Registration — Mrs.  James  J.  O’Neill 
Reservation — Mrs.  William  L.  Rumbolz 
Publicity — Mrs.  James  P.  Donelan 
Tickets  and  Finance — Mrs.  Henry  Kammandel 
Hospitality — Mrs.  G.  Kenneth  Muehlig 
Flowers — Mrs.  Alister  I.  Finlayson 
Fashion  Show — Mrs.  Robert  E.  Lovgren 
Transportation — Mrs.  Frank  J.  Munk 

(Hostess  Auxiliary — Douglas  County) 


The  last  decade  has  brought  startling  changes 
in  the  treatment  of  tuberculosis.  These  have,  to 
date,  outstripped  tuberculosis  control  activities.  If 
we  are  to  take  maximum  advantage  of  modern 
therapy,  we  must  first  find  the  cases.  If  we  are 
really  hopeful  of  establishing  reasonable  tubercu- 
losis control  in  the  foreseeable  future,  we  must  find 
the  patients  while  we  still  have  hospital  beds  to  put 
them  in  before  they  have  been  diverted  for  other 
uses.  Paul  S.  Phelps,  M.D.,  The  John  N.  Wilson 
Memorial  Lecture,  April  30,  1954. 
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Know  Your 
Blue  Shield  Plan 


The  development  of  a new  Blue  Cross-Blue  Shield 
Extended  Health  Benefit  coverage  for  long-term 
illness  is  now  under  consideration  by  committees  of 
the  two  Plans.  It  is  believed  that  such  a coverage 
would  be  of  great  help  in  meeting  the  expenses  of 
serious,  prolonged  illness  and  accident  cases.  It  is 
expected  that  the  cost  of  the  additional  protection 
will  be  nominal. 

Blue  Cross  and  Blue  Shield  advertisements  will 
again  be  published  in  several  national  magazines. 
LIFE,  LOOK,  SATURDAY  EVENING  POST,  FOR- 
TUNE and  NATION’S  BUSINESS  are  among  the 
magazines  to  be  used  in  continuing  the  mass  educa- 
tion program  which  began  in  April,  1954. 

Doctors  who  want  a drink  of  cool  water  during 
the  Annual  Session  of  N.S.M.A.,  May  16  through 
19,  are  invited  to  visit  the  Blue  Cross-Blue  Shield 
booth.  It  will  be  located  near  the  elevators,  on  the 
mezzanine  at  Hotel  Paxton.  Matches,  notepads,  pen- 
cils and  information  will  also  be  available. 

Since  April  29,  the  “Your  Doctor  and  You”  tele- 
vision programs  co-sponsored  by  Omaha-Douglas 
County  Medical  Society  and  Nebraska  Blue  Cross- 
Blue  Shield  are  being  telecast  on  alternate  Sunday 
afternoons,  2:30  to  3:00  o’clock  from  KMTV,  chan- 
nel 3.  Dates  for  the  remaining  programs  in  the 
series  are:  May  15,  29  and  June  12,  26. 

Nebraska  Blue  Cross-Blue  Shield  are  among  the 
five  organizations  sponsoring  the  radio  broadcasts 
of  the  games  to  be  played  this  season  by  the  Omaha 
Cardinals.  The  baseball  broadcasts  began  April  14 
and  will  continue  until  the  season  closes  about  Sep- 
tember 15. 


DID  YOU  KNOW? 


During  1954  Nebraska  Blue  Shield  made  payments 
in  the  amounts  shown  below  for  the  following  medi- 
cal services: 


Number  of  Amount 
Services  Paid 


Obstetrical  

In-Hospital  Medical  Care 

Appendectomy  

Diagnostic  X-Rays  

T.  and  A 


. 5,513 

$331,207.50 

6,203 

$197,239.59 

. 1,498 

$148,487.50 

15,820 

$147,305.25 

. 3,549 

$123,865.40 

Every  private  physician  plays  a part  in  the  school 
health  program  whether  or  not  he  serves  as  a school 
physician.  The  medical  services  he  gives  to  chil- 
dren in  his  private  office  are  an  integral  and  im- 
portant aspect  of  the  program.  In  fact,  no  pro- 
gram of  health  education  in  the  schools  can  be 
wholly  successful  without  the  private  physician’s 
active  participation  and  the  approval  and  support 
of  the  local  medical  society.  David  Van  Der  Slice, 
M.D.,  J.  School  Health,  May,  1954. 


TUBERCULOSIS  ABSTRACTS 

CHANGING  CONCEPTS  IN  THE  TREATMENT 
OF  TUBERCULOSIS 

— By  Gustaf  A.  Hedberg,  M.D.,  The  Medical  Clinics  of  North 

America,  July,  1954. 

Before  1947  the  treatment  of  pulmonary  tuber- 
culosis, based  on  rest  and  support  to  the  patient, 
was  well  standardized.  In  institutions  emphasis  was 
placed  on  strict  rest  in  bed  and  actual  physical  im- 
mobilization until  the  lesion  had  shown  maximal 
improvement  and  signs  of  stabilizing.  Usually  the 
patient  had  reached  an  exercise  level  of  four  or 
more  hours  before  discharge. 

In  addition  to  the  basic  treatment  of  rest,  collapse 
measures  were  directed  toward  the  pulmonary  dis- 
ease. Pneumothorax  was  the  most  popular  procedure, 
though  serious  complications  such  as  effusion  and 
empyema  sometimes  followed.  Later  there  was  a 
trend  toward  “primary  thoracoplasties”  wherein 
permanent  collapse  was  induced  by  rib  resection. 
Pneumoperitoneum  became  popular  because  it  was 
considered  harmless  and  tended  to  keep  the  patient 
in  the  sanatorium.  There  was  always  debate  as  to 
the  value  of  phrenic-nerve  interruptions.  Resection 
for  pulmonary  tuberculosis  was  rare  because  of  the 
operative  danger  as  well  as  the  danger  of  spread 
to  the  opposite  lung. 

Since  the  advent  of  antimicrobial  drugs  and  the 
coincidental  improvement  in  anesthesia  and  pulmo- 
nary surgery,  tuberculosis  therapy  has  been  in  con- 
tinuous change.  In  1947  when  streptomycin  became 
available  the  usual  dose  was  0.5  gram  of  the  anti- 
biotic given  every  six  hours.  Under  this  treatment 
there  were  frequent  toxic  complications,  mainly 
vestibular  damage  and  deafness.  It  was  soon  found 
that  streptomycin  and  dihydrostreptomycin  were  not 
bactericidal  agents  but  bacteriostatic.  In  many 
patients  the  surviving  tubercle  bacilli  became  resist- 
ant to  the  drug.  As  a result  there  was  a tendency  to 
introduce  thoracoplasty  or  resection  very  early  in 
the  treatment.  Reactivation  and  spread  to  other 
parts  of  the  body  were  common.  Many  forgot  that 
tuberculosis  is  a systemic  disease  that  cannot  be 
controlled  by  the  excision  or  collapse  of  diseased 
parts  alone.  In  1949  para-aminosalicylic  acid  (PAS) 
became  available.  Streptomycin  and  PAS  combined 
not  only  had  increased  therapeutic  effect  but  tended 
to  delay  the  emergence  of  resistant  strains  of 
tubercle  bacilli. 

Long-term  effective  chemotherapy  made  it  pos- 
sible to  treat  patients  until  maximal  resolution  had 
occurred,  with  resection  of  residual  cavitary  and,  at 
times,  other  infected  areas.  The  number  of  treatment 
failures  as  a result  of  earlier  therapy  was  consider- 
able. Some  of  these  were  salvaged  when,  in  1951, 
viomycin  and,  in  1952,  isoniazid  became  available. 

The  treatment  of  tuberculosis  has  not  yet  stabi- 
lized except  possibly  in  regard  to  the  emphasis  of 
long-term  chemotherapy.  Indications  for  resection 
are  becoming  more  conservative. 

Collapse  therapy  has  been  almost  abandoned  in 
the  Nopeming  Sanatorium  (Minnesota).  During  the 
past  two  years  the  principle  of  strict  rest  in  bed 
has  also  been  abandoned  except  for  toxic  patients 
and  those  under  orthopedic  treatment.  All  are 
allowed  a moderate  amount  of  exercise  including 
full  bathroom  privileges.  The  disability  from  physi- 
cal immobilization  has  been  reduced  but  it  is  more 
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difficult  to  convince  the  patient  of  the  necessity  for 
sanatorium  treatment.  Much  more  time  must  be 
spent  in  the  individual  education  of  the  patient 
regarding  the  problems  of  his  disease  as  it  relates 
to  himself  and  to  his  family  and  community.  With 
chemotherapy,  however,  it  has  been  possible  to 
shorten  the  hospital  stay  for  the  intelligent  and 
cooperative  patient  by  a program  of  postsanatorium 
outpatient  treatment  with  drugs,  given  under  the 
supervision  of  the  patient’s  private  physician.  The 
patient  returns  to  the  sanatorium  periodically  for 
intensive  laboratory  studies  including  the  culture  of 
gastric  specimens.  Three  months  after  the  end  of 
treatment  the  patient  is  again  hospitalized  for  such 
studies. 

The  factor  taken  into  consideration  in  surgical 
treatment  are  the  presence  of  residual  cavitation 
and  localized  extensive  nodular  disease.  Body  section 
radiography  is  of  great  value.  Operation  is  delayed 
until  the  patient  is  not  excreting  tubercle  bacilli. 
If  resection  is  performed  the  patient  is  kept  on 
modified  exercise  for  approximately  two  months, 
after  which  exercise  is  increased  gradually.  After 
discharge  the  patient  continues  his  chemotherapy 
for  a year  or  more  depending  upon  residual  known 
disease.  This  institution  has  become  more  conserva- 
tive in  recommending  surgical  treatment,  since 
many  resected  specimens  fail  to  demonstrate  activi- 
ty of  the  tuberculosis.  Since  1951  only  one  patient 
in  Nopeming  Sanatorium  who  has  taken  a minimum 
of  100  grams  of  streptomycin  with  PAS  and  who 
has  undergone  resection  has  shown  evidence  of 
reactivation.  Reactivation  has  occurred  in  a few 
patients  treated  by  medical  means  alone. 

It  is  impossible  to  evaluate  the  results  of  treat- 
ment at  this  time  although  the  reactivation  rate 
after  discharge  has  definitely  decreased.  Previous 
to  the  advent  of  chemotherapy  the  reactivation  rate 
among  patients  discharged  as  well  or  improved  was 
approximately  33  per  cent  over  a five-year  period. 

One  might  ask  why  sanatorium  care  is  necessary 
with  present  definitive  treatment.  Why  not  start  a 
patient  on  antimicrobial  therapy  and  hospitalize 
him  only  for  periodic  intensive  study  and  during 
surgical  treatment?  There  are  two  main  reasons 
for  hospitalization  during  the  active  period  of  a 
person’s  tuberculosis. 

First,  patients  with  active  tuberculosis  are  an 
actual  or  potential  public  health  menace,  even  with 
intensive  drug  treatment.  Second,  it  has  not  been 
proved  that  drugs  alone  “cure”  tuberculosis;  rest 
and  support  promote  the  patient’s  innate  ability  to 
heal  his  disease.  Further,  all  the  drugs  in  use  have 
toxic  potentialities  and  some  are  difficult  to  take. 
Toxic  manifestations  aside  from  deafness  and  vertigo 
are  often  asymptomatic,  requiring  repeated  labora- 
tory studies.  The  patient  must  be  taught  the  impor- 
tance of  taking  the  prescribed  doses  of  the  drugs. 
Until  a “miracle  drug”  becomes  available  which  is 
capable  of  killing  the  tubercle  bacilli  quickly,  hos- 
pitalization during  the  active  stage  is  necessary. 

Two  age  groups  have  increased  in  the  sanatorium 
population — the  very  young  and  the  very  old.  The 
proportion  of  men  more  than  60  years  of  age  is 
steadily  increasing.  In  this  group  long-term  chemo- 
therapy and  hospitalization  during  the  entire  period 
of  treatment  have  shown  encouraging  results.  Many 
continue  as  chronic  active  cases,  certainly  a danger- 
ous group  in  any  community. 


The  very  young  are  best  handled  in  a hospital. 
Active  primary  tuberculosis  responds  to  antimicro- 
bial therapy  with  rapid  conversion  of  the  bacteri- 
ologic  findings  but  slow  improvement  in  the  pul- 
monary and  glandular  lesions. 

The  present  treatment  of  tuberculosis  has  far 
from  stabilized  and  many  questions  plague  the 
physician.  Is  there  too  much  dependence  on  the 
examination  of  surgical  specimens  ? Have  the 
earlier  procedures  been  dropped  too  quickly  ? Should 
pneumothorax  be  reconsidered  in  conjunction  with 
drug  therapy  rather  than  resection? 

Meantime  the  problem  of  tuberculosis  remains 
that  of  the  community  and  of  the  individual.  More 
thorough  search  for  the  unknown  cases  must  be 
instituted.  Persons  with  apparently  inactive  tuber- 
culosis must  be  checked  periodically  and  all  persons 
with  positive  tuberculin  reactions  should  be  followed 
by  periodic  roentgenograms  in  order  to  find  the 
disease  in  its  earliest  stages. 


THEOMINAL  COMBINED  WITH  RAUWOLFIA 
BENEFITS  76%  OF  HYPERTENSIVES  TESTED 

Objective  and  subjective  improvement  has  been 
achieved  in  76  per  cent  of  a series  of  hypertensive 
patients  treated  with  a new  drug  combination  con- 
sisting of  Theominal  and  the  alseroxylon  fraction 
of  Rauwolfia  serpentia. 

The  new  compound,  called  Theominal  R.  S.,  has 
been  made  available  nationally  to  doctors  and  hos- 
pitals by  Winthrop-Stearns,  Inc.  It  is  indicated 
primarily  as  a synergistic,  antihypertensive  calma- 
tive in  the  treatment  of  mild  to  moderate  essential 
hypertension,  especially  the  labile  type.  Theominal 
itself  has  been  widely  prescribed  for  over  25  years 
in  such  cases,  which  are  the  most  frequently  en- 
countered by  physicians. 

Clinical  studies  conducted  prior  to  its  commer- 
cial introduction  disclosed  that  Theominal  R.  S.  pro- 
duced a “gradual  but  sustained”  reduction  of  blood 
pressure  in  76  per  cent  of  257  hypertensive  patients. 
Slowing  of  the  pulse  rate  was  observed,  as  was  a 
marked  tranquillizing  effect.  In  most  of  the  pa- 
tients, there  was  an  alleviation  of  such  symptoms 
as  congestive  headache,  vague  pains  in  various  parts 
of  the  body,  vertigo,  dyspnea,  nervous  irritability, 
anxiety  and  insomnia. 

No  serious  side  effects  were  found  even  after 
prolonged  use  of  the  new  drug,  according  to  Win- 
throp.  Headache,  drowsiness,  nausea  or  other  mild 
reactions  generally  disappeared  after  temporary  in- 
terruption or  decrease  of  Theominal  R.  S.  Rec- 
ommended dosage  is  one  tablet  two  or  three  times 
daily. 

The  drug  contains  theobromine,  Luminal  and  the 
alseroxylon  fraction  of  purified  alkaloids  from  the 
Rauwolfia  serpentina  root.  Theobromine  increases 
cardiac  output  and,  with  its  vasodilating  action,  in- 
creases blood  flow.  Luminal  has  long  been  a basic 
drug  in  treating  hypertension,  controlling  coronary 
spasm  as  well  as  sedating.  In  reducing  blood  pres- 
sure, alseroxylon  has  a cumulative  effect  that  usual- 
ly reaches  a maximum  only  after  several  weeks, 
and  perists  for  several  weeks  after  treatment  has 
ended. 
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(Continued  from  page  9- A)  , 

power.  Senator  Hill’s  committee  continued 
on  health  bills,  next  taking  up  his  and  Sena- 
tor Bridge’s  bill  for  a three-year,  $90  million 
grant  program  for  construction  of  non-feder- 
al  laboratory  facilities  for  research  in  a wide 
range  of  chronic  diseases. 

The  measures  failed  to  get  AMA  support, 
the  Board  of  Trustees  deciding  it  was  too 
broad  and  loosely  written.  Dr.  George  F. 
Lull,  AMA  secretary-general  manager,  point- 
ed out  to  the  committee  that  the  bill  gives 
no  voice  to  states  and  local  communities  in 
development  of  a planned  and  integrated  sys- 
tem of  laboratory  and  other  research  facil- 
ities. 

Prior  to  final  Appropriations  Committee 
action  on  next  fiscal  year’s  budget  for  the 
Federal  Civil  Defense  Administration,  the 
AMA  urged  favorable  consideration  of  the 
agency’s  request  for  medical  supplies  and 
equipment.  Dr.  Lull  made  the  point  that  it 
was  futile  to  plan  for  the  medical  phase  of 
civil  defense  unless  the  profession  has  the 
supplies  to  work  with.  He  warned  of  the 
medical  problems  that  would  arise  from  an 
enemy  attack,  including  radio-active  fallout. 
The  House  proceeded  to  approve  a $30  mil- 
lion appropriation  for  stockpiling  of  supplies 
and  equipment,  $5.3  million  less  than  the  ad- 
ministration asked.  However,  the  committee 
pointed  out  that  FCDA  has  millions  of  dol- 
lars in  unexpended  balances. 

This  same  appropriations  bill  carries  ap- 
proximately $750  million  for  the  Veterans 
Administration  medical  budget  for  the  next 
fiscal  year.  The  measure  contained  one  sur- 
prise: an  unexpected  $16,885,000  increase  for 
a start  on  remodeling  certain  VA  hospitals. 
The  VA  originally  asked  the  Budget  Bureau 
to  approve  $20  million  for  this  purpose,  the 
Bureau  pared  it  down  to  $13,815,000  but  the 
House  raised  it  to  $30  million. 

Another  bill  that  moved  through  the  House 
with  a minimum  of  controversy  was  one  re- 
establishing the  authority  of  the  Secretary 
of  Health,  Education,  and  Welfare  to  chan- 
nel surplus  government  property  to  health 
and  educational  institutions  at  no  cost. 

Tom  Murdock  Recovering  Following  Surgery — 

According  to  Secretary’s  Letter  of  March 
28th,  A.M.A.  Trustee  Thomas  Murdock  was 
operated  on  for  excision  of  a lower  thoracic 


arteriosclerotic  aneurysm  of  the  aorta.  The 
operation  was  performed  at  Johns  Hopkins 
Hospital  by  Dr.  Henry  T.  Bahnson,  March  11. 
Recovery  was  said  to  be  very  satisfactory 
and  it  was  expected  that  Doctor  Murdock 
would  leave  the  hospital  on  about  April  1. 

Speakers  Bureau  Being  Organized  for 
Nebraska  Heart  Association — 

Several  thousand  clubs  and  organizations 
have  been  informed  that  doctor-speakers  will 
be  available  for  talks  on  heart  disease.  The 
doctors  in  the  area  will  be  contacted  and  a 
speech-outline  will  be  placed  in  their  hands 
when  a club  or  an  organization  makes  a re- 
quest. The  chairman  of  the  bureau  is  Dr. 
Richard  E.  Egan. 

High  School  Seniors  and  the  Free 
Enterprise  System — 

Dr.  Thomas  G.  Goldsmith,  president  of  the 
Association  of  American  Physicians  and  Sur- 
geons, urges  each  state  medical  association 
at  its  coming  meeting  to  “authorize  the  spon- 
sorship” of  the  1956  AAPS  Essay  Contest  on 
“The  Advantages  of  Private  Medical  Care.” 
As  a background  for  this  urgent  request  the 
following  results  of  a coast-to-coast  poll  of 
seniors  in  eighty-six  high  schools  is  quoted: 

“1.  82%  do  not  believe  there  is  competi- 

tion in  business. 

“2.  60%  said  owners  get  too  much  of  the 
profits. 

“3.  76%  said  owners  get  most  of  the  gains 
from  new  machinery. 

“4.  55%  support  the  Communist  theory 

‘from  each  according  to  ability,  to  each  ac- 
cording to  needs.’ 

“5.  61%  reject  the  private  incentive  as  a 
need  to  the  survival  of  our  economic  system. 

“6.  60%  said  a worker  should  not  produce 
all  he  can.” 

Nebraska’s  Heart  Fund  Drive  Successful — 

As  of  March  23rd,  the  drive  for  funds  for 
the  Nebraska  Heart  Association  had  topped 
its  goal  of  $100,000  by  about  $7,000.  This 
amount  did  not  include  41  of  the  200  com- 
munity chairmen,  according  to  Mr.  A.  Q. 
Schimmel,  State  Chairman  of  the  drive. 

The  “Hebrew  Medical  Journal”  A Publication 
With  a Purpose — 

For  twenty-seven  years  the  “Hebrew  Med- 
ical Journal”  has  been  dedicated  to  good  med- 
ical literature  and  to  the  revival  of  the  He- 
brew language  and  its  extension  to  all  modern 
uses,  medicine  included.  It  is  a remarkable  bi- 
lingual publication. 
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Particularly  now . . . 


Why  is  KENT  the  one 
fundamentally  different 
filter  cigarette? 


The  more  brands  of  filter  cigarettes  that 
are  introduced — the  more  innovations  in 
filtering— the  clearer  becomes  the  differ- 
ence in  kent.  Consider  for  a moment  why. 

Only  kent,  of  all  filter  brands,  goes  to 
the  extra  expense  to  bring  smokers  the 
famous  Micronite  Filter.  All  others  rely 
solely  on  cotton,  paper  or  some  form  of 
cellulose. 


Indeed,  the  material  in  Kent’s  Micronite 
Filter  is  the  choice  in  many  places  where 
filter  requirements  are  most  exacting. 

With  such  filtering  efficiency,  it  is  under- 
standable why  kent  with  the  Micronite 
Filter  takes  out  even  microscopic  particles 
— why  KENT  is  proved  effective  in  impartial 
scientific  test  after  test. 

Taste  will  tell  the  rest  of  the  story. 


For  Kent’s  flavor  is  not  only  light  and 
mild.  It  stays  fresh-tasting,  cigarette  after 
cigarette. 

May  we  suggest  you  evaluate  kent  for 
yourself,  doctor?  We  firmly  believe  that, 
with  the  first  carton,  you  will  reach  the 
same  conclusion.  As  always,  there  is  a 
difference  in  KENT.  And  now  more  than 
ever  before. 


KENT 

with  exclusive 

MICRONITE 

FILTER 


'kent"  and  "micronite"  are  registered  trademarks  of  p.  lorillard  company 


BLOOD  DIAGNOSTIC  REAGENTS 

30-102— BLOOD  GROUPING  SERUM  (Set  Anti-A 

and  Anti-B),  2 cc.  of  each Set  $2.00 

30-105— BLOOD  GROUPING  SERUM  (Set  Anti-A 

and  Anti-B),  5 cc.  of  each Set  4.50 

35-605— ANTI-A,  B (GROUP  O)  BLOOD  GROUP- 
ING SERUM,  6 cc.  Each  2.50 

32-102— ANTI-RHo  (ANTI-D)  TYPING  SERUM, 

(Slide  or  Rapid  Tube  Test),  2 cc Each  3.25 

32-105— ANTI-RHo  (ANTI-D)  TYPING  SERUM, 

(Slide  or  Rapid  Tube  Test),  5 cc Each  7.50 

SOLUTIONS  IN  VIALS 

50- 100— PHYSIOLOGICAL  SALT  SOLUTION, 

100  cc.  Case  of  100  35.00 

51- 100— DISTILLED  WATER  (Water  for 

Injection  U.S.P.),  100  cc Case  of  100  35.00 

55-050— DEXTROSE  INJECTION  50%, 

50  cc.  Case  of  100  35.00 

SEILER  SURGICAL  CO. 

Ill  So.  17th  St.  OMAHA,  NEBR. 


PHYSICIANS'  EXCHANGE 

Advertisements  in  this  column  are  at  a rate  of  six  cents 
per  word  with  a minimum  of  $2.00  per  insertion.  Copy 
must  be  received  by  the  fifth  of  the  month  preceding  date 
of  publication  and  should  not  exceed  40  words.  Advertise- 
ments from  members  of  the  Nebraska  State  Medical  Associa- 
tion will  be  accepted  without  charge  for  two  issues.  Each 
advertisement  will  be  taken  out  following  its  second  appear- 
ance unless  otherwise  instructed.  Where  numbers  follow 
advertisements,  replies  should  be  addressed  in  care  of  The 
Nebraska  State  Medical  Journal,  1315  Sharp  Building, 
Lincoln  8. 


GENERAL  PRACTITIONER,  particularly  inter- 
ested in  obstetrics,  to  associate  with  a well  estab- 
lished physician  in  a thriving  suburb  of  Omaha,  Ne- 
braska. New,  ground  floor,  air-conditioned  office 
with  new  equipment.  Please  state  personal  data, 
training  and  experience  in  first  letter.  Write  Box 
3,  Nebraska  State  Medical  Journal,  1315  Sharp 
Bldg.,  Lincoln  8,  Nebraska. 


WANTED — A young  physician  with  at  least  one 
year’s  intership,  from  July  1,  1955  to  October  1, 
1955  to  assist  in  our  office  and  hospital  practice. 
A full  year’s  graduate  preceptorship  in  internal 
medicine  would  be  considered.  This  could  be  in  prep- 
aration for  general  practice  or  other  fields  of  medi- 
cine. Good  remuneration  is  anticipated.  Contact 
Dr.  F.  W.  Niehaus,  1622  Med.  Arts  Bldg.,  Omaha  2, 
Nebr. 


The  organization  and  development  of  the  tuber- 
culosis movement  have  not  only  fitted  in  with  the 
whole  American  concept  of  voluntary  leadership  in 
public  health  and  social  welfare  effort,  but  have  also 
given  great  impetus  to  this  very  movement.  A very 
important  phase  of  American  life  is  carried  on  by 
volunteers.  No  great  public  civic  movement  makes 
real  headway  without  the  participation  of  large  num- 
bers of  citizens.  The  tuberculosis  movement  stands 
in  the  forefront  of  these  movements  and  can  with 
justification  point  with  satisfaction  to  the  great 
body  of  volunteers  organized  in  nearly  every  state 
and  county  of  the  United  States  as  a potent  force 
that  has  brought  the  tuberculosis  movement  to  its 
present  status.  In  this  way,  it  has  laid  the  founda- 
tion for  volunteers  to  play  an  ever-increasing  part 
in  the  ultimate  control  of  tuberculosis,  to  the  point 
where  it  no  longer  is  a serious  threat  to  American 
public  health.  Bailey  B.  Burritt,  NTA  Bulletin, 
May,  1954. 


When  You  Need  Medication 
for  Patients  in  Northeast 
Lincoln,  Call 
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Mayo  Drug  Co. 

“The  Drug  Store  on  the  Corner” 

Phone  6-2353  2700  North  48th 

— We  Deliver  — 

(Serving  Our  Community  for  31  Years) 
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Laboratories  of 
Clinical  Pathology 

731-6  Medical  Arts  Bldg. 

OMAHA,  NEBRASKA 

A.  S.  RUBNITZ,  M.D.,  Director 

ELECTROCARDIOGRAPHY 
TISSUE  DIAGNOSIS 
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of  common  pathogens  to  Chloromycetin 
and  three  other  major  antibiotic  agents 

90 


more  effective  against  more  strains. . . 

70 

Chloromycetin, 

60  ^ 

for  today’s  problem  pathogens 

50 

Because  of  the  increasing  emergence  of  pathogenic  strains 
resistant  to  commonly  used  antibiotics,  judicious  selection  of  the 
most  effective  agent  is  essential  to  successful  therapy.  In  vitro 
sensitivity  studies  serve  as  a valuable  guide  to  the  antibiotic 
...  40  most  likely  to  be  most  effective.  Both  clinical  experience  and 
sensitivity  studies  indicate  the  greater  antibacterial  efficacy  of 
CHLOROMYCETIN  (chloramphenicol,  Parke-Davis)  in  the  treat- 
ment of  many  common  infections. 

...  30  CHLOROMYCETIN  is  a potent  therapeutic  agent  and,  because  certain  blood 

dyscrasias  have  been  associated  with  its  administration,  it  should  not  be  used 
indiscriminately  or  for  minor  infections.  Furthermore,  as  with  certain  other  drugs, 
adequate  blood  studies  should  be  made  when  the  patient  requires  prolonged  or 
intermittent  therapy. 
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Adapted  from  Altemeier,  W.  A.;  Culbertson,  W.  R.;  Sherman,  R.;  Cole,  W.;  Elstun,  W., 
& Fultz,  C.  T.:  JAM. A.  157:305  (Jan.  22)  1955. 
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News  and  Views 

Optometry  Downs  Opticians, 

Seeks  to  Curb  Ophthalmology — 

Dr.  Derrick  Vail,  Editor-in-Chief  of  Amer- 
ican Journal  of  Ophthalmology,  calls  atten- 
tion editorially,  in  the  March,  1955,  issue  of 
his  journal,  to  the  efforts  of  the  optometrists 
to  force  opticians  and  ophthalmologists  out 
of  the  field  of  refraction,  prescribing,  and 
fitting  of  glasses.  This  they  hope  to  do  by 
way  of  legislation.  In  Oklahoma  and  Louis- 
iana they  have  succeeded  in  legislating  the 
optitions  out  of  business.  The  following  par- 
agraph from  the  January,  1951  Southern  Op- 
tometrist was  quoted  by  Doctor  Vail : 

“We  believe  that  medicine  has  no  more 
professional  or  moral  right  in  the  field 
of  refraction  than  optometry  has  in  the 
field  of  medicine.  We  believe  that  the 
time  has  arisen  for  optometry  to  step 
out  of  a defensive  position  into  an  of- 
fensive position  and  remain  so  until  the 
field  of  non-pathological  eyecare  is  re- 
linquished by  medicine  and  assumed  in 
its  full  scope  by  optometry  . . . For  his 


professional  self-respect  and  for  the 
benefit  of  the  public  who  receive  su- 
perior service  from  the  optometrist,  the 
medical  man  should  retire  from  the 
field  of  refraction.’’ 

From  Secretary’s  Letter  No.  322,  April  21,  1955 — 

Said  the  Chicago  Tribune,  editorially: 

“No  sooner  had  the  worth  of  the  Salk  vac- 
cine been  scientifically  affirmed  than  the 
Oregon  maverick  (Senator  Morse)  tried  to 
get  into  the  act.  He  introduced  a bill  in  the 
Senate  for  a five-man  bureaucratic  commis- 
sion to  take  control  of  the  vaccine  out  of  the 
hands  of  the  people  who  discovered  it  and 
are  supplying  it,  out  of  the  hands  of  the  med- 
ical profession  which  will  administer  it,  and 
supply  it  to  the  nation  as  a blessing  of  the 
government. 

“Government  had  nothing  to  do  with  dis- 
covering the  vaccine  . . . 

“You  could  lock  Jaybird  up  m a labora- 
tory, give  him  all  the  apparatus  and  materi- 
als needed,  plus  the  most  minute  instructions 
from  the  discoverer,  and  he  couldn’t  turn  out 
(Continued  on  page  8- A) 
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(Continued  from  page  4- A) 

a single  usable  portion  of  the  vaccine  be- 
tween now  and  the  time  the  voters  of  Oregon 
will  have  a chance  to  catch  up  with  him.  But 
now  that  the  job  has  been  done  by  others,  he 
thinks  he  is  just  the  man  to  take  over  . . . 

Does  he  maintain  that  the  physicians  of 
the  United  States  will  be  parties  to  extor- 
tion? Apparently  he  does,  for  this  is  Jay- 
bird’s song : 

“ ‘You  can’t  trust  commercial  interests. 
You  can’t  trust  doctors.  If  you  want  a polio 
shot,  see  your  precinct  captain.’  ” 

Special  Committee  on  Fee  Splitting  Problems — 

The  special  committee  of  the  American 
Medical  Asociation  appointed  by  the  A.M.A. 
Board  of  Trustees  under  the  title  of  Com- 
mittee on  Medical  Practices,  has  offered  the 
following  four-point  recommendation : 

1.  A special  committee  be  created  to  work 
on  a relative-value  scale,  based  on  points  and 
not  dollars,  for  the  whole  of  the  practice  of 
medicine  and  surgery.  It  would  indicate  the 
proper  relation  between  fees  for  various 
medical  and  surgical  specialities. 

2.  A program  of  public  education  on  the 
value  of  diagnostic  and  medical  work  be  fost- 
ered to  increase  the  public’s  appreciation  of 
non-surgical  work. 

3.  The  A.M.A.  encourage  the  various 
specialty  boards  in  medicine  to  reappraise 
the  value  of  their  regulations  restricting  the 
practice  of  those  seeking  or  holding  board 
certificates. 

4.  The  A.M.A.  continue  to  discourage  ar- 
bitrary restrictions  by  hospitals  against  gen- 
eral practitioners. 

Salk  Vaccine  Interesting  Sidelights — 

Parke,  Davis  & Company  received  U.  S. 
License  Number  1 from  the  National  Insti- 
tutes of  Health,  approving  its  release  of 
poliomyelitis  vaccine.  This  company  also 
was  granted  the  first  biological  license,  in 
1903,  and  is  said  to  have  established  the  first 
commercial  biological  laboratories  in  Amer- 
ica. 

The  Mutual  Life  Insurance  Company  of 
New  York,  which  includes  up  to  $5,000  of 
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polio  coverage  in  its  individual  and  family 
hospital  expense  policies,  promptly  reduced 
the  premium  for  these  policies  an  average  of 
5 per  cent,  upon  receipt  of  the  University  of 
Michigan’s  report  on  the  Salk  anti-polio  vac- 
cine. 

Statewide  Speakers  Bureau  Working  Well — 

The  Nebraska  Heart  Asociation  is  receiv- 
ing good  reports  about  its  statewide  speak- 
ers bureau.  Both  doctors  and  public  are  re- 
sponding well.  The  following  schedule  of 
talks  speaks  for  itself: 

Doctor  Frederick  Gillick,  May  2,  Omaha  Chamber 
of  Commerce’s  Goodfellowship  Club,  “Heart  Disease 
in  Middle  Age.” 

Doctor  G.  E.  Peters,  Randolph,  May  3,  St.  Frances 
Chantel  School,  “Heart  Disease.” 

Doctor  Edward  Langdon,  Omaha,  May  3,  Benson 
Lions  Club,  “Wear  and  Tear  of  the  Heart.” 

Doctor  John  L.  Batty,  McCook,  May  5,  Stratton 
Community  Club,  “Misconceptions  About  Heart  Dis- 
ease.” 

Doctor  William  Ramacciotti,  Nebraska  City,  May 
12,  “Guarding  Your  Heart.” 

Doctor  D.  C.  Carter,  Beaver  City,  May  26,  Amer- 
ican Legion,  “Fallacies  About  Heart  Disease.” 


Nebraska  Heart  Association  Professional 
Membership  Drive — 

Invitations  have  been  sent  to  doctors 
throughout  the  state  to  join  the  Nebraska 
Heart  Asociation.  Members  monthly  and  bi- 
monthly publications,  are  eligible  to  vote  and 
hold  office,  have  the  opportunity  to  attend 
statewide  scientific  sessions  as  well  as  nu- 
merous local  meetings,  and  other  valuable 
benefits. 

Cardiac  Conferences  Interesting  and  Instructive — 

Experience  with  conferences  on  cardiac 
disease  held  recently  at  Lexington  and  Nor- 
folk indicate  significant  local  interest  and 
good  planning  by  local  doctors.  At  Lexing- 
ton, for  example,  cases  were  shown  by  Drs. 
Hranac,  Sheets,  Olsson,  Wycoff,  McGee,  and 
Long.  Consultants  examined  the  patients 
and  discussed  the  problems.  At  Norfolk, 
thirty  physicians  from  nine  counties,  attend- 
ed. 


The  Month  in  Washington — 

For  the  first  time  in  many  years,  there 
is  a strong  possibility  that  Congress  will  en- 
act legislation  providing  federal  grants  to 
(Continued  on  page  20-A) 
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medical  schools.  Unlike  most  bills  of  the 
past,  which  would  have  given  the  schools 
money  for  salaries  and  other  operating  costs, 
the  bill  getting  most  attention  now  would 
give  money  only  for  construction  and  equip- 
ment. 

Action  first  came  in  the  Health  Subcom- 
mittee of  the  Senate  Labor  and  Welfare 
Committee.  Senator  Lister  Hill  (D.,  Ala.), 
chairman  of  the  subcommittee  as  well  as  the 
committee,  is  the  principal  sponsor  of  the 
bill.  Senator  Hill,  long  interested  in  health 
legislation,  was  a co-sponsor  of  the  hospital 
construction  act  that  has  been  in  operation 
for  eight  years. 

Under  the  education  bill  the  federal  gov- 
ernment would  grant  a total  of  $250  million 
to  medical  schools  at  the  rate  of  $50  million 
a year  for  five  years.  No  school  could  re- 
ceive more  than  $3  million.  New  schools 
would  receive  50  % of  construction  and  equip- 
ment costs  (up  to  $3  million  limit),  but  ex- 
isting schools  would  receive  only  one-third, 
unless  they  agreed  to  increase  freshman  en- 
rollment by  at  least  5%.  If  they  wished, 
schools  could  set  aside  20%  of  the  federal 
grant  into  a permanent  endowment  fund, 
with  earnings  to  be  used  for  maintaining  the 
building  and  equipment. 

Nearly  a score  of  medical  school  deans  ap- 
peared before  the  Hill  subcommittee  to  urge 
approval  of  the  bill.  Also  supporting  it 
were  the  American  Medical  Association  and 
the  American  Dental  Asociation,  the  latter 
on  condition  that  dental  schools  also  be  in- 
cluded. There  were  no  opposition  witnesses 
before  the  Hill  subcommittee. 

The  A.M.A.’s  witnesses  were  Drs.  F.  J.  L. 
Blasingame,  a Trustee,  and  Walter  S.  Wig- 
gins, associate  secretary  of  the  Council  on 
Medical  Education  and  Hospitals.  Dr.  Blas- 
ingame reviewed  efforts  of  the  Association 
since  its  founding  to  improve  medical  educa- 
tion. He  cited  evidence  to  show  that  medical 
training  in  this  country  now  is  the  best  in 
the  world,  and  that  the  supply  of  physicians 
is  increasing  at  a faster  pace  than  the  popu- 
lation. 

Dr.  Wiggins  urged  the  subcommittee  to 
make  two  changes.  He  asked  that  the  finan- 
cial inducement  offered  for  increased  enroll- 
ment be  dropped,  as  it  might  cause  some 


schools  to  take  in  more  students  than  they 
could  train  properly,  a fear  that  was  reflect- 
ed also  in  the  testimony  of  some  of  the  medi- 
cal school  deans.  He  also  said  the  A.M.A. 
recommended  that  the  law  require  that  six 
members  of  the  Council  on  Medical  Educa- 
tion be  “leading  medical  authorities.” 

In  the  House,  the  Interstate  and  Foreign 
Commerce  Committee,  facing  a heavy  sched- 
ule of  hearings  on  other  bills,  was  slow  to  take 
up  the  medical  education  bill.  But  there,  too, 
its  prospects  are  good,  particularly  as  the 
bill  is  sponsored  by  Chairman  Percy  Priest 
(D.,  Tenn.),  whose  role  in  medical  bills 
compares  with  that  of  Hill  in  the  Senate. 

It  appears  now  that  Congress  also  is  will- 
ing to  go  along  with  the  Defense  Depart- 
ment once  again  and  extend  the  doctor  draft 
act  for  another  two  years.  It  is  scheduled  to 
expire  next  June  30.  The  A.M.A.  opposes 
an  extension,  maintaining  that  a more  attrac- 
tive military  medical  career  and  better  use  of 
uniformed  physicians  would  take  care  of  the 
services’  need  for  experienced  specialists  and 
administrators.  The  department’s  main  ar- 
gument for  an  extension  was  the  need  for 
these  older  men.  Before  reporting  out  the 
bill,  however,  the  House  Armed  Services 
Committee  made  one  siginificant  change.  It 
rewrote  the  bill  to  exempt  any  physician  35 
years  or  older  who  had  applied  for  a commis- 
sion at  any  time  in  the  past  and  had  been 
turned  down  solely  because  of  physical  con- 
dition. 

Also  moving  ahead  on  the  legislative 
course  is  a bill  to  continue  the  $100  per 
month  equalization  pay  for  physicians  and 
dentists  in  uniform.  At  hearings  before  the 
House  Interstate  and  Foreign  Commerce 
Committee  the  A.M.A.  supported  the  special 
pay  extension,  but  objected  to  one  provision. 
The  bill  originally  would  have  withheld  the 
$100  from  men  with  an  obligation  under  the 
regular  draft  unles  they  agreed  to  serve  for 
more  than  the  two-year  draft  obligation. 
The  House  Committee  eliminated  this  sec- 
tion. As  the  bill  went  to  the  House,  it  pro- 
vided that  all  commissioned  medical  and 
dental  officers  receive  the  special  pay. 

Still  undecided  was  the  fate  of  a Defense 
Department’s  bill  for  medical  and  dental 
scholarships.  Scholarships  would  cover  sub- 
sistence as  well  as  all  school  expenses.  A 
student  receiving  aid  for  a year  or  less  would 
(Continued  on  page  26-A) 
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EDITORIAL 

THE  BRASS 

The  specialty  boards  have  been  character- 
ized as  “the  brass”  by  no  less  an  authority 
than  the  President  of  the  Advisory  Board  for 
the  Medical  Specialties. 

Doctor  Robert  A.  Moore  delivered  the  Ad- 
dress of  the  President  at  the  opening  session 
of  the  meeting  of  the  Advisory  Board  in  Chi- 
cago, on  February  6,  1955.  This  address  was 
one  of  the  cleverest,  most  fascinating,  and 
most  instructive  papers  one  is  likely  ever  to 
hear.  Doctor  Moore  purported  to  be  read- 
ing the  “program  notes”  of  a new  musical 
production.  This  new  symphony,  composed 
of  three  parts,  was  to  be  played  by  a sym- 
phony orchestra.  The  program  notes  in- 
formed the  listeners  that  the  growth, 
changes,  and  interrelationships  between  va- 
rious segments  of  the  health-professions 
were  depicted  herein,  musically,  and  that  the 
time  elapsing  was  approximately  the  first 
half  of  the  present  century. 

Each  group  of  instruments  in  this  orches- 
tra represented  a segment  of  the  allied  heal- 
ing professions.  For  example,  the  violins 
were  the  general  practitioners,  the  wood 
winds  another  group,  such  as  the  surgeons, 
and  so  on.  Late  in  the  second  part  of  the 
production,  after  solos,  duets,  trios,  and  va- 
rious other  combinations  of  instruments  had 
been  tried  and  found  disharmonious,  and 
when  off-stage  drums  and  cymbals  (non- 
medical interlopers)  threatened  to  drown  out 
the  orchestral  music,  the  brass  suddenly 
blared  forth.  This,  said  Doctor  Moore,  sig- 
naled the  birth  of  the  first  specialty  board. 
Of  course,  in  the  third  part  of  the  produc- 
tion, presumably  due  to  the  brass,  the  whole 
orchestra  plays  in  sweet  harmony,  and  all 
is  well. 


Perhaps  the  selection  of  the  brass  as  the 
agent  to  induce  sweet  and  harmonious  music, 
after  such  dismal  failure  of  all  other  seg- 
ments of  medicine  and  related  professions, 
was  an  unfortunate  choice.  In  music,  medi- 
cine, dentistry,  nursing,  or  in  its  own  sphere, 
interior  decorating,  brass  is  not  a harmon- 
izer. 

When  one  thinks  of  brass  certain  charac- 
teristics and  associations  immediately  come 
to  mind.  This  substance  is  yelloiv,  it  is  cold, 
and  it  is  noisy.  It  is  even  an  imitator  of  bet- 
ter things. 

Hard,  cold,  yellow  brass  is  an  alloy,  an 
adulteration,  produced  by  mixing  two  soft 
metals — copper  and  the  “base”  metal,  zinc. 
Its  yellow  color  should  not  be  permitted  to 
arouse  in  our  minds  the  usual  connotation  of 
the  word  yelloiv,  particularly  with  any  ref- 
erence to  the  specialty  boards. 

The  yellow  color  of  brass,  however,  re- 
sembles that  of  gold,  a precious  metal.  Does 
brass  ever  strive  to  imitate  gold?  Indeed, 
it  does!  Strangely,  this  hard  metal  retains 
sufficient  of  the  malleability  of  its  soft  com- 
ponents that  it  may  be  beaten  into  sheets 
having  a thickness  of  only  1/50,000  of  an 
inch.  These  thin  sheets  are  then  known  as 
Dutch  leaf,  gilding  metal,  Mannheim  gold, 
Mosaic  gold,  and  by  other  names.  In  this 
form  it  is  used  in  making  mosaics  and  in 
other  similar  work.  In  all  these  applications 
of  brass,  an  imitation  of  gold  is  the  desired 
effect. 

The  hardness  and  coldness  of  brass  are  not 
consonant  with  the  emotions  of  sympathy, 
charity,  or  brotherly  love.  Even  some  of  the 
meanings  imputed  to  the  word  brass  in  the 
dictionary  are  uncomplimentary:  “impu- 

dence,” “bold  assurance,”  a “brazen  face,” 
are  some  of  them.  Combinations  and  phrases 
from  the  same  source  likewise  have  doubt- 
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ful  imputations.  Some  of  these  are  “brass- 
armed,”  “brass  - bold,”  “brass  - browed,” 
“brass-fronted,”  “brass-headed,”  and  many 
more.  Even  the  Good  Book  says : “Though 
I speak  with  the  tongues  of  men  and  of 
angels,  and  have  not  charity,  I am  become 
as  sounding  brass  . . .” 

In  retrospect,  it  could  be  considered  some- 
what “brass-bold”  to  assume  that  all  the 
present-day  harmony  in  medical  and  allied 
fields  is  attributable  to  the  specialty  boards. 
It  may  sound  a bit  “brassy,”  also,  to  suggest 
that  the  force  of  Doctor  Moore’s  otherwise 
delightful  presentation  may  have  suffered 
by  identifying  the  specialty  boards  with  “the 
brass.” 

Specialty  boards  were  created  to  assure 
the  profession  and  the  public  that  one  who 
calls  himself  a specialist  is  honest,  reliable, 
ethical,  and  sufficiently  well  trained  in  his 
special  field.  These  boards  surely  do  not  at- 
tempt to  say  how  many  specialists  there 
shall  be,  but  that  there  shall  be  none  who 
does  not  merit  the  title.  Their  decisions  cer- 
tainly are  not  based  upon  the  assumption 
that  family,  friends,  locale,  school,  precep- 
tor, or  other  such  factors  shall  serve  to  pass 
a man  into  the  realm  of  specialists.  They 
are  based,  without  doubt,  upon  the  indiviual 
merit  of  the  man  himself.  That  these 
boards  have  been  dubbed  “the  brass,”  in  a 
moment  of  thoughtlessness,  should  not  brand 
them  as  hyper-critical,  overbearing,  preju- 
diced, or  power-hungry,  qualities  that  Doctor 
Moore  could  not  have  meant  to  imply. 


“BLUE  SHIELD-BLUE  CROSS” 
EXTENDED  HEALTH  BENEFITS 

Extended  Health  Benefit  Contracts  to  pro- 
vide protection  against  the  costs  of  serious 
or  prolonged  illness  or  injury  are  both  de- 
sirable and  necessary.  Recent  public  opini- 
on surveys  of  people’s  attitude  in  the  matter 
of  health  care,  reveals  that  people  desire 
more  security  or  protection  against  costs  of 
prolonged  illness.  They  desire  “to  be  able” 
to  pay  for  the  medical  and  hospital  care  for 
extended  illness. 

The  present  benefits  of  the  local  Blue 
Shield  Plan  should  not  be  disturbed  through 
the  offering  of  extended  benefits.  Extended 
benefits  will  be  offered  to  those  groups  de- 
siring such  protection.  Provision  of  extend- 
ed health  benefits  should  be  simply  an  ex- 


tension of  existing  local  Blue  Cross-Blue 
Shield  policies  and  practices.  Provision 
should  be  made  for  the  coverage  of  the  pro- 
longed and  chronic  type  of  illnesses. 

It  is  proposed  that  the  present  basic  Blue 
Cross-Blue  Shield  contract  be  extended  to 
provide  730  days  (2  years)  of  coverage  for 
the  same  disease,  ailment,  diagnosis,  cause, 
or  condition  during  the  lifetime  of  the  mem- 
ber. 

Extended  Health  Benefits  should  be  pro- 
vided only  in  cases  of  persons  actually  re- 
quiring medical,  surgical,  and  hospital  serv- 
ivces.  Extended  Health  Benefits  are  not  in- 
tended for  persons  whose  primary  need  is  for 
food,  clothing,  and  shelter.  Extended  Health 
Benefits  should  not  cover  domiciliary  care, 
custodial  care,  care  in  homes  for  the  aged, 
care  in  infirmaries,  rest  homes,  or  health 
resorts. 

Co-operative  payments  will  be  required  to 
limit  abuse  or  overuse  of  services.  Some  de- 
ductible type  of  co-operative  payment  will 
be  used  to  eliminate  claims  for  small  or  re- 
peated inexpensive  services. 

Medical-surgical  services  should  be  pro- 
vided on  a service  basis  that  will  cover  85 
per  cent  of  the  population.  The  fee  schedule 
allowance  for  such  services  should  be  suffi- 
cient to  reimburse  the  physician  adequately, 
and  some  provisions  should  be  made  for  the 
unusual  and  complicated  cases  to  receive 
further  individual  consideration. 

Progress  toward  a comprehensive  Extend- 
ed Health  Benefit  insurance  certificate 
should  be  evolutionary  in  this  new  experi- 
mental field,  and  progress  must  be  rapid 
enough  to  supply  the  curent  demands  of  the 
public. 

Blue  Cross-Blue  Shield  have  been  pioneers 
in  the  field  of  health  insurance  providing 
contracts  that  have  been  adequate,  exten- 
sive, and  at  the  lowest  possible  cost.  Con- 
tinued progress  in  the  field  of  health  insur- 
ance depends  on  continued  experiments  and 
maintenance  of  the  pioneering  spirit. 

ARTHUR  J.  OFFERMAN,  M.D. 


There  is  a “sensitive”  period  in  the  effective 
treatment  of  tuberculosis  which  applies  not  only  to 
tubercle  bacillus,  when  it  is  most  vulnerable  to 
attack,  but  also  to  the  patient  when  he  is  most 
receptive  of  advice.  That  period  is  when  the  dis- 
ease is  first  discovered.  Eli  H.  Rubin,  M.D.,  N.Y.S. 
J.  of  Med.,  June  15,  1953. 
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Psittacosis: 

A Report  of  Two  Cases  Occurring  in  Pigeon  Breeders 


After  defining  psittacosis  and  identifying  it  with 
the  psitticine  group  of  birds,  these  authors  recall 
that  a psittacosis-like  infection,  ornithosis,  infects 
a large  group  of  birds.  Some  of  these  are  do- 
mestic and  some  are  wild  birds,  but  all  are  fre- 
quently handled  by  man.  Apparently  healthy 
birds  may  carry  the  infectious  organism.  Aware- 
ness of  this  large  reservoir  of  infection  may  lead 
to  greater  frequency  of  diagnosis  of  these  viral 
diseases.  The  discussion  is  based  on  two  interest- 
ing cases  which  they  report. 

EDITOR 

PSITTACOSIS,  an  avian  infec- 
tion communicable  to  man,  is 
caused  by  a number  of  closely 
related  viruses C).  It  was  originally  believed 
that  the  disease  was  transmitted  to  man  by 
contact  only  with  psittacine  birds,  including 
the  parakeet,  the  cockatoo,  the  cockateel, 
the  kea,  the  lorikeet,  the  lory,  the  lovebird, 
the  macow  and  the  parrot (2).  Perlman  and 
Milzer(2>  point  out  that  a psittacosis-like 
infection,  properly  referred  to  as  ornithosis, 
has  subsequently  been  found  to  exist  in 
pigeons,  chickens,  turkeys,  domestic  ducks, 
wild  pigeons,  finches  and  sea  gulls.  On  the 
basis  of  complement-fixation  tests,  these 
viruses  are  antigenically  related  (1b  Meyer 
and  Eddie (3)  have  linked  over  two  hundred 
infections  in  man  with  the  virus  dissemin- 
ated by  pigeons,  ducks,  chickens  and  possibly 
turkeys  and  pheasants.  Of  additional  great 
significance  was  the  observation  that  visibly 
healthy  birds  are  capable  of  harboring  the 
virus  and  distributing  the  infection  w.  These 
observations  attest  to  the  occurrence  of  the 
psittacosis  virus  in  a significantly  large  and 
potentially  dangerous  avian  reservoir  of 
both  domestic  and  wild  birds. 

The  reported  incidence  of  psittacosis  is 
variable  and  undoubtedly  extremely  inac- 
curate. Meyer  estimates  that  approxi- 
mately forty  clinical  infections  are  recog- 
nized annually  in  the  United  States.  Perlman 
and  Milzer<2>  report  the  average  annual 
number  of  cases,  from  1942  to  1951,  inclu- 
sive, to  be  twenty-three.  However,  the  actual 
number  varied  from  one  case  in  1943,  to 
thirty-five  cases  in  1949.  By  1952,  the 
number  of  cases  reported  rose  to  seventy (4). 
The  clinical  manifestations  of  psittacosis, 
of  extremely  varying  frequency,  include 
fever,  chills,  headache,  general  malaise,  gen- 
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eralized  muscular  pains,  photophobia,  sore 
throat,  anorexia,  cough,  pleuritic  pains,  and 
dyspnea.  In  spite  of  the  fact  that  the  symp- 
toms frequently  tend  to  recur  with  some 
regularity,  the  manifestations  of  psittacosis 
are  often  confused  with  influenza  or  with 
atypical  pneumonia.  Eaton reports  10 
per  cent  of  a series  of  cases  of  atypical 
pneumonia  to  be  of  psittacotic  origin.  Many 
cases  are  in  all  probability  also  placed  in 
the  waste-paper-basket  category  of  “fevers 
of  undetermined  origin”.  The  increasing 
popularity  of  parakeets  as  pets  has  caused 
the  medical  profession  to  be  more  alert  to 
the  existence  of  the  disease  and  in  all  prob- 
ability accounts  for  some  of  the  changing 
reported  incidence  of  psittacosis.  The  dis- 
ease has  a nation-wide  and  world-wide  dis- 
tribution in  maid4*6).  Meyer  and  Eddie(7) 
consider  evidence  of  pulmonary  involvement 
plus  a twofold  to  fourfold  increase  in  com- 
plement fixing  antibody  titers  to  be  suffi- 
cient evidence  to  warrant  a diagnosis  of 
psittacosis.  With  these  factors  in  mind,  it 
is  felt  that  a greater  awareness  of  the 
medical  profession  to  the  presence  of  psit- 
tacosis in  a large  reservoir  of  both  domestic 
and  wild  birds  will  help  to  raise  the  index 
of  suspicion  for  the  disease  and  result  in 
the  diagnosis  of  more  unrecognized  infec- 
tions in  man. 

The  following  two  cases,  a father  and  son 
who  raised  pigeons  as  a hobby,  illustrate 
this  point.  We  were  unable  to  elicit  any 
history  of  exposure  to  pittacine  birds  in 
either  patient. 

CASE  I 

D.  N.,  a twenty-three-year-old  male,  complained 
of  transient  temperature  elevations  occurring  at 
varying  intervals  over  a period  of  three  years. 
The  temperature  ranged  from  100°  - 103°  F.  during 
the  attacks,  and  the  patient  complained  of  associ- 
ated chills,  general  malaise,  generalized  muscular 
aches  and  a transient  severe  tightness  across  the 
lower  chest,  accompanied  by  considerable  dyspnea 
and  a mild  productive  cough.  The  attacks,  though 
transient  and  seldom  of  more  than  six  hours  dura- 
tion, were  severe,  incapacitating  and  quite  frequent 
in  occurrence  during  the  initial  six  months  of  the 
patient’s  illness.  The  pulmonary  complaints  in  parti- 
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cular  were  of  a very  distressing  nature.  During 
that  period  of  time  the  attacks  occurred  as  fre- 
quently as  three  to  four  times  a week  and  seemed 
to  be  precipitated  mostly  by  over-exertion.  Sub- 
sequently, they  have  recurred  with  decreasing  sev- 
erity and  frequency. 

Physical  examination  revealed  transient,  scat- 
tered, medium  rales  at  both  pulmonary  bases. 
These  rales  were  never  persistent  and  were  heard 
only  during  the  acute  attack  and  for  several  hours 
following  the  cessation  of  the  associated  symptoms. 
The  remainder  of  the  examination  revealed  no 
striking  abnormalities. 

Serial  chest  x-rays  revealed  some  increased 
bronchovascular  markings  in  both  lower  lobes.  No 
areas  of  parenchymal  infiltration  were  noted. 

The  sedimentation  rate  was  repeatedly  within 
normal  limits.  The  urinalysis  was  negative.  The 
white  blood  cell  count  varied  from  6,000  to  24,800 
with  a differential  count  of  74  segs,  11  stabs,  11 
lymphs  and  4 eos.  A bone-marrow  biopsy  revealed 
no  striking  abnormalities.  Bone-marrow  cultures 
were  negative.  The  tuberculin  and  coccidioidin  skin 
tests  were  negative.  Sputum  cultures  were  negative 
for  pathogenic  fungi.  The  heterophile  antibody, 
undulant  fever,  typhoid,  paratyphoid  and  leptospi- 
rosis agglutination  tests  were  negative.  A muscle 
biopsy  revealed  no  abnormalities.  The  L.  E.  test 
was  negative.  The  icterus  index  was  10.6  units. 
Blood  smears  for  malaria  were  negative.  The 
psittacosis-lymphogranuloma  venereum  complement 
fixation  test,  performed  April  14,  1954,  was  positive 
(4  plus)  in  a dilution  of  1:32.  When  repeated  May 
3,  1954,  it  was  positive  (4  plus)  in  a dilution  of  1:64. 

CASE  II 

N.  N.,  sixty-three  years  of  age  and  the  father  of 
the  above  patient,  complained  of  recurrent  episodes 
of  temperature  elevation  ranging  from  100°  - 103°, 
chills,  general  malaise,  generalized  muscular  aches, 
mild  productive  cough  and  transient  sharp  catching 
pains  across  the  chest,  anteriorly,  of  approximately 
three  months  duration. 

Physical  examination  revealed  transient  scattered 
medium  rales  at  both  pulmonary  bases.  The  re- 
mainder of  the  examination  was  not  significant. 

Repeat  chest  x-rays  revealed  increased  broncho- 
vascular markings  in  both  lung  fields.  No  areas 
of  parenchymal  infiltration  were  noted. 

Serial  white  blood  cell  counts  ranged  from  8,000 
to  11,950  with  repeatedly  normal  differential  counts. 
The  urinalysis  was  negative.  Blood  clutures  were 
negative.  The  tuberculin  and  coccidioidin  skin  tests 
were  negative.  The  electrocardiogram  was  within 
normal  limits.  The  psittacosis  - lymphogranuloma 
venereum  complement  fixation  test,  performed 
March  6,  1954,  was  positive  (4  plus)  in  a dilution 
of  1:8.  This  was  repeated  on  March  27,  1954,  and 
September  13,  1954,  and  was  positive  (4  plus)  in 
dilutions  of  1:16  and  1:32,  respectively. 

The  flock  of  birds  included  some  homing 
pigeons.  No  sick  birds  were  noted.  Twelve 
birds  were  picked  at  random  from  the  flock 
and  sacrificed  for  the  psittacosis-lympho- 
granuloma venereum  complement  fixation 


studies.  The  results  were  negative  in  each 
instance.  There  was  some  turn-over  of  birds 
and  it  is  possible  that  the  infected  birds 
were  missed  by  the  random  picking.  An- 
other consideration  is  the  possibility  of  ex- 
posure at  some  of  the  contests  and  shows 
which  both  patients  attended  with  consider- 
able frequency. 

SUMMARY  AND  CONCLUSIONS 

1.  Two  cases  of  psittacosis  are  presented. 
The  clinical  manifestations  of  the  disease 
are  variable  and  frequently  confused  with 
influenza  or  atypical  pneumonia. 

2.  Psittacosis  occurs  in  a significantly 
large  and  potentially  dangerous  avian  reser- 
voir of  both  domestic  and  wild  birds.  Vis- 
ibly healthy  birds  are  capable  of  harboring 
the  virus  and  distributing  the  infection. 

3.  The  disease  has  a nation-wide  and 
world-wide  distribution  in  man. 

4.  Evidence  of  pulmonary  involvement 
plus  a twofold  to  fourfold  increase  in  com- 
plement fixing  antibody  titers  are  consid- 
ered sufficient  evidence  to  warrant  a diag- 
nosis of  psittacosis. 

5.  It  is  felt  that  recognition  of  the  pres- 
ence of  psittacosis  in  a large  reservoir  of 
both  domestic  and  wild  birds,  by  the  medical 
profession,  should  help  to  raise  the  index 
of  suspicion  for  the  disease  and  result  in 
the  diagnosis  of  more  unrecognized  psitta- 
cosis in  man. 
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Health  departments  have  traditionally  worked 
with  the  full  cooperation  of  the  medical  profession. 
The  family  physician  is  the  front  line  of  any  public 
health  endeavor.  In  order  for  a community  health 
program  to  succeed  the  practitioner  must  give  full 
cooperation  and  active  rather  than  passive  support. 
Experience  has  shown  that  the  more  extensive  the 
public  health  program  a community  enjoys,  the 
greater  the  demand  made  by  the  public  on  services 
not  only  for  the  treatment  of  illness  but  also  for 
health  supervision  and  for  preventive  services.  Vlado 
A.  Getting,  M.D.,  J A.M.A.,  Sept.  26,  1953. 
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Thrombosis  of  the  Abdominal  Aorta: 

A New  Physical  Sign* 


The  author  presents  sufficient  review  of  litera- 
ture to  define  the  subject  and  to  indicate  trends  of 
recent  thinking  about  chronic,  progressive  throm- 
bosis of  the  aortoiliac  arteries.  Cardinal  symp- 
toms and  physical  signs  are  discussed.  Four 
cases  are  presented,  three  of  which  are  of  the 
chronic  type.  In  two  of  the  cases  a physical  sign 
is  described  that  hitherto  has  not  been  mentioned 
in  the  literature. 

EDITOR 

MEDICAL  literature  of  the  past 
few  years  has  been  replete  with 
articles  dealing-  with  occlusive 
disease  of  the  abdominal  aorta,  and  recently 
several  series  of  cases  have  been  reported  and 
analyzed.  Most  of  the  recent  articles  stress 
the  so-called  insidious,  slowly  progressive, 
chronic  thrombosis  involving  the  aortoiliac 
segment  in  contrast  to  acute  thrombosis  or 
to  embolic  occlusion  of  the  aorta  and  other 
arteries  in  this  region. 

It  is  often  emphasized,  as  it  is  in  the  article 
by  de  Wolfe  et  al1,  that  the  symptoms  and 
signs  of  the  insidious  variety  are  not  widely 
known  and  often  are  interpreted  wrongly; 
not  infrequently  they  are  thought  to  reflect 
the  results  of  an  orthopaedic  condition  or  of 
a neurological  disease.  For  example,  Le- 
riche2  warns  that  one  should  never  diagnose 
“neuritis”  or  “polyneuritis”  involving  the 
lower  extremities  without  first  ascertaining 
the  condition  of  the  circulation  in  this  area. 
Szilagyi3  calls  attention  to  bizarre  symptoms 
that  sometimes  occur,  such  as  sacral  formi- 
cation, perineal  pain,  plantar  numbness,  and 
loss  of  penile  erection  — all  symptoms  that 
might  easily  arouse  suspicion  of  primary 
neurologic  disease,  and  that  may,  in  fact,  be 
due  to  secondary  involvement  of  the  lumbar 
or  sacral  segments  of  the  spinal  cord  as  a 
result  of  thrombosis  of  the  paired  lumbar 
arteries. 

It  is  partly  because  of  possible  failure  to 
recognize  aortoiliac  thrombosis  and  to  be 
familiar  with  the  signs  and  symptoms  that 
should  suggest  its  presence  and  partly  be- 
cause of  a physical  finding  not  previously 
noted  in  the  literature  that  the  following 
case  reports  and  discussion  are  presented. 
The  physical  sign  which  has  heretofore  ap- 

*Read  before  the  Regional  Meeting  of  the  American  College 
of  Physicians,  Febr.  26,  1955,  Omaha,  Nebraska. 
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parently  gone  unnoticed  will  be  described 
below. 

CLASSIFICATION 

° © THE  OLDER  LITERATURE  dealt 
largely  with  the  more  dramatic  instances  of 
aortic  occlusion,  those  usually  produced  by 
emboli.  These  cases  have  a very  acute  onset 
and  course,  are  easily  recognized  and  readily 
explained.  However,  fourteen  instances  of 
thrombotic  occlusion  of  the  aorta  as  com- 
pared with  forty-five  of  embolic  origin  were 
included  in  a series  of  fifty-nine  cases  collect- 
ed by  Welsh  (quoted  by  Banowitch,  et  al4) 
in  1899.  The  most  recent  literature  deals  al- 
most entirely  with  chronic  thrombotic  oc- 
clusion. Strauss5  divides  the  etiologic  fac- 
tors of  aortoiliac  arterial  occlusion  into  four 
categories  — embolus,  thrombus  formed  on 
embolus,  acute  thrombosis — rapidly  progress- 
ing, and  chronic,  slowly  progressing  throm- 
bosis. 

ETIOLOGY 

© O THE  GREAT  MAJORITY  of  cases  re- 
sulting from  embolism  are  associated  with 
cardiac  diseases,  chiefly  mitral  stenosis  or 
auricular  fibrillation,  or  both,  as  pointed  out 
by  Banowitch,  et  al4.  The  majority  of  pub- 
lished cases  belonging  to  Strauss’  fourth 
category — slowly  progressing  thrombosis  — 
are  associated  with  and  presumably  due  to 
arteriosclerosis.  Szilagyi  et  al3  further  di- 
vide this  category  of  obstruction  of  the  term- 
inal aorta  into  a so-called  “pure”  form  and 
that  form  associated  with  generalized  arteri- 
osclerosis. It  is  not  entirely  clear  whether 
or  not  they  mean  that  the  “pure”  form  of 
what  they  term  “segmentel”  occlusion  is  on 
the  basis  of  local  arteriosclerotic  changes  as 
contrasted  with  generalized  arteriosclerosis. 
These  writers  do  say  they  feel  justified  on 
clinical  grounds,  in  speaking  of  “insidious 
segmental  arterial  occlusion”  as  a process  dis- 
tinct from  arteriosclerosis  as  commonly  un- 
derstood. 

No  one  seems  to  have  given  attention  in 
the  consideration  of  the  etiology  of  throm- 
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bosis  of  the  aortoiliac  area  to  some  observa- 
tions on  the  pathogenesis  of  aortic  sclerosis 
published  by  Duguid6.  His  findings  may  be 
applicable  to  the  riddle  of  the  pathogenesis 
of  insidious  chronic  thrombosis  in  this  area. 
Duguid6  points  out  that  mural  thrombosis  is 
extremely  common  in  the  abdominal  aorta, 
and  that  it  is  often  overlooked.  He  states 
that  many  of  these  mural  thrombi  are  ex- 
ceedingly small;  that  many  of  them  become 
organized  and  covered  by  endothelium;  and 
finally  that  lipoid  deposits  occur  within  them. 
They  thus  come  to  resemble  quite  closely 
well  known  atherosclerotic  plaques.  He  fur- 
ther states  that,  as  one  such  plaque  under- 
goes the  series  of  changes  just  enumerated, 
fibrin  may  be  again  deposited  upon  the  sur- 
face of  it,  thus  reinstituting  the  same  cycle 
of  changes.  This  process  may  be  repeated 
again  and  again  in  any  given  lesion.  More- 
over, he  found  these  changes  in  people  as 
young  as  three  years  of  age,  and  one  half  of 
the  aortas  he  examined  from  subjects  under 
thirty  years  of  age  showed  the  presence  of 
this  type  of  mural  thrombosis.  Inasmuch  as 
thrombosis  of  the  terminal  aorta  is  a syp- 
drome  found  in  relatively  young  individuals, 
as  compared  with  generalized  arteriosclero- 
sis, and  there  seems  to  be  a tendency  for  tiny 
healed  or  healing  mural  thromboses  to  be  the 
seat  of  repeated  accretions,  this  mural  throm- 
motic  process  may  be  an  etiologic  factor  in 
the  “pure”  type  of  insidious,  chronic,  pro- 
gressive thrombosis  of  the  terminal  aorta. 

SYMPTOMATOLOGY 

o © INTERMITTENT  CLAUDICATION  is 
the  cardinal  symptom  of  slow  arterial  occlu- 
sion in  the  lower  extremities.  When  the 
terminal  aorta  and  iliac  arteries  are  involved, 
this  symptom  is  not,  however,  the  intermit- 
tent limp  due  to  pain  in  the  calf  of  the  leg 
or  foot  that  usually  results  from  functional 
hypoxia  in  the  muscles  of  these  parts.  It  is 
an  aching  sensation  just  short  of  pain  and 
related  in  quality  to  the  sensation  of  fatigue. 
Moreover,  it  is  typically  located  in  the  re- 
gion of  the  hips  and  low  back,  and  has  been 
referred  to  as  the  “hip-type”  of  claudication, 
de  Wolfe,  et  al1,  reporting  the  details  of  for- 
ty-seven cases,  state  that  this  type  of  claudi- 
cation occurred  in  the  hip  region  only,  in 
thirteen  patients ; in  the  hips  and  low  back  in 
eleven;  in  the  thigh  and  low  back  in  two;  in 
one  of  the  above  regions  and  in  the  calves 
of  the  legs  in  twenty.  The  abdomen  was  in- 
cluded as  a site  of  this  kind  of  pain  in  two 


patients.  Thus,  the  hips  were  included  as  a 
site  of  claudication  in  eighty-nine  per  cent  of 
the  forty-seven  cases.  In  no  case  was  the 
pain  located  only  in  the  calves  or  feet,  or 
both. 

Leriche2  states  there  are  two  cardinal 
symptoms  of  aortoiliac  thrombosis,  loss  of 
penile  erection  and  extreme  liability  to  fa- 
tigue of  the  lower  limbs — a weariness  rather 
than  a pain — relieved  by  rest  as  is  the  case 
in  classical  claudication.  Since  Leriche2  has 
given  such  a prominent  place  to  loss  of  penile 
erection,  some  other  authors  (Callow7  and 
Jawor,  et  al8)  have  listed  this  as  a cardinal 
symptom.  Others  have  taken  exception  to 
this  view.  In  the  series  of  de  Wolfe,  et  al1, 
and  in  some  other  reported  groups  of  cases, 
the  number  complaining  of,  or  admitting,  im- 
potence was  small.  Jawor8,  for  example, 
found  only  one  who  complained  of  impotentia 
erigendi  in  forty-seven  cases. 

One  is  impressed,  upon  reading  a recent 
article  by  Leriche  and  Monel2,  by  the  appar- 
ently undue  importance  they  place  on  the 
symptom  of  impotence.  In  reporting  the  re- 
sult of  treatment  in  one  of  their  cases,  the 
patient  is  said  to  have  improved  from  a state 
of  almost  total  disability  to  one  in  which  he 
could  walk  and  carry  on  his  work  with  com- 
fort, but  they  say,  in  ending  the  report, 
“above  all,  sexual  condition  much  better.  Co- 
ition possible.” 

PHYSICAL  FINDINGS 

© © THE  CLASSICAL  FINDING  in  this 
disease  concerns  the  diminution  or  absence 
of  pulsations  in  the  arteries  in  the  lower  ex- 
tremities— the  femoral  and  iliac  arteries,  and 
the  abdominal  aorta.  The  absence  of  pulsa- 
tions constitutes  the  greatest  single  import- 
ant finding.  Oscillometry  may  be  useful  in 
confirming  the  absence  of  palpable  pulses. 
It  is  well  to  remember  that  feeble  pulsations 
may  be  preceived  in  one  or  both  femoral  ar- 
teries when  the  terminal  aorta  has  become 
slowly  and  insidiously  occluded.  Often,  in 
aortic  thrombosis,  pulsation  of  the  abdom- 
inal aorta  itself  ceases  at  a point  well  above 
the  level  of  the  umbilicus. 

Leriche2  maintains,  and  Callow7  affirms, 
that  atrophy  of  the  soft  tissues  of  the  lower 
extremities  is  a constant  finding  in  long- 
standing cases  of  aortoiliac  thrombosis.  Le- 
riche2 refers  to  this  as  “global  atrophy.” 
de  Wolfe,  et  al1,  on  the  other  hand,  claim  that 
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nutrition  of  the  lower  extremities  is  “almost 
always  good/’  and  state  that  only  five  of 
their  forty-seven  cases  showed  some  trophic 
change  in  these  extremities. 

Gangrene  rarely  occurs  in  cases  having 
chronic  insidious  occlusion,  as  contrasted 
with  the  acute,  sudden  vascular  closure  in 
which  it  is  common. 

In  three  of  the  cases  I shall  present,  a 
rather  loud  systolic  murmur  was  heard  over 
the  aorta,  above  the  umbilicus,  and  over  one 
or  both  the  common  iliac  arteries.  Such  a 
murmur  is  not  too  uncommon  in  some  other 
conditions,  especially  in  aneurysm  of  the  ab- 
dominal aorta,  but  there  is  an  uncommon  ele- 
ment in  this  particular  murmur;  it  may  be 
heard  over  the  spinous  processes  of  the  lum- 
bar vertebrae.  Here  it  is  even  louder  and 
more  musical  in  character  than  it  is  over 
the  anterior  aspect  of  the  abdomen.  It  is 
loudest  over  the  vertebrae  when  the  patient 
lies  in  a prone  position.  This  murmur  was 
first  heard  by  me  in  my  Case  III.  It  was 
then  found  to  be  present  in  Case  IV.  I have 
sought  this  murmur  in  vain  in  many  other 
conditions,  and  have  not  found  it  mentioned 
in  the  literature.  It  may  be  found  to  be  a 
useful  sign  in  the  differential  diagnosis  of 
chronic,  insidious  occlusion  of  the  terminal 
aorta  or  in  occlusion  of  the  iliac  vessels.  The 
mechanism  of  the  production  of  this  murmur 
is  conjectural.  It  probably  occurs  only  when 
the  aorta  itself  is  involved  in  the  thrombotic 
process,  or  when  both  common  iliac  arteries 
are  occluded. 

It  has  been  said  that  “hip-claudication’’  as- 
sociated with  loss  of  arterial  pulsations  in 
the  vessels  of  the  lower  extremities  is  suffi- 
cient to  warrant  a diagnosis  of  insidious, 
chronic,  aortoiliac  thrombosis.  Even  aorto- 
graphic  study,  while  of  importance  if  one  is 
planning  radical  surgical  treatment,  is  not 
necessary  in  order  to  make  the  primary  diag- 
nosis (de  Wolfe,  et  al1).  Any  evidence,  how- 
ever, such  as  the  murmur  described  above, 
that  can  be  quickly,  cheaply,  and  painlessly 
obtained  in  support  of  such  a diagnosis  may 
have  some  real  value. 

Treatment  has  varied  from  medical  man- 
agement, which  has  been  of  equivocal  value, 
to  very  radical  surgical  therapy.  Medical 
management  has  been  used  in  each  of  the 
three  cases  of  chronic  insidious  thrombosis 
herein  reported.  Two  patients  believe  they 
can  walk  farther  before  developing  pain  after 
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having  taken  Priscoline  or  other  similar 
drugs  for  several  months.  Accurate  evalua- 
tion of  drug  therapy,  however,  is  difficult. 

Surgical  therapy  has  been  varied.  Lum- 
bar sympathectomy,  unilateral  or  bilateral, 
has  been  used  alone  or  combined  with  liga- 
tion and  removal  of  the  thrombosed  seg- 
ments of  the  various  arteries.  Thrombo- 
endartectomy  has  been  performed,  at  times 
combined  ‘with  a support  made  from  fascia 
lata  to  reinforce  the  weakened  arterial  wall. 
The  latest  procedure,  and  perhaps  the  most 
logical,  is  excision  of  the  involved  artery  and 
replacement  by  an  arterial  graft. 

With  no  treatment,  or  with  the  minimal 
therapy  available  by  drugs  and  general  man- 
agement, the  outlook  for  a relatively  active 
life  for  considerable  time  seems  to  be  good. 
Although  collateral  circulation  develops  to 
a marked  extent  it  cannot  equal  the  normal. 
In  consequence  of  this,  walking  will  remain 
restricted  as  to  speed  and  distance.  Unless 
there  is  cephalad  propagation  of  the  clot  so 
as  to  occlude  important  arteries  to  vital 
structures  such  as  the  kidneys,  the  patient’s 
life  is  not  in  great  danger.  Gangrene  rare- 
ly occurs  in  contrast  to  its  frequency  in  acute 
occlusion. 

CASE  REPORTS 

CASE  I.  C.S.  (L.G.H.  No.  12,530):  White,  male, 
widower,  day-laborer,  age  55. 

This  patient  was  admitted  to  the  Lincoln  General 
Hospital  on  January  10,  1930,  where  he  died  on  Jan- 
uary 19,  1930.  The  chief  complaints  upon  admission 
were,  (1)  inability  to  move  the  legs,  (2)  retention 
of  urine,  and  (3)  general  weakness  and  malaise. 

The  history  of  the  patient  revealed  good  health 
until  the  onset  of  the  present  illness.  Weakness  of 
the  legs  on  walking,  present  intermittently,  began 
seven  weeks  before.  This  symptom  progressed  to 
become  constant  and  so  severe  that  the  patient 
would  fall  when  he  tried  to  stand.  Complete  para- 
plegia had  been  present  for  five  days  before  admis- 
sion to  the  hospital.  An  aching  type  of  pain,  as 
well  as  “coldness”  and  “blueness”  accompanied  the 
weakness.  Blisters  that  broke  and  healed  occurred 
on  the  feet  early  in  illness.  Later,  the  blisters  failed 
to  heal,  and  soon  thereafter  the  legs  and  feet  be- 
came black  up  to  a point  a few  inches  below  the 
knees.  This  gangrene  had  been  present  for  four  or 
five  days,  upon  admission.  Retention  of  the  urine 
had  been  present  for  four  weeks;  relieved  by  cathe- 
terization. Incontinence  of  stool  was  constant  from 
admission  to  death.  General  weakness  of  marked 
degree  had  been  present  for  only  the  past  five  days. 

Examination  revealed  a man  of  sallow  color  who 
was  too  weak  to  talk  much.  Symmetrical  moist 
gangrene  of  the  feet  and  legs  was  present  to  a point 
six  inches  below  each  knee.  There  was  coldness  of 
the  thighs,  and  the  lower  extremities  could  not  be 
moved  voluntarily.  Local  fibrillary  twitching  was 
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induced  by  tapping  either  thigh  with  a percussion 
hammer.  Gangrene  of  the  tip  of  the  glans  penis 
was  present,  and  there  was  a large  decubitus  ulcer 
over  each  gluteal  region.  Body  temperature  was 
98.6 CF.;  pulse  rate,  96;  respirations,  25  per  minute; 
and  blood  pressure,  80/65. 

No  pulsations  were  palpable  in  the  abdominal 
aorta,  the  femoral  arteries,  nor  in  vessels  below 
the  groin.  Protopathic  sensibility  was  preserved 
over  the  abdomen  and  thighs. 

The  blood- Wasserman  was  negative:  the  leuko- 
cyte count,  14,700,  with  50  per  cent  polymorpho- 
nuclear cells;  fasting  blood-glucose,  149  mg.;  urine 
showed  a trace  of  albumin  and  a specific  gravity  of 
1.008. 

The  patient  steadily  declined  in  strength,  showed 
an  increasing  toxicity,  and  died  abruptly  on  the  ninth 
hospital  day.  Jaundice  appeared  after  admission. 
Urine  output  remained  good,  1.050  cc.  having  been 
passed  in  twenty  hours  of  the  final  day. 

Recorded  Diagnosis:  Thrombosis  of  the  abdom- 

inal aorta. 

Autopsy  Data  (abstract):  From  the  level  of  the 

celiac  axis  downward  the  aorta  appeared  somewhat 
distended  and  of  bluish  color.  Upon  opening  the 
aorta  a thrombus  was  seen  to  arise  on  the  left  wall 
one  cm.  above  the  level  of  the  celiac  axis,  and  to 
extend  down  to  fill  the  aorta,  all  the  iliac  arteries 
and  the  femoral  arteries.  That  part  of  the  throm- 
botic mass  in  the  lower  end  of  the  aorta  was  some- 
what pultacious  and  of  chocolate -brown  color.  The 
remainder  of  it  was  the  usual  solid  clot  which  did 
not  appear  to  be  of  very  recent  origin.  The  opening 
into  the  left  renal  artery  was  covered  by  the  clot 
in  the  aorta. 

Generalized  arteriosclerosis  was  not  present. 
Aside  from  moderate  dilation  of  the  heart,  this  or- 
gan and  the  coronary  arteries  were  normal.  Both 
kidneys  were  sclerotic  and  contracted,  and  each  was 
the  site  of  several  hemorrhagic  infarcts  which  were 
undergoing  organization.  Jaundice  was  evident.  No 
lesions  were  found  in  the  spinal  cord. 


Physical  Findings:  Pulse,  75  at  radial.  Blood 

pressure,  (right  arm)  160/95  to  175/100.  Patient 
not  obese.  No  pulse  was  palpable  in  arteries  below 
the  femoral  on  either  side,  and  none  in  the  right, 
femoral.  Left  femoral,  abdominal  aorta,  brachials, 
and  radials  pulsated  normally,  and  the  retinal  ar- 
terioles appeared  to  be  normal.  A systolic  mur- 
mur was  heard  over  the  abdominal  aorta  and  down 
to  the  femoral  on  the  left,  as  -well  as  over  the  right 
iliac  artery.  The  heart  was  not  enlarged.  A sys- 
tolic murmur  was  audible  at  the  cardiac  apex  and 
transmitted  to  the  left  anterior  axillary  line.  A sys- 
tolic murmur  was  heard,  also,  at  the  aortic  area 
and  upward  to  the  clavicle.  The  aortic  second 
sound  was  accentuated. 

Laboratory  Data:  Urine,  blood  count,  Wasser- 

man, were  normal  or  negative.  Sedimentation  rate, 
normal.  A chest  film  revealed  only  moderate  elong- 
ation of  the  aorta,  and  hilar  calcium  deposits.  Elec- 
trocardiogram, normal. 

March,  1952  (15  months  after  above  observations). 
No  change  in  history.  At  this  time  it  was  noted 
for  the  first  time  that  the  blood  pressure  in  the 
right  arm  was  168/98  while  that  in  the  left  arm  was 
105/95,  and  that  the  pulse  was  not  palpable  in  the 
left  radial  artery.  He  complained  of  no  symptoms 
in  the  left  arm  and  forearm  at  that  time.  The  pulse 
had  now  become  obliterated  in  the  left  femoral  ar- 
tery as  well  as  in  the  right.  The  murmur  over  the 
right  iliac  had  disappeared,  and  on  the  left,  a sys- 
tolic murmur  was  audible  to  a point  just  beyond 
the  aortic  bifurcation.  Auscultation  over  the  lum- 
bar spine  was  not  carried  out  in  this  case. 

Obviously  this  patient’s  aortoiliac  thrombosis  was 
progressive,  and  probably  now  a similar  process  in- 
volved the  arterial  supply  to  the  left  upper  extrem- 
ity. 

Diagnosis:  Thrombosis  of  the  terminal  aorta  ex- 

tending into  the  iliac  arteries  (or  vice  versa). 

Unfortunately  this  patient  has  not  returned  for 
further  observations. 


SUMMARY  OF  CASE  1 


TABLE  1 


age  at  onset 
duration 
sex 

cardinal  symptom 
impotentia  erigendi 
cardinal  findings 
subordinate  findings 
lumbar  murmur 


55 

7 weeks 
male 

weakness  of  legs 
1 

absent  pulses,  aorta  and  below 
paraplegia  ; gangrene 
1 


CASE  II.  R.R.R.  (B-3035):  White,  male,  mar- 

ried, a traveling  salesman,  age  60.  First  observed 
on  December  8,  1950. 

Chief  Complaints:  Intermittent  claudication, 

calves,  and  hip  region,  initiated  by  walking  one  and 
one-half  blocks  and  stopped  by  resting  one  minute. 

Present  History:  Symptoms  present  for  five 

years.  Claudication  was  accompanied  by  undue  pal- 
lor of  the  right  foot  upon  immersing  the  feet  in 
hot  water  and  by  rubor  on  dependency.  His  history 
up  to  the  time  of  onset  was  not  contributory.  The 
family  history  revealed  cardiovascular  disease.  His 
wife  and  two  children  were  living  and  well.  The 
patient  was  not  interrogated  about  potency  and  he 
offered  no  voluntary  statement  in  that  regard. 


SUMMARY  OF  CASE  II 

TABLE  2 


age  at  onset 
duration 
sex 

cardinal  symptom 
impotentia  erigendi 
cardinal  finding 

subordinate  findings 
lumbar  murmur 


55 

5 years 
male 

“hip-type”  claudication 
probably  absent 
absent  pulses  femoral 
arteries,  both  feet 
absent  pulse  left  radial 
not  observed ; a systolic 
audible  over  aorta 


CASE  III.  G.S.  (A-9359):  White,  male,  married, 
a physician,  age  47.  First  observed  in  December, 
1953. 

Chief  Complaints:  1.  Hip-type  of  fatigue  after 

walking  only  a short  distance;  relieved  quickly  upon 
resting;  present  two  years.  2.  Tingling  and  numb 
sensation  in  left  leg,  left  side  of  face,  and  left  hand 
for  two  years.  This  man  had  complained,  from  time 
to  time  for  some  years,  of  gaseous  indigestion  and 
of  vague  abdominal  distress.  Repeated  gastro- 
intestinal x-ray  examinations  as  well  as  neurologic 
reviews  failed  to  locate  any  organic  disease.  Ame- 
biasis had  been  found  and  cured. 
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Blood  pressure,  in  1948,  was  120/70.  Detailed 
history  revealed  no  other  significant  data.  Sexual 
potency,  normal. 

Physical  Findings:  Blood  pressure  (right  arm) 

170/85,  (left  arm)  162/80,  (right  leg)  110/90,  (left 
leg)  104/94.  The  heart  was  not  obviously  enlarged. 
A systolic  murmur  was  audible  at  the  apex  and 
transmitted  to  the  left  axilla.  A systolic  murmur 
heard  over  the  aortic  area,  was  transmitted  up  and 
down  the  sternum.  A systolic  murmur  was  heard 
over  the  abdominal  aorta  and  over  each  femoral 
artery.  A loud,  musical  systolic  murmur  was  heard 
over  the  spinous  processes  of  vertebrae  D-ll  to  L-5. 
No  pulses  were  felt  in  either  foot. 

Diagnosis:  Thrombosis  of  terminal  aorta. 

In  February,  1954,  this  patient  was  examined  by 
E.  Gray  Diamond  at  the  University  of  Kansas.  He 
reported  both  femoral  pulses  as  being  feeble  and 
confirmed  the  finding  of  the  murmur  over  the  spine, 
noting  that  it  could  then  be  heard,  also,  over  the 
upper  sacrum.  His  report  states:  “On  2-18-54,  an 

aortogram  was  performed  and  showed  a constric- 
tion at  the  level  of  the  bifurcation.  Moderate  col- 
lateral circulation  was  present  . . . x-ray  examina- 
tion did  show  calcification  of  the  aorta.” 


SUMMARY  OF  CASE  III 


TABLE  3 


age  at  onset 
duration 
sex 

cardinal  symptom 
impotentia  erigendi 
cardinal  finding 

subordinate  findings 
lumbar  murmur 


45 

2 years 
male 

“hip-type”  claudication 
not  present 

pulse  feeble  at  femorals, 
absent  in  feet 
blood  pressure  low  in  legs 
present ; murmur  heard  over 
aorta  and  iliacs 


CASE  IV.  H.A.S.  (B-3296) : White,  male,  mar- 

ried, a mail  carrier,  age  49.  First  observed  in  1953. 

Chief  Complaints:  An  “exhausted”  feeling  in  the 
hips,  present  for  four  years.  The  “hip-type”  of  fa- 
tigue appeared  on  walking  one  block,  and  was 
promptly  relieved  by  rest.  No  important  family, 
personal,  or  past  history  was  obtained  excepting 
that  his  mother  died  as  a result  of  a “stroke”  and 
that  for  twelve  years  the  patient  worked  in  a stand- 
ing position  in  the  post  office.  (Standing  for  many 
hours  daily  is  said  to  favor  arteriosclerosis  of  the 
arteries  in  the  lower  extremities).  Sexual  potency, 
normal. 

Physical  Findings:  Mild  skin  eruption  character- 

istic of  psoriasis.  Blood  pressure,  140/85.  The 
retinal  vessels  were  normal.  Pulsation  in  left  fe- 
moral artery  was  absent;  that  in  the  right,  feeble. 
No  pulsating  vessels  were  found  below  this  level. 
Aortic  pulse  palpable  down  to  the  level  of  umbilicus. 
A systolic  murmur  was  heard  over  the  aorta  and 
over  the  lumbar  spinous  processes,  maximum  at 
L-5.  No  sign  of  circulatory  failure  or  of  nutritional 
disturbances  in  the  lower  extremities. 

Laboratory  Data:  Urine  showed  a trace  of  albu- 

min and  a moderate  number  of  erythrocytes  and 
leukocytes.  Leukocyte  count,  10,550.  Uric  acid 
level  in  serum,  3.7  mg.  per  cent.  Serology,  nega- 
tive. 

Diagnosis:  Thrombotic  occlusion  of  terminal 

aorta. 


SUMMARY  OF  CASE  IV 

TABLE  4 


age  at  onset 
duration 
sex 

cardinal  symptom 
impotentia  erigendi 
subordinate  symptoms 
cardinal  finding 

subordinate  findings 
lumbar  murmur 


45 

4 years 
male 

“hip-type”  claudication 

not  present 

none 

pulse  absent  or  feeble  in 
femorals  and  below 
none 

present ; systolic  heard 
over  aorta 


v SUMMARY 

These  cases  of  thrombotic  occlusion  of  the 
aortoiliac  arteries  constitute  a group  of  four 
males  ranging  in  age  from  forty-seven  to 
sixty  years.  The  ages  at  which  the  first 
symptoms  occurred  were  forty-five,  forty- 
seven,  and  fifty-five.  This  disease  is  sta- 
tistically common  in  males  from  forty  to  six- 
ty years  of  age.  Case  I was  of  the  more 
acute  type,  but  three  are  examples  of  the 
typical  insidious,  chronic  thrombosis.  These 
three  had  the  “hip-type”  of  claudication,  al- 
though one  complained  more  of  the  pain  in 
the  calves  (R.R.R.,  Case  II),  than  of  the 
“hip”  symptoms.  None  complained  of  im- 
potency,  and  of  the  two  questioned  about 
this  symptom,  neither  admitted  it.  Of  the 
three,  only  one  had  noted  signs  suggestive 
of  circulatory  disturbance  in  the  feet  (R.R.R., 
Case  II),  and  none  had  signs  of  generalized 
arteriosclerosis.  No  marked  elevations  of 
blood  pressure  were  noted,  but  a rising  blood 
pressure  in  the  arms  over  a period  of  five 
years  was  noted  in  one  (G.S.,  Case  III).  Two 
of  the  four  had  cardiac  murmurs.  Each  of 
the  three  chronic  cases  revealed  a systolic 
murmur  over  the  abdominal  aorta,  and,  in 
two,  the  murmur  also  was  heard  over  one  or 
both  iliac-artery-areas ; two,  the  only  two  ex- 
amined from  this  point  of  view,  exhibited  a 
loud  musical  systolic  murmur  over  the  spin- 
ous processes  of  the  lumbar  vertebrae,  and, 
in  one  of  these,  this  murmur  was  heard  over 
D-ll  and  12  and  over  the  upper  sacrum. 

Only  one  of  the  three  patients  having 
chronic,  insidious  thrombosis  was  subjected 
to  aortography.  This  procedure  served  only 
to  confirm  the  clinical  diagnosis.  The  clin- 
ical diagnoses  were  made  on  the  basis  of  the 
“hip-type”  of  claudication  combined  with  the 
absence  of  vascular  pulsations.  The  peculiar 
musical  murmur  over  the  lumbar  spine,  not 
found  mentioned  in  the  literature,  was  heard 
in  two  patients. 

CONCLUSIONS 

1.  Chronic,  insidious  thrombosis  of  the 
abdominal  aorta  is  probably  more  common 
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than  the  number  of  recognized  cases  would 
lead  one  to  believe. 

2.  An  important  etiologic  factor  may  be 
the  rather  frequent  mural  thrombosis  de- 
scribed by  Duguid6  as  occurring  in  the  ab- 
dominal aorta  even  at  the  early  age  of  three 
years. 

3.  Aortoiliac  thrombosis  often  may  be 
mistaken  for  an  orthopedic  or  for  a neuro- 
logic disturbance. 

4.  The  “hip-type”  of  claudication  should 
direct  attention  to  the  possible  presence  of 
aortoiliac  occlusion;  and  loss  of  arterial  pul- 
sation in  the  lower  extremities,  more  spe- 
cifically in  the  femoral  arteries  or  abdominal 
aorta,  should  confirm  the  provisional  diag- 
nosis. 

5.  It  may  be  found  that  the  lumbar  musi- 
cal systolic  murmur  herein  described  is  a 
constant  feature  when  both  common  iliac 
arteries  and/or  the  terminal  aorta  are 
thrombosed. 

6.  Aortography  is  usually  necessary  only 
to  pinpoint  the  obstruction  and  to  furnish  in- 
formation about  collateral  circulation  if  and 
when  surgical  intervention  is  planned. 

7.  A long  and  active  life  is  the  probable 
outlook  for  many  patients  who  have  the 
chronic,  insidious  type  of  aortoiliac  throm- 
bosis. Occlusion  of  the  renal  arteries  by  ce- 
phalad  extension  is  the  greatest  danger,  and 
gangrene  of  any  part  of  the  lower  extrem- 
ities is  the  least  of  the  probabilities. 

8.  Failure  of  penile  erection  is  not  a card- 
inal symptom  in  the  group  as  a whole.  Its 
diagnostic  significance  is  not  yet  evident. 

9.  Radical  treatment  (surgical)  has  va- 
ried from  lumbar  sympathectomy  on  one  or 
both  sides,  to  resection  of  the  occluded  seg- 
ments and  replacement  by  arterial  graft. 

So  many  get  along  well  without  surgical 
intervention  that  radical  therapy  probably 
should  be  reserved  for  the  minority  of  cases 
who  become  greatly  disabled. 

ADDENDUM 

Since  this  paper  was  written,  four  addi- 
tional patients  have  been  observed  in  whom 
occlusion  of  one  or  the  other  common  iliac 
artery  was  present.  One  of  the  four  had  im- 
potentia  erigendi.  None  exhibited  the  lum- 
bar musical  systolic  murmur.  This  tends  to 


confirm  the  theory  that  involvement  of  both 
iliac  arteries  or  of  the  terminal  aorta  is 
needed  to  engender  this  murmur. 
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NUMBER  OF  PHYSICIANS  IN  U.S. 

REACHES  ALL-TIME  HIGH 

The  total  number  of  physicians  — 218,522  — 
licensed  to  practice  in  the  United  States  set  an 
all-time  record  in  1953.  Official  figures  from  the 
52nd  annual  report  on  medical  licensure  of  the 
AMA’s  Council  on  Medical  Education  and  Hospitals 
indicate  that  7,276  persons  were  added  to  the  med- 
ical profession  in  1953.  Duing  the  same  period, 
3,421  physician  deaths  reported  to  the  AMA  Head- 
quarters gives  a net  increase  of  3,855  in  the  phy- 
sician population  of  the  country.  In  1952,  an  in- 
crease of  2,987  was  reported. 

The  report  appearing  in  the  May  29  issue  of 
the  Journal  of  the  American  Medical  Association 
shows  that  14,434  medical  licenses  were  issued  in 
1953  by  the  medical  examining  boards  of  the  48 
states,  the  District  of  Columbia,  Alaska,  Canal 
Zone,  Guam,  Hawaii  and  Puerto  Rico.  Of  this 
number,  6,565  were  granted  after  written  exam- 
ination and  7,869  by  reciprocity  or  endorsement  of 
state  licenses  or  the  certificate  of  the  National 
Board  of  Medical  Examiners. 

The  present  high  level  of  medical  education  in 
this  country  is  indicated  by  the  fact  that  of  the 
5.646  graduates  of  approved  medical  schools  in 
the  United  States  to  take  examinations,  only  3.8% 
failed  to  pass.  In  comparison,  however,  of  the 
1,463  graduates  of  foreign  medical  faculties  exam- 
ined, 45.5%  failed. 

Briefly,  of  the  total  number  of  physicians  in  the 
United  States  at  the  close  of  1953  — 156,333  were 
engaged  in  private  practice;  6,677  were  in  full- 
time research  and  teaching;  29,161  were  interns  or 
residents  or  physicians  engaged  in  hospital  ad- 
ministration; 9,311  were  retired  or  not  in  practice, 
and  17,040  were  in  government  service. 
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The  Utility  of 

Dye  Dilution  Curves  « 

Cardiovascular  Diagnosis 


Doctor  Hubbard  clearly  records  the  basic  in- 
formation that  may  be  gained  from  dye-dilution 
curves,  and  he  makes  the  text  more  easily  under- 
stood by  a series  of  excellent  ilustrations.  Im- 
portant information  about  circulation  times,  car- 
diac output,  direction  and  position  of  shunts,  and 
other  important  data  may  be  obtained  by  methods 
that  are  not  too  highly  technical  for  ordinary  use. 

EDITOR 

MATHES,  in  1936,  was  apparently 
the  first  to  use  the  oximeter 
for  measurement  of  circula- 
tion times  and  cardiac  output  and  since  that 
time  the  method  has  been  utilized  by  many 
others(2-3).  Wood  (4-5)  has  made  extensive 
application  of  the  method  in  diagnosis  of 
intracardiac  shunts  and  has  adapted  the 
method  to  intracardiac  injection  of  dye  at 
the  time  of  cardiac  catheterization. 

The  method  consists  in  the  injection  of  a 
blue  dye  (Evans  blue)  into  an  arm  vein,  or 
into  one  of  the  cardiac  chambers  or  great 
vessels  via  a cardiac  catheter,  and  recording 
the  buildup  and  disappearance  of  the  dye 
in  the  arterial  system  by  means  of  an  oxi- 
meter earpiece  or  other  form  of  filter  photo- 
meter applied  to  the  ear  or  to  arterial  blood 
flowing  through  a cuvette.  The  earpiece 
pickup  consists  of  a small  light  source  ap- 
plied to  one  side  of  the  pinna  of  the  ear  and 
a photoelectric  cell  or  photo-multiplier  tube 
with  red  filter  on  the  other  side  of  the  ear. 
The  heat  of  the  light-source  flushes  the  ear 
and  dilates  the  cutaneous  capillaries  so  that 
essentially  arterial  blood  flows  through  the 
optical  path  of  the  system.  Since  the  blue 
dye  absorbs  intensely  in  the  red  region  of  the 
spectrum  (wave-length  about  640  mu.),  the 
photocell  output  drops  as  the  dye  passes 
through  the  ear.  By  appropriate  techniques 
the  instrument  scale  can  be  calibrated  to  be 
read  directly  in  terms  of  concentration  of  the 
dye  in  the  blood.  The  concentration  curves 
can  be  recorded  by  allowing  the  light  beam 
from  an  optical  galvanometer  to  fall  on  mov- 
ing photographic  film,  or  the  photocell  out- 
put can  be  suitably  amplified  to  record  on  or- 
dinary ECG  type  recorders. 


THEODORE  F.  HUBBARD,  M.S.,  M.D. 
Assistant  Professor  of  Medicine 
Creighton  University  School  of  Medicine,  and 
Director,  Cardio-Pulmonary  Laboratory 
Creighton  Memorial  St.  Joseph's  Hospital 
Omaha,  Nebraska 


Figure  1 shows  the  form  of  the  normal 
dye-curve  as  recorded  from  the  ear  after 
the  rapid  intravenous  injection  of  from  0.5 
to  1 mg.  per  Kg.  of  Evans  blue  dye.  We 
have  adhered  to  the  terminology  used  by 
Wood  in  describing  the  components  of  the 
curve.  The  time  lapse  from  injection  of  the 
dye  to  the  initial  appearance  at  the  ear  is 
referred  to  as  the  appearance  time  (A.T.)  ; 
from  appearance  to  the  nadir  of  the  curve, 
the  buildup  time  (B.T.)  ; and  the  time  lapse 
from  the  nadir  of  the  curve  to  the  point  of 
intersection  of  the  extrapolated  disappear- 
ance slope  to  the  original  base  line,  the  dis- 
appearance time  (D.T.). 

AT  " A?? 7W 

0)T  ~ Build-Up  Tirv« 

DT=  Disappearance  Time 
RT=  Recirculation  Time 
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Figure  1.  The  form  and  components  of  the  normal  dye- 
dilution  curve. 


As  can  be  observed  in  the  figure,  we  usual- 
ly see  a small  secondary  downward  deflection 
near  the  end  of  the  disappearance  limb  due 
to  recirculation  of  the  dye.  The  curve,  of 
course,  does  not  return  to  the  original  base- 
line since  the  dye  leaves  the  circulation  only 
over  a matter  of  hours  or  weeks.  This  pla- 
teau becomes  essentially  stable,  representing 
uniform  mixing  of  the  dye  in  the  blood,  after 
about  5 to  10  minutes.  The  dye  concentra- 
tion at  this  point  may  be  used  to  calculate 
the  circulating  blood  volume  according  to  the 
following : 


Dye  injected  (mg.) 

Dye  concentration  in  blood  at 
equilibrium  (mg. /Liter) 


— Blood  volume 


(Liters) 


The  average  concentration  of  dye  during 
the  inscription  of  the  primary  curve,  which 
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may  be  obtained  by  planimetric  integration 
of  the  curve,  can  be  used  to  determine  the 
volume  of  blood  diluting  the  dye  in  its  first 
passage  from  antecubital  vein  through  heart 
and  lungs  to  systemic  arteries.  This  volume 
of  blood  divided  by  the  time  required  for  its 
initial  passage  through  the  heart  and  lungs 
represents  the  cardiac  output  in  Liters/min- 
ute,  and  is  calculated  according  to  the  follow- 
ing: 

C.O.  (Liters/min.)  — Dye  injected  (mg.) > x 60  

Average  dye  concentration  during  primary 
curve  (mg. /Liter)  x duration  of 
primary  curve  (seconds) 

The  central  blood  volume  may  then  be  de- 
termined according  to  the  following: 

Cardiac  output  x time  lapse  from  injection  to 

pgy  nadir  of  curve 

' — 60 

The  appearance  time  of  the  dye  curve  rep- 
resents the  arm  to  ear  circulation  time,  and 
the  lung  to  ear  time  can  be  measured  by 
having  the  patient  breathe  gas  mixtures 
containing  low  oxygen  concentrations.  The 
blood  flow  through  the  lungs  at  the  time  the 
inhaled  low-oxygen  mixture  reaches  the  al- 
veolar membranes  will  contain  an  increased 
amount  of  reduced  hemoglobin  (blue)  and 
at  its  passage  through  the  ear  will  cause  a 
downward  deflection  of  the  recording  needle. 
Table  I gives  the  normal  values  for  the  time 
components  of  the  curve. 

TABLE  I 

Normal  values  for  the  time  components  of  the  Evans  blue 
dye-curve  recorded  by  earpiece  filter  photometer : 

Normal  Values  (Secs.) 


Mean 

Range 

Appearance  Time* 

12 

8 -18 

Buildup  Time 

10 

7 -14 

Disappearance  Time 

17 

9 -28 

D.T./B.T.  Ratio 

1.7 

1.3-  2.2 

Mean  Recirculation  Time 

20 

15  -28 

♦Values  are  for  young  and  middle 

aged  adults. 

The  values 

for  infant*  and  small  children  are  less  except  for  the  D.T./B.T. 
ratio. 

There  are  a variety  of  other  diagnostic 
uses  of  dye-curves.  The  following  categories 
will  illustrate  some  of  these: 

Congestive  Heart  Failure : Figure  2 

shows  two  typical  examples  of  the  types  of 
dye-curves  obtained  in  congestive  failure. 
There  is  prolonged  appearance  time  of  the 
dye,  a prolongation  of  both  the  buildup  time 
and  disappearance  time  of  the  curve,  a nor- 
mal D.T./B.T.  ratio  and  less  than  expected 
maximal  deflection  of  the  curve.  These  ef- 
fects result  from  the  decreased  velocity  of 
blood  flow  and  the  increased  central  blood 
volume  usually  observed  in  congestive  heart 
failure.  Certain  types  of  congestive  failure 
are  associated  with  a normal  or  shortened 
circulation  time  (“high  output  failure”). 


Under  these  circumstances  the  appearance 
time  will  be  short  and  the  cardiac  output  in- 
creased, but  the  central  blood  volume  and/or 
the  total  blood  volume  will  be  increased. 


Figure  2.  (A)  Normal.  (B)  Dye-curve  obtained  from  a pa- 
tient with  moderately  severe  congestive  failure.  (C)  Dye- 
curve  obtained  from  a patient  with  severe  congestive  failure. 


Left-to-Right  Intracardiac  Shunts:  The 

dye-curves  in  left-to-right  shunt  are  charac- 
terized by  a smaller  than  expected  peak  de- 
flection and  a prolonged  disappearance  time 
of  the  dye  (Figure  3C).  The  peak  deflection 
is  small  due  to  increased  dilution  of  the  dyed 
blood  on  its  arrival  in  the  right  side  of  the 
heart  by  the  undyed  blood  flowing  from  left 
heart  into  the  right  heart  chambers.  Since 
with  each  circuit  through  the  left  heart  a 
portion  of  the  dyed  blood  is  shunted  back 
into  right  heart  and  pulmonary  circuit,  the 
dye  is  only  slowly  “washed  out”  of  the  cen- 
tral circulation,  thus  producing  the  pro- 
longed disappearance  slope  of  the  curve.  This 
is  referred  to  as  a pulmonary  recirculation 
pattern.  We  have  found  this  pattern  in 
shunts  as  small  as  20  per  cent  of  the  total 
pulmonary  flow. 

Right-to-Left  Shunts:  The  dye-curve  in 

right-to-left  shunt  is  characterized  by  an 
early  appearance  time  of  the  dye  and  a dou- 
ble-contoured buildup  slope  (Figure  3B).  The 
“short  circuit”  of  some  of  the  dyed  blood  al- 
lows an  early  initial  buildup  “hump”  on  the 
curve  upon  which  is  superimposed  the  curve 
of  the  subsequent  appearance  of  dyed  blood 
which  has  traversed  the  normal  longer  path. 
With  this  technique  we  have  been  able  to  de- 
tect right-to-left  shunts  which  were  too 
small  to  produce  significant  arterial  oxygen 
unsaturation. 

Intracardiac  Injection  of  Dye  at  the  Time 
of  Cardiac  Catheterization:  This  technique 
has  considerable  utility  as  a supplement  to 
the  usual  methods  used  in  heart  catheteriza- 
tion. Indeed,  there  are  a number  of  con- 
genital abnormalities  which  cannot  regularly 
be  correctly  diagnosed  without  the  use  of  dye 
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Figure  3.  (A)  Normal.  (B)  Dye-curve  obtained  from  a pa- 

tient with  the  tetralogy  of  Fallot.  (C)  Dye-curve  obtained  from 
a patient  with  an  atrial  septal  defect  in  which  the  left-to-right 
shunt  was  equal  to  70  per  cent  of  the  total  pulmonary  flow. 
The  ratio  of  disappearance  time  to  buildup  time  is  consider- 
ably increased.  (D)  The  dye-dilution  curve  of  a patient  with 
the  Eisenmenger  syndrome.  The  patient  had  a small  right- 
to-left  shunt  and  a large  left-to-right  shunt.  There  is  both 
an  early  appearance  time  and  prolonged  disappearance  time 
of  the  dye. 

injection.  The  following  will  illustrate  a few 
of  the  circumstances  in  which  the  technique 
is  valuable : 


valve  or  pulmonary  artery  and  there  is  a sep- 
tal defect  proximal  to  this  point,  the  dye- 
dilution  method  will  enable  us  to  determine 
whether  or  not  there  is  actual  atresia  of  the 
valve  in  question.  For  example:  In  tricuspid 
atresia  with  atrial  septal  defect,  all  blood 
flowing  into  right  atrium  must  flow  into  the 
left  atrium  through  the  atrial  septal  defect 
and  so  on.  Thus,  dye  injected  into  right 
atrium  or^left  atrium  will  produce  the  same 
type  of  curve ; whereas,  if  the  tricuspid  valve 
is  patent,  dye  injected  into  the  right  atrium 
and  the  left  atrium  will  produce  different 
types  of  dye-curves  (Figure  5). 


nject'ion  into 
3t.  Mf ium 


Tr'icusp'iO  ATRESiA 


(a)  In  a good  percentage  of  heart  cathe- 
terizations in  which  pure  right-to-left  shunts 
are  present,  we  are  unable  to  pass  the  cath- 
eter through  the  defect,  and  thus  unable  to 
localize  its  site.  By  injecting  the  dye  into 
pulmonary  artery,  right  ventricle  and  right 
atrium,  we  can  determine  the  site  of  the 
shunt.  When  the  dye  is  injected  distal  to 
the  shunt,  a normal  dye-curve  will  be  in- 
scribed; when  injected  proximal  to  the  shunt 
an  early  appearance  ‘‘hump”  will  be  in- 
scribed on  the  curve  (Figure  4). 


(b)  When,  for  one  reason  or  another,  we 
are  unable  to  pass  through  the  tricuspid 


Figure  4.  Schematic  presentation  of  the  dye-curves  resulting 
from  the  injection  of  dye  distal  and  proximal  to  the  site  of 
the  right-to-left  shunt  in  a patient  with  the  tetralogy  of 
Fallot.  Early  appearance  contours  are  obtained  when  dye  is 
injected  into  proximal  chambers. 


Figure  5.  Schematic  presentation  of  the  dye-curves  obtained 
in  tricuspid  atresia  after  injection  of  the  dye  into  the  right 
and  left  atrium.  The  two  have  essentially  the  same  form  indi- 
cating that  the  blood  from  both  chambers  is  following  the 
same  path. 

(c)  At  times,  in  entering  great  arterial 
trunks  where  pressure  and  oxygen  satura- 
tions are  the  same  as  those  of  peripheral 
arteries,  it  may  be  impossible  to  determine 
whether  the  catheter  has  entered  aorta,  pul- 
monary artery,  or  a truncus  arteriosus. 
When  dye  is  injected  into  the  aorta,  there 


Figure  6.  The  upper  two  curves  represent  (schematic)  the 
contours  obtained  by  injecting  dye  into  an  anomalously  drain- 
ing vein  and  into  the  right  atrium  in  a case  of  partial 
anomalous  pulmonary  venous  drainage.  These  indicate  that 
the  vein  in  question  is  indeed  draining  into  the  right  atrium. 
In  the  lower  curve,  the  catheter  had  passed  through  an  atrial 
septal  defect  into  a normally  draining  pulmonary  vein. 
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is  an  early  appearance  and  very  sharp  de- 
flection of  the  curve.  When  the  dye  is  in- 
jected into  pulmonary  artery,  the  curve  more 
closely  resembles  that  obtained  from  injec- 
tion of  dve  into  a peripheral  vein. 

(d)  When  the  catheter  is  passed  from 
right  atrium  into  a pulmonary  vein,  it  may  be 
impossible  to  determine  whether  the  catheter 
has  first  passed  through  an  atrial  septal 
defect  or  whether  the  catheter  has  passed 
directly  from  right  atrium  into  an  anomal- 
ously draining  pulmonary  vein.  If  dye  is  in- 
jected into  a vein  which  drains  into  left 
atrium,  an  essentially  normal  curve  results. 

(e)  The  passage  of  a catheter  retrograde 
into  the  ascending  aorta  and  aortic  arch 
with  multiple  dye  injections  at  various  sites 
in  the  arch  may  help  to  determine  the  site 
of  a shunt  between  aorta  and  pulmonary  ar- 
tery and  help  differentiate  patent  ductus  ar- 


teriosus, aortic  septal  defect,  or  truncus  ar- 
teriosus. 

In  summary,  a safe  and  relatively  simple 
method  can  be  used  to  obtain  a wide  variety 
of  useful  information  in  cardiovascular  diag- 
nosis. Indeed,  some  of  the  information  so 
obtained  can  be  determined  in  no  other  way 
with  present-day  methods. 
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A Report  on  Diphtheria  Culturing 

As  Carried  Out  in  Douglas  County 
During  1954 


The  authors  show,  by  the  experience  in  Omaha 
and  Douglas  County,  that  accuracy  in  diagnosis 
of  clinical  diphtheria  can  be  assured  only  when 
cultures  are  taken  from  both  the  nose  and  the 
throat.  Release  from  isolation  should  be  de- 
pendent upon  negative  cultures  from  both  these 
areas,  and  assurance  of  detecting  contacts  who 
have  become  carriers  also  depends  on  paired 
cultures. 

EDITOR 

ROUTINE  culturing  from  both 
the  nose  and  throat  of  patients 
suspected  of  being  ill  with 
diphtheria  is  of  primary  importance.  It  is 
equally  important  to  take  cultures  from  both 
the  nose  and  throat  of  the  contacts  of  diag- 
nosed cases  of  diphtheria.  The  necessity  for 
always  securing  a culture  from  the  nose  in 
conjunction  with  that  from  the  throat  can- 
not be  overemphasized. 

For  many  years  the  Omaha  - Douglas 
County  Health  Department  has  advocated 
the  routine  employment  of  nose-  and  throat- 
cultures.  This  has  been  done  by  furnishing 
a set  of  instructions  on  how  and  what  to  cul- 
ture with  each  culture  tube  supplied  to 


E.  D.  LYMAN,  M.D.,  M.P.H.,  and 
J.  A.  YOUNGSTROM,  B.A. 

Omaha,  Nebraska 

physicians  by  the  Department.  Instructions 
stress  the  securing  of  nasal  cultures  routine- 
ly. 

It  has  been  the  practice  of  physicians  and 
medical  students  on  out-call  service  in  gen- 
eral to  submit  to  the  Health  Department 
laboratory  throat  cultures  without  cultures 
from  the  nose.  From  January  1,  1954,  to 
December  31,  1954,  the  laboratory  processed 
2,476  cultures.  Of  this  number,  231  were 
submitted  by  physicians  and  197  by  senior 
medical  students  on  out-call  from  both  the 
University  of  Nebraska  and  Creighton  Uni- 
versity. The  remainder  of  cultures  were 
taken  chiefly  by  public  health  nurses  or  by 
staff  members  of  Douglas  County  Hospital. 
Table  No.  1 indicates  what  the  physicians 
and  medical  students  cultured  and  the  fre- 
quency thereof : 

From  Table  No.  1,  it  appears  that  only 
6 per  cent  of  the  patients  cultured  by  physi- 
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TABLE  1 

DIPHTHERIA  CULTURES  SUBMITTED  TO  THE 
OMAHA-DOUGLAS  COUNTY  HEALTH  DEPARTMENT 
BY  PHYSICIANS  AND  MEDICAL  STUDENTS 
FOR  THE  YEAR  1954 

Culture  Taken  From 


Nose 

Thro* 

w 

O 

u 

H 

Nose 

Ear 

Not 

Label 

Total 

Patiei 

Total 

Cultu 

Patients  cultured 

by  physicians 13* 

Per  cent  of 

169 

7 1 

28 

218 

231 

patients  in 

each  category 6.0 

77.5 

3.2  0.5 

12.8 

100% 

Patients  cultured  by 

medical  students_30** 
Per  cent  of 

124 

4 0 

9 

167 

197 

patients  in 

each  category 18.0 

74.2 

2.4  0 

5.4 

100% 

* — 13  patients  with  2 

cultures 

each. 

** — 30  patients  with  2 

cultures 

each. 

growth  had  to  be  present  in  both  culture 
tubes;  (3)  Corynebacterium  diphtheriae  had 
to  be  isolated  from  one  or  both  cultures. 

During  the  period  of  the  study  there  were 
46  patients  from  whom  89  pairs  of  nose  and 
throat  cultures  were  taken  which  fulfilled 
these  requirements.  Of  these  46  patients 
who  were  cultured,  28  were  clinical  and  18 
were  contacts  of  clinical  cases.  The  average 
number  of  paired  cultures  on  each  patient 
was  1.9  and  the  fewest  and  most  paired 
cultures  per  patient  were  1 and  5,  respec- 
tively. The  foregoing  information  is  con- 
tained in  Table  No.  2. 


cians  had  cultures  taken  from  both  nose  and 
throat  and  that  only  18  per  cent  of  patients 
cultured  by  medical  students  had  both  cul- 
tures taken. 

In  view  of  the  recommendation  by  the 
Health  Department  that  cultures  be  ob- 
tained from  both  nose  and  throat  on  each 
patient,  this  low  percentage  of  proper  cul- 
turing was  somewhat  disturbing.  The  fact 
that  a culture  from  the  nose  can  be  positive 
at  the  same  time  the  throat  culture  is  nega- 
tive has  been  recognized  by  bacteriologists 
and  clinicians  for  many  years.  In  recent 
years  there  has  been  so  little  diphtheria  in 
Omaha  and  Douglas  County  that  it  would 
have  been  quite  valueless  to  attempt  any 
statistical  study.  During  1954,  however,  an 
outbreak  of  considerable  size  occurred  in 
East  Omaha  together  with  a few  isolated 
and  sporadic  cases  in  both  South  and  near 
North  Omaha.  For  the  entire  year  of  1954, 
a total  of  37  clinical  cases  were  reported  by 
physicians  and  confirmed  by  morphological 
and  biochemical  laboratory  examination. 
Any  patient  exhibiting  typical  illness  to  any 
degree  was  considered  clinical.  Twenty-two 
contacts  were  shown  by  laboratory  examina- 
tion to  have  Corynebacterium  diphtheriae 
present.  A total  of  59  were  either  clinical 
cases  or  carriers. 

Because  of  the  number  of  cultures  taken, 
it  was  believed  that  an  analysis  of  them 
might  prove  valuable  in  demonstrating  just 
how  important  culturing  of  the  nose  and 
throat,  and  particularly  the  nose,  is  in  cases 
of  diphtheria-suspects  and  also  in  contacts 
of  diphtheria  patients.  Accordingly,  a review 
of  the  records  for  the  year  was  made. 

To  be  included  in  the  study:  (1)  the  cul- 
tures had  to  be  paired  cultures,  one  from 
the  nose  and  one  from  the  throat;  (2)  good 


TABLE  2 

NUMBER  OF  DIPHTHERIA  PATIENTS  AND  CONTACTS 
INCLUDED  IN  THE  STUDY  FOR  THE  YEAR  1954 


Clinical 

Patients 

Contacts 

Total 

Number  of  patients  included 

in  the  study 

28 

18 

46 

Paired  cultures  per  patient  _ 
Fewest  pair  cultures 

1.7 

2.3 

1.9 

per  patient 

1 

1 

Most  paired  cultures 

per  patient 

5 

4 

Table  No.  3 summarizes  the  results  of 
the  study. 


TABLE  3 

RESULTS  OF  LABORATORY  EXAMINATIONS 
OF  PAIRED  CULTURES 
Clinical 


Cases 

Contacts 

Total 

Number  of  paired  nose 
and  throat  cultures — 48 

100.0% 

41 

100.0% 

89 

100.0% 

Nose-)-  Throat-)-  23 

47.9% 

16 

39.0% 

39 

43.8% 

Nose — - Throat-)-  15 

31.3% 

18 

43.9% 

33 

37.1% 

Nose-)-  Throat — • 10 

20.8% 

7 

17.1% 

17 

19.1% 

From  Table  No.  3 it  is  seen  that  89  pairs 
of  nose  and  throat  cultures  were  included. 
Of  this  number,  39  pairs,  or  43.8  per 
cent,  were  both  positive;  in  33  pairs,  or  37.1 
per  cent,  the  nose  was  negative  and  the 
throat  was  positive;  and  in  17  pairs,  or  19.1 
per  cent,  the  nose  was  positive  and  the 
throat  was  negative.  In  separating  this 
data,  it  appears  that  in  clinical  cases  the 
nose  and  throat  culture  were  both  positive 
in  about  one-half,  47.9  per  cent,  of  the 
cases;  whereas,  in  carriers,  both  nose  and 
throat  were  positive  in  39  per  cent  of  the 
cases.  In  31.3  per  cent  of  the  clinical  cases 
and  43.9  per  cent  of  the  contacts,  negative 
nose  cultures  and  positive  throat  cultures 
were  obtained.  In  about  one  fifth,  20.8  per 
cent,  of  the  clinical  patients  and  17.1  per 
cent  of  the  contacts,  positive  nose  and  nega- 
tive throat  cultures  were  secured. 

The  study  shows  how  very  important  it 
is  to  take  cultures  from  both  nose  and 
throat.  It  indicates,  further,  that  serious 
consequences  could  develop  were  the  physi- 
cian to  depend  solely  upon  a throat  culture. 
Accordingly,  it  is  considered  that  the  fre- 
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quency  of  this  happening  is  sufficient  to 
warrant  the  taking  of  nose  and  throat  cul- 
tures on  all  diphtheria-suspects  and  con- 
tacts. 

SUMMARY 

1.  A report  is  given  of  diphtheria-cultur- 
ing in  Omaha  and  Douglas  County  for  the 
year  1954. 

2.  Physicians  took  both  nose  and  throat 
cultures  on  only  6 per  cent  of  their  patients 
who  were  cultured  for  diphtheria;  medical 
students  on  out-call,  18  per  cent. 

3.  The  study  reveals  that  in  43.8  per  cent 
of  the  paired  cultures,  both  nose  and  throat 
cultures  were  positive  for  Cory neb  act  erium 
diphtheriae;  in  37.1  per  cent  the  nose  was 
negative  and  the  throat  was  positive;  in  19.1 
per  cent  only  the  nose  was  positive. 

4.  It  is  concluded  that  serious  conse- 
quences could  develop  were  the  physician  to 
depend  solely  on  a throat  culture  in  dealing 
with  a diphtheria-suspect  or  contact. 

Abstracts 

The  two  abstracts  which  follow,  like  those 
published  in  the  May  issue,  were  made  from 
stenographic  notes,  by  the  editorial  staff. 
This  concludes  our  efforts  to  salvage  infor- 
mation from  the  lectures  of  last  year’s  guest 
speakers,  information  that  should  have  been 
presented  by  way  of  published  articles  in 
our  Journal.  Manuscripts  should  be  demand- 
ed from  each  speaker  so  that  members  who 
can  not  attend  the  annual  sessions  may  also 
have  the  benefit  of  the  presentations.  The 
editor  takes  the  responsibility  for  any  mis- 
interpretations of  what  the  speaker  said  or 
meant. 

Surgical  Treatment  of  Congenital  and  Acquired 
Heart  Disease  — A lecture  by  Charles  P.  Bailey, 
M.D.,  Professor  and  Head  of  Department,  Thoracic 
Surgery,  Hahnemann  Medical  College  and  Hospital, 
Philadelphia. 

In  this  paper  Dr.  Bailey  discussed  only  mitral  and 
aortic  valvular  lesions.  He  stressed  the  fact  that 
surgery  is  a mechanical  approach  to  the  relief  of 
certain  mechanical  problems  which  occur  in  the 
course  of  various  basically  medical  disease  processes. 
Even  congenital  lesions  are  not  entirely  surgical  in 
their  significance.  Therefore,  surgery  is  not  the 
answer,  per  se,  to  any  cardiac  condition. 

Dr.  Bailey  then  discussed  mitral  stenosis,  and 
this  discussion  was  based  on  his  experience  with  ap- 
proximately 1,500  mitral  commissurotomies.  This 
included  611  consecutive  cases  which  have  been  fol- 
lowed carefully.  The  majority  of  these  cases  have 


been  in  Group  3.  Dr.  Bailey  made  a plea  for  ear- 
lier surgery  and  predicted  that  as  this  procedure  be- 
comes more  widely  accepted  the  majority  of  the 
cases  will  fall  into  Groups  1 and  2.  Originally  it 
was  thought  that  Group  4 patients  were  too  ill 
to  have  this  type  of  surgery,  but  now  some  of  these 
can  be  salvaged.  Dr.  Bailey  presented  excellent  slides 
showing  the  pathological  anatomy  of  mitral  stenosis 
and  the  details  of  the  techniques  whereby  the  sten- 
osis was  relieved.  He  stressed  that  in  many  of  the 
cases  “finger  fracture”  is  all  that  is  necessary  but 
that  occasionally  some  type  of  valvulotomy  is  neces- 
sary to  complete  a satisfactory  commissurotomy. 
He  feels  that  the  valve  should  be  opened  adequately, 
roughly  to  a size  capable  of  admitting  two  fingers 
but  that  one  must  cease  at  the  slightest  evidence  of 
regurgitation  in  order  to  prevent  serious  regurgita- 
tion. Dr.  Bailey  mentioned  the  complications  of 
thrombotic  appendage  and  pointed  out  that  some 
other  site  must  be  chosen  for  entrance  into  the  left 
atrium  in  these  cases.  Approximately  51  per  cent 
of  his  patients  had  auricular  fibrillation  and  approx- 
imately one  half  of  these  had  thrombosis  of  the  ap- 
pendage. Thus  he  has  met  this  problem  approxi- 
mately 400  times  and  to  the  present  has  never  failed 
to  enter  the  atrium  and  attack  the  valve.  Other 
sites  of  entry  which  Dr.  Bailey  mentioned  are  left 
atrial  wall  and  left  superior  pulmonary  vein.  Dr. 
Bailey  then  discussed  some  of  the  indications  for 
mitral  commissurotomy  and  feels  that  the  presence 
of  any  significant  mitral  stenosis  that  causes  ob- 
struction is  adequate  indication  for  surgery  because 
if  the  patient  has  obstruction,  he  will  have  physilog- 
ical  disability,  and  will  be  having  symptoms  from 
this.  Some  contraindications  were  discussed  by  Dr. 
Bailey,  the  chief  one  being  acute  rheumatic  activity, 
but  he  pointed  out  that  some  people  have  subacute 
rheumatic  activity  for  months  or  years,  but  in  the 
presence  of  a lethal  mechanical  obstruction,  these 
must  be  attacked. 

In  his  series  there  has  been  no  higher  incidence 
of  post-operative  febrile  flareups  in  this  last  group 
than  in  those  in  which  there  was  no  evidence  of 
rheumatic  activity. 

Dr.  Bailey  then  discussed  the  problem  of  mitral 
insufficiency  and  pointed  out  that  this  is  a much 
more  serious  lesion  than  mitral  stenosis.  He  re- 
ported 424  patients  in  whom  mitral  insufficiency 
was  detectable  at  the  time  of  surgery,  by  a finger 
in  the  heart.  However,  the  majority  of  these  were 
not  important.  The  cases  which  he  continued  to 
discuss  were  those  that  have  what  he  calls  functional 
insufficiency  due  to  great  dilatation  of  the  valve 
annulus  and  to  organic  insufficiency  due  to  the  re- 
traction of  the  valve  leaflets.  These  cases,  he  feels, 
need  a very  definite  type  of  treatment. 

Dr.  Baily  then  presented  slides  to  show  both  con- 
genital types  of  mitral  insufficiency,  which  are  rare, 
and  the  more  common  acquired  insufficiencies.  A 
tear-drop  shaped  orifice  is  a very  common  finding 
in  combined  mitral  stenosis  and  insufficiency.  Here, 
the  anterior  commissure  is  fused  and  the  posterior 
portion  of  the  leaflets  are  contracted  so  that  closure 
is  impossible. 

Dr.  Bailey  then  presented  slides  showing  a num- 
ber of  ingenious  techniques  for  correction  of  this 
mitral  insufficiency.  The  first  consisted  of  a peri- 
cardial hammock.  This  has  now  been  discontinued. 
He  then  showed  slides  demonstrating  suture  of  this 
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posterior  incompetent  portion  of  the  valve  with  some 
type  of  living-  suture,  usually  strips  of  pericardium, 
which  are  readily  available  in  the  operative  field. 
These  may  undergo  hyalinization  and  become  altered, 
but  they  remain  as  living  tissue.  However  there 
are  not  many  cases  in  which  this  suture  technique 
is  applicable. 

Dr.  Bailey  observed  many  times,  at  the  operative 
table,  that  this  regurgitation  could  easily  be  blocked 
by  the  surgeon’s  finger,  and  he  therefore  worked 
out  a technique  to  supply  new  tissue  to  the  posterior 
portion  of  the  valve.  This  was  accomplished  by 
placing  a mass  of  pericardium  in  the  posterior  com- 
missure in  such  fashion  that  it  blocked  this  defect 
and  thus  abolished  the  regurgitant  jet,  as  felt  by 
the  finger.  This  has  been  carried  out  in  63  cases, 
all  with  improvement. 

Dr.  Bailey’s  slides  showed  a very  ingenious  ma- 
chine for  suturing  this  block  in  position.  Dr.  Bailey 
then  showed  slides  including  a photomicrograph  of 
this  tissue  which  was  removed  from  a patient  who 
died  two  and  one  half  years  after  operation.  These 
slides  show  this  tissue  to  have  reduced  in  volume 
somewhat  but  to  certainly  remain  as  living  tissue. 
With  this  technique  Dr.  Bailey  is  able  to  repair 
these  incompetent  valves  with  a mortality  of  some- 
where around  10  per  cent. 

Dr.  Bailey  then  discussed  the  next  most  important 
valve  in  considering  acquired  heart  disease  — that 
is  the  aortic  valve.  He  presented  slides  showing 
fusion  of  all  three  of  the  commissures  producing 
a tiny  triangular-shaped  ostium.  He  then  presented 
two  techniques  for  relief  of  this  stenosis.  One, 
by  passing  an  instrument  through  the  left  ventric- 
ular wall  into  the  stenosed  valve  which  can  then 
be  manipulated  so  that  three  blades  come  forth, 
exerting  pressure  on  the  commissures  and  fractur- 
ing them.  He  has  operated  a total  of  123  patients 
by  the  use  of  this  instrument.  In  those  cases  with 
both  mitral  disease  and  aortic  disease,  the  two 
valves  were  operated  simultaneously  and  the  mor- 
tality was  approximately  20  per  cent.  This  mortal- 
ity seems  unsatisfactoiy  and  therefore  Dr.  Bailey 
reports  a technique  of  opening  the  aorta  and  pass- 
ing a finger  in  a retrograde  manner  into  the  sten- 
otic orifice.  In  about  50  per  cent  of  his  cases  he 
was  then  able  to  do  an  adequate  commissurotomy 
with  the  finger  alone.  In  about  half  the  cases,  it 
was  necessary  to  use  some  type  of  commissurotomy 
knife.  He  showed  a slide  demonstrating  the  instru- 
ment which  he  uses  which  consists  of  an  instrument 
with  two  knife  blades  which  spring  out  of  the  instru- 
ment after  its  insertion  into  the  orifice.  These  are 
at  an  angle  of  120  degrees  thus  just  fitting  into  two 
of  the  commissures  at  a time.  The  third  commis- 
sure may  be  incised  by  turning  the  instrument  120 
degress.  Repair  of  the  aorta  is  simply  done  after 
removal  of  the  finger.  Dr.  Bailey  reported  that  he 
has  now  operated  24  patients  in  this  manner  and  has 
lost  only  3 cases.  He  feels  that  this  procedure  is 
definitely  the  procedure  of  choice  in  those  cases 
with  isolated  aortic  disease. 

Dr.  Bailey  then  discussed  aortic  insufficiency 
which  he  pointed  out  to  be  an  extremely  lethal  dis- 
ease. He  illustrated  the  seriousness  of  this  by  men- 
tioning 12  patients  who  were  sent  home  to  wait  until 
a technique  had  been  worked  out  for  correction  of 
this  insufficiency.  Six  months  later  when  these 
patients  were  recalled,  only  four  of  them  were  still 


alive  and  only  one  of  these  four  was  well  enough 
to  be  considered  for  surgery. 

Dr.  Bailey  demonstrated  an  astounding  procedure 
for  correction  of  aortic  insufficiency.  This  consists 
of  a ball  made  of  nylon  fabric  and  sutured  just 
distal  to  the  aortic  valve  and  suspended  in  such  a 
manner  that  it  would  occlude  the  valve  during  dias- 
tole. He  presented  the  hospital  chart  of  a patient 
who  was  operated  approximately  six  or  eight  months 
previously  and  showed  the  rise  of  the  diastolic  pres- 
sure immediately  following  surgery.  He  stated  that 
this  is  maintained  to  date.  He  has  done  eleven  of 
these  operations  with  two  deaths.  It  is  anticipated 
that  this  mortality  will  improve  as  experience  is 
gained.  He  is  now  operating  on  patients  with  both 
aortic  insufficiency  and  stenosis,  first  correcting  the 
stenosis  and  then  placing  the  ball  valve  to  correct 
the  insufficiency. 

Abstracted  by  L.D.C. 

Valvular  Heart  Disease:  Surgical  Aspects  — A 
lecture  by  Charles  P.  Bailey,  M.D.,  Philadelphia. 

This  presentation  of  Dr.  Bailey’s  is  a continuation 
of  his  morning  presentation.  The  first  item  that 
Dr.  Bailey  considered  was  that  of  interauricular  sep- 
tal defects.  He  advocated  exploring  these  defects 
with  a finger  through  the  right  atrial  appendage 
just  as  one  explores  the  mitral  valve  through  the 
left  atrium.  These  defects  will  be  found  to  vary 
tremendously  in  size  and  shape  and  must  be  closed 
accordingly.  He  advised  invagination  of  the  right 
atrial  wall  to  supply  the  tissue  to  obliterate  the  de- 
fect. He  pointed  out  that  it  is  only  necessary  to 
maintain  enough  atrium  to  convey  the  blood  from 
the  superior  and  inferior  vena  cavas  to  the  right 
ventricle.  He  pointed  out  that  left-sided  heart 
lesions  do  not  tolerate  open  cardotomv  well,  and 
a defect  in  the  interatrial  septum,  of  course,  makes 
opening  the  right  atrium  the  same  as  opening  the 
left  atrium. 

Dr.  Bailey  then  showed  several  excellent  slides 
showing  various  defects  and  approaches.  His  re- 
port was  based  on  experience  with  approximately 
50  of  these  cases.  Dr.  Bailey  then  discussed  cor- 
onary artery  disease.  There  are  three  general  types 
of  treatment  for  the  coronary  artery  disease,  which 
are:  sympathectomy,  which  merely  relieves  the  pain; 
thyroidectomy  to  decrease  the  cardiac  demand  (this 
is  not  an  unmixed  blessing) ; and  revascularization 
of  the  myocardium.  He  then  discussed  the  problem 
of  revascularization  and  divided  this  into  three  types, 
which  are:  production  of  adhesions  between  the 

pericardium  and  the  surface  of  the  heart  by  means 
of  irritants  in  the  pericardium;  omentopexy;  and 
myoplasty.  These,  of  course,  only  supply  blood 
to  the  superficial  layers  of  the  myocardium  and 
there  is  fiome  doubt  if  this  could  affect  the  deeper 
layers.  The  second  procedure  for  increasing  the 
blood  supply  to  the  myocardium,  which  Dr.  Bailey 
discussed,  is  the  so-called  Vineberg  procedure  which 
consists  of  transplanting  the  end  of  the  bleeding  in- 
ternal mammary  artery  into  the  myocardium  of  the 
left  ventricle.  This,  in  effect,  adds  a third  coronary 
artery. 

Dr.  Bailey  showed  injection  preparations  demon- 
strating that  this  greatly  increases  the  vascularity 
of  the  left  ventricle  and  part  of  the  septum  but  does 
(Continued  on  page  223 
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Doctor  Wilbert  E.  Hieb  was  born  August  1,  1920,  at  Marion,  South 
Dakota,  where  he  completed  his  elementary  education.  His  premedical 
schooling  was  taken  at  the  University  of  South  Dakota.  He  took  his 
medical  work  at  the  University  of  South  Dakota,  Vermillion,  South  Da- 
kota, and  at  Washington  University  in  St.  Louis,  Missouri,  where  he  re- 
ceived the  degree,  Doctor  of  Medicine,  in  1944. 

Dr.  Hieb’s  internship  was  served  at  the  Evangelical  Deaconess  Hos- 
pital in  St.  Louis  and,  from  1945-46,  he  served  a residency  in  the  same 
hospital. 

He  is  a member  of  the  American  Academy  of  General  Practice. 

From  1946-48  Dr.  Hieb  was  in  the  military  service. 

He  established  a general  practice  in  Marion,  South  Dakota,  in  1948, 
and  remained  there  until  1954,  when  he  joined  the  Henderson  Clinic, 
Henderson,  Nebraska. 

Dr.  Hieb  is  married  to  the  former  Selma  Tieszen,  who  is  a member 
of  the  Woman’s  Auxiliary  to  the  Nebraska  State  Medical  Asssociation. 

Dr.  and  Mrs.  Hieb  have  four  boys;  ages  ten,  seven,  two,  and  one  year. 

His  hobbies  are  golfing  and  woodworking. 

Address:  Henderson,  Nebraska. 


Doctor  Wilbur  G.  Wiedman  was  born  on  March  11,  1924,  in  Lincoln, 
Nebraska,  where  his  elementary  education  was  completed.  His  college 
and  medical  education  were  received  at  the  University  of  Nebraska  where 
he  received  the  Doctor  of  Medicine  degree,  in  1950. 

He  interned  at  St.  Luke’s  Hospital  in  Cleveland,  Ohio. 

Dr.  Wiedman’s  military  service  included  one  year  of  active  duty  in 
the  U.S.  Navy  and  two  years  of  duty  in  the  Air  Force. 

Three  children,  ages  6 years,  4 years,  and  5 months,  make  up  the 
family  of  Dr.  Wiedman  and  wife,  Jean. 

Mrs.  Wiedman  is  a member  of  the  Woman’s  Auxiliary  to  the  Nebras- 
ka State  Medical  Association. 

Golfing  is  Dr.  Wiedman’s  favorite  pastime. 

Address:  315  First  National  Bank  Building,  Lincoln,  Nebraska. 


Doctor  Jon  Thomas  Williams  was  born  in  Billings,  Oklahoma,  on 
April  26,  1919.  His  elementary  education  was  obtained  at  Blackwell, 
Oklahoma.  He  received  the  degree,  Bachelor  of  Science,  from  the  Uni- 
versity of  Oklahoma  and  the  degree,  Doctor  of  Medicine,  from  the  School 
of  Medicine  at  the  same  University,  in  1950.  He  interned  at  Bryan 
Memorial  Hospital. 

From  1951  to  1953,  he  was  a Fellow  in  Medicine  at  the  Lahey  Clinic 
in  Boston  and  a Research  Fellow  in  Hematology  at  the  New  England 
Medical  Center,  Boston,  in  1953-54. 

Dr.  Williams’  military  duty  consisted  of  an  overseas  assignment  in 
the  Southwest  Pacific  from  August,  1944,  to  October,  1945. 

Dr.  Williams  and  his  wife,  Rogers,  are  the  parents  of  three  children: 
Jon,  Jr.  11  years,  Jan  Ann  8 years,  and  Dwight  22  months. 

Mrs.  Williams  is  a member  of  the  Woman’s  Auxiliary  to  the  Ne- 
braska State  Medical  Association. 

Address:  1325  Sharp  Building,  Lincoln,  Nebraska. 
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Doctor  George  James  Allison  was  born  in  Omaha  on  July  20,  1920, 
where  he  received  his  elementary  education.  After  attending  Ofriaha 
University,  he  enrolled  at  the  University  of  Nebraska  College  of  Medi- 
cine where  he  was  awarded  the  degree,  Doctor  of  Medicine,  in  1944. 

Dr.  Allison’s  internship  was  served  at  Detroit  Receiving  Hospital  in 
Detroit,  Michigan. 

After  service  in  the  U.S.  Navy,  Dr.  Allison  entered  a general  prac- 
tice at  Ralston,  Nebraska,  in  1947. 

He  and  his  wife,  Luella,  have  five  children;  two  boys,  ages  11  and  4 
years;  and  three  girls,  ages  8,  5 and  2 years. 

Photography,  hunting,  fishing,  and  architectural  and  structural  de- 
signing are  Dr.  Allison’s  hobbies. 

Address:  Ralston,  Nebraska. 


Doctor  Mary  J.  Henn  was  born  at  Fargo,  North  Dakota,  January  4, 
1919.  She  attended  high  school  in  Lincoln  and  received  a Bachelor  of 
Arts  degree  from  the  University  of  Nebraska.  She  attended  the  Uni- 
versity of  Nebraska  College  of  Medicine  and  received  the  degree,  Doctor 
of  Medicine,  in  1950.  After  an  internship  at  Research  and  Educational 
Hospital  in  Chicago,  Illinois  (1950-51),  Dr.  Henn  served  a three-year 
fellowship  at  the  Mayo  Clinic  (1951-54).  In  1944  she  received  the  de- 
gree, Master  of  Science  in  Bacteriology,  from  the  University  of  Minne- 
sota. 

Dr.  Henn  is  a member  of  Sigma  Xi  and  Alpha  Omega  Alpha. 

Since  November  of  1954,  Dr.  Henn  has  been  an  instructor  in  Internal 
Medicine  at  the  University  of  Nebraska  College  of  Medicine. 

Address:  University  of  Nebraska  College  of  Medicine,  42nd  and 

Dewey  Streets,  Omaha,  Nebraska. 


Doctor  Merle  M.  Musselman,  a native  of  Topeka,  Kansas,  was  born 
September  19,  1915.  He  attended  Omaha  Central  High  School  and  the 
University  of  Omaha.  He  enrolled  at  the  University  of  Nebraska  College 
of  Medicine  where  he  received  his  degree,  Doctor  of  Medicine,  in  1939. 
The  same  year  he  served  an  internship  at  Long  Island  College  Hospital 
in  Brooklyn,  New  York,  and  in  1940,  interned  at  the  University  Hospital 
in  Ann  Arbor,  Michigan.  Dr.  Musselman  was  a resident  in  the  Depart- 
ment of  Surgery  at  the  same  hospital  from  1946  to  1949.  He  received 
the  degree,  Master  of  Science  in  Surgery,  from  the  University  of  Michi- 
gan. 

Dr.  Musselman  is  a member  of  American  Association  for  the  Ad- 
vancement of  Science,  American  Association  for  the  Surgery  of  Trauma, 
American  College  of  Surgeons,  Central  Surgical  Association,  New  York 
Academy  of  Sciences,  American  Federation  of  Clinical  Research,  Oma- 
ha-Midwest  Clinical  Society,  and  the  Omaha  Research  Club. 

From  1941-46,  Dr.  Musselman  served  in  the  Army  Medical  Corps. 

At  Wayne  County  General  Hospital,  Eloise,  Michigan,  Dr.  Mussel- 
man was  Director  of  Surgery  from  1950  to  1954.  In  1954,  Dr.  Mussel- 
man joined  the  full  time  faculty  of  the  University  of  Nebraska  College 
of  Medicine  as  Professor  of  Surgery. 

Dr.  Musselman  and  wife,  the  former  Dorothy  Gregg,  have  4 children: 
Charles  9,  Ann  7,  Jane  5,  and  Mary  3. 

Fishing  is  his  hobby. 

Address:  119  South  51st  Street,  Omaha,  Nebraska. 
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Fom  The  Lincoln- Journal — 


Dr.  Ira  H.  Lockwood,  former  staff  mem- 
ber at  the  Dr.  Benjamin  F.  Bailey  Sana- 
torium, was  warded  the  Gold  Medal,  the 
highest  award  given  by  the  American  Col- 
lege of  Radiology,  in  Chicago.  Dr.  Lock- 
wood  is  chief  of  radiology  at  a research  hos- 
pital in  Kansas  City,  Missouri.  He  received 
the  award  for  “distinguished  and  extraordi- 
nary service  to  the  American  College  of  Ra- 
diology and  to  the  profession  for  which  it 
stands.”  The  award  has  been  given  to  only 
12  persons  during  the  31  years  of  its  history. 
Dr.  Lockwood  served  in  Lincoln  before  and 
after  World  War  I. 
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Coming  Meetings 

CRIPPLED  CHILDREN’S  CLINICS— 

June  4,  Scottsbluff,  St.  Mary  Hospital 
June  18,  Lexington,  High  School 
July  9,  Norfolk,  Norfolk  State  Hospital 
July  23,  Hastings,  Mary  Lanning  Hospital 

ROCKY  MOUNTAIN  CANCER  CONFERENCE— 
Denver,  July  13,  14,  1955 

UNIVERSITY  OF  COLORADO  MEDICAL  CEN- 
TER, POSTGRADUATE  COUURSE  — Funda- 
mental Advances  in  Internal  Medicine.  June  13- 
17,  1955,  Denver. 


From  The  Pierce  Leader — 

A surprise  anniversary  celebration  was  ar- 
ranged here  by  friends  of  Dr.  J.  H.  Calvert 
in  honor  of  his  twenty-fifth  anniversary  in 
Pierce.  Dr.  Calvert  received  over  200  cards 
and  floral  tributes. 

Dr.  and  Mrs.  J.  H.  Calvert  came  to  Pierce 
on  April  18,  1930,  his  first  place  to  practice 
following  internship  at  Henry  Ford  hospital 
in  Detroit.  He  graduated  in  1929  from  the 
University  of  Nebraska. 

He  practiced  with  Dr.  Walter  Benthack 
from  April  until  June  when  Dr.  Benthack 
moved  to  Wayne.  Dr.  Calvert  has  served  as 
mayor  of  Pierce  and  also  on  the  schol  board. 
The  family  is  prominent  in  church  and  civic 
work.  He  has  brought  1,110  babies  into  the 
world  during  the  25  years  of  his  practice. 

From  The  Burwell-Tribune — 

A special  recognition  was  planned  to  be 
made  in  honor  of  one  of  Burwell’s  distin- 
guished citizens — a man  who  has  unselfishly 
served  friends,  neighbors,  and  even  strang- 
ers, for  the  past  50  years — Dr.  E.J.  Smith. 

Plans  called  for  a short  program  to  be  giv- 
en in  the  downtown  business  section,  in 
charge  of  the  Burwell  Wranglers  Club,  this 
to  be  followed  by  a reception  at  the  Burwell 
High  School.  To  form  a well-rounded  ca- 
reer, Dr.  Smith  has  not  only  served  the  peo- 
ple in  the  entire  Burwell  trade  territory,  but 
in  addition  he  has  faithfully  served  the 
Methodist  Church;  has  served  the  City  of 
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Burwell  as  its  Mayor;  has  served  as  “Boss” 
of  the  Burwell  Wranglers  Club;  and  served 
whenever  called  upon  to  “boost”  Burwell  and 
the  Sandhills  section. 

Although  Dr.  Smith  has  accumulated  a de- 
serving share  of  worldly  goods,  his  profes- 
sional services  were  not  denied  those  unable 
to  make  financial  settlement. 

Throughout  the  years,  Dr.  Smith  has  been 
blessed  with  remarkable  personal  health — 
during  all  these  years  he  has  sacrificed  his 
time  and  personal  pleasures  to  be  of  service 
to  his  profession.  During  the  war,  when 
there  was  such  a demand  for  medical  doctors, 
Dr.  Smith  was  the  only  doctor  in  this  terri- 
tory— and  this  fact  made  heavy  demands  up- 
on him,  all  of  which  were  met,  and  his  days 
were  oftentimes  around-the-clock. 

All  of  these  things  have  surely  been  a 
deep  satisfactoin  to  Dr.  Smith;  his  patients 
have  appreciated  his  efforts. 

From  The  Lexington-Clipper — 

Dawson  County  physicians  and  several 
medical  men  from  nearby  cities  attended  a 
cardiac  conference  in  Lexington  in  April. 

Designed  to  keep  general  practitioners 
abreast  of  the  latest  heart  treatments  the 
conference  was  co-sponsored  by  the  Daw- 
son County  Medical  Society  and  the  Ne- 
braska Heart  Association. 

S i x Dawson  County  physicians  pre- 
sented cases  for  discussion.  They  were 
Drs.  Charles  Hranac  and  C.  H.  Sheets,  Co- 
zad;  Drs.  P.  B.  Olsson,  R.  S.  Wycoff,  Dean 
McGee,  and  W.  B.  Long,  all  of  Lexington. 
Each  doctor  reviewed  the  records  of  his 
case  and  presented  the  actual  patient  for 
examination  by  consultants  from  the  Heart 
Asociation. 

From  The  Omaha  World-Herald  — 

A 1905  graduate  of  the  Creighton  Uni- 
versity School  of  Medicine  several  years 
ago  vowed  that  he  would  return  to  his  alma 
mater  for  a visit  on  the  fiftieth  aniversary 
of  his  graduation.  The  anniversary  occurred 
April  29,  and  Dr.  James  R.  Smithheisler, 
77,  of  Richmond,  Kansas,  kept  his  vow.  He 
and  his  wife  visited  the  medical  school  and 
Dean  F.  G.  Gillick. 

Dr.  Smithheisler  said  a lot  of  changes — 
to  Creighton,  Omaha  and  the  practice  of 


medicine — had  taken  place  since  he  was  a 
student.  The  Creighton  Medical  School  Clin- 
ic treats  more  than  30  thousand  patients  a 
year,  he  said,  compared  with  an  average  of 
3,500  in  1905. 

After  graduation  Dr.  Smithheisler  prac- 
ticed in  South  Omaha.  He  was  paying  $2.50 
a week  for  board.  “Some  weeks  I couldn’t 
collect  enough  to  pay  the  bill,”  he  said.  He 
reminisced  about  calls  he  has  made  on  horse- 
back, on  foot  and  even  by  tractor.  “Today,” 
he  said,  “some  of  the  doctors  seem  afraid  of 
the  dark.” 


From  the  O’Neill-Frontier — 

A meeting  of  the  Holt-Northwest  County 
Medical  Society  was  held  in  April  in  O’Neill. 
This  district  includes  O’Neill,  Atkinson,  Bas- 
sett, Ainsworth,  and  Valentine. 

The  doctors  met  in  the  afternoon  at  St. 
Anthony’s  hospital.  Guest  speakers  were 
Dr.  Charles  McLaughlin  of  Omaha,  a gen- 
eral surgeon.  He  spoke  on  intestinal  ob- 
structions and  Dr.  Delbert  Neis,  also  of  Oma- 
ha, a chest  and  heart  surgeon,  spoke  on  heart 
surgery  in  children  with  congenital  heart 
disease.  Doctor  Neis  outlined  the  help 
available  in  such  cases. 

Dr.  Rex  W.  Wilson  of  O’Neill  was  elected 
president  of  the  society  for  1955-56,  and  Dr. 
Robert  Langdon,  also  of  O’Neill  was  elected 
secretary-treasurer. 

Dr.  and  Mrs.  J.  P.  Brown  entertained  the 
doctors  and  their  wives  at  their  home  follow- 
ing the  meeting  and  preceding  dinner. 


Announcements 

The  twenty-third  Annual  Assembly  of  the 
Omaha  Mid-West  Clinical  Society  will  be 
held  October  24th  to  27th,  inclusive,  at  the 
Paxton  Hotel,  Omaha,  Nebraska.  Plans  are 
well  under  way  and  everything  possible  is 
being  done  to  formulate  a program  which 
will  be  real  refresher  course. 

In  addition  to  distinguished  guest  lectur- 
ers, members  of  the  Society  will  present  pan- 
el discussions  and  lectures.  The  mezzanine 
floor  will  hold  the  usual  scientific  and  tech- 
nical exhibits,  and  the  morning  motion  pic- 
ture program  and  discussion  periods  follow- 
ing luncheons  and  dinners  will  be  continued. 
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The  guest  specialists  scheduled  to  lecture 
at  the  Assembly  constitute  an  impressive 
list.  Make  a note  now  to  hear  them  in  Oc- 
tober. 

Frank  H.  Bethell,  M.D.,  Ann  Arbor,  Michigan, 
Associate  Professor  of  Internal  Medicine,  Univer- 
sity of  Michigan  Medical  School,  and  Assistant  Di- 
rector of  The  Thomas  Henry  Simpson  Memorial  Ins- 
titute for  Medical  Research. 

George  V.  Brindley,  M.D.,  Temple,  Texas,  Scott 
and  White  Clinic. 

J.  Scott  Butterworth,  M.D.,  New  York,  New  York, 
Assistant  Professor  of  Medicine,  Post-Graduate 
Medical  School  of  the  New  York  University,  Bellevue 
Medical  Center. 

Ralph  E.  Campbell,  M.D.,  Madison,  Wisconsin, 
Professor  of  Obstetrics  and  Gynecology,  University 
of  Wisconsin  Medical  School. 

John  R.  Cobb,  M.D.,  New  York,  New  York,  Pro- 
fessor of  Orthopedic  Surgery,  New  York  Polyclinic 
Medical  School  and  Hospital. 

Francis  L.  Lederer,  M.D.,  Chicago,  Illinois,  Pro- 
fessor and  Head  of  the  Department  of  Otolaryn- 
gology, University  of  Illinois  College  of  Medicine. 

Charles  W.  Mayo,  M.D.,  Rochester,  Minnesota, 
Associatee  Professor  of  Surgery,  University  of  Min- 
nesota Graduate  School.  , 

Harold  D.  Palmer,  M.D.,  Denver,  Colorado,  Asso- 
ciate Professor  of  Pathology,  University  of  Colo- 
rado School  of  Medicine,  and  a Pathologist  and  Med- 
ical Director  of  Denver  Children’s  Hospital. 

Howard  P.  Rome,  M.D.,  Rochester,  Minnesota, 
Mayo  Clinic  — Sections  of  Neurology  and  Psychia- 
try. 

Carl  F.  Rusche,  M.D.,  Los  Angeles,  California, 
Associate  Clinical  Professor  of  Surgery  (Urology), 
University  of  Southern  California  School  of  Medi- 
cine. 

Ralph  Spaeth,  M.D.,  Chicago,  Illinois,  Assistant 
Professor  of  Pediatrics,  University  of  Illinois  Col- 
lege of  Medicine. 

Plan  now  to  attend  this  excellent  meeting 
in  that  topics  will  be  presented  which  should 
aid  all  physicians  in  their  daily  practice  of 
medicine. 

Remember  the  dates — October  24,  25,  26, 
and  27. 

Third  Annual  Industrial  Health 
Conference,  Omaha — 

Omaha  Chamber  of  Commerce;  Thursday, 
June  9th;  begins  with  noon  luncheon;  speak- 
ers after  lunch  until  about  4 :00  p.m. ; open 
to  medical  profession,  Management,  Labor, 
nurses,  insurance  people,  and  all  others  in- 
terested in  industrial  health  of  working 
men  and  women;  these  are  the  details  you 
should  know.  The  conference  is  sponsored 
by  Omaha  Manufacturers  Association,  Pub- 
lic Health  Committee  of  Omaha  C.  of  C.,  In- 


dustrial Health  Committee  of  the  Nebraska 
State  Medical  Association,  Omaha  Health 
Counsel,  and  the  Association  of  Industrial 
Nurses  of  the  Nebraska  State  Nursing  So- 
ciety. 

Tenth  Rheumatism  Review  Available  for 
One  Dollar — 

A 418-page  Review  of  American  and  Eng- 
lish literature  of  recent  years,  marked  for 
reference,  with  index  and  bibliography,  pre- 
pared by  Editorial  Committee  of  the  Amer- 
ican Rheumatism  Association,  may  be  had 
by  doctors  for  $1.00.  Send  your  money  and 
your  order  to  Arthritis  and  Rheumatism 
Foundation,  28  West  45th  Street,  New  York 
36,  N.Y. 

Kinescopic  Presentation  “Management  of 
Steptococcic  Infection  and  Its 
Complications”  Available 

The  important  closed-circuit  television 
presentation  of  this  important  subject,  joint- 
ly sponsored  by  the  Academy  of  General 
Practice  and  Wyeth  Laboratories  was  kine- 
scoped  for  showing  to  medical  groups.  Coun- 
ty medical  societies  and  other  medical  groups 
who  wish  to  use  this  hour-long  showing 
in  their  programs  of  continuing  education 
may  arange  to  obtain  it  from  Wyeth.  Con- 
tact the  Wyeth  District  Manager  or  write 
to  Wyeth,  1401  Walnut  Street,  Philadelphia 
2,  Pa. 

Legal  Medicine  Session  at  Atlantic  City  Meeting — 

The  A.M.A.  Committee  on  Medicolegal 
Problems  again  will  sponsor  a session  on 
legal  medicine  at  the  A.M.A.  meeting  in  At- 
lantic City  in  June.  It  will  be  held  Wednes- 
day, June  8,  at  2 o’clock  in  Room  A,  Conven- 
tion Hall.  The  topics  and  speakers  will  be 
as  follows : 

1.  The  Mentally  111  Patient,  Competence 
to  (a)  consent  to  treatment,  (b)  contract, 
(c)  testify,  (d)  make  a valid  will;  presented 
by  Francis  J.  Gerty,  M.D.,  Chairman,  Sub- 
committee on  Forensic  Psychiatry,  Commit- 
tee on  Medicolegal  Problems,  Chicago. 

2.  Trauma  and  Cancer,  by  W.  C.  Hueper, 
M.D.,  Chief,  Environmental  Cancer  Section, 
National  Cancer  Institute,  Bethesda,  Md. 

3.  The  Federal  Income  Tax  Law  in  Rela- 
tion to  Medical  Practice,  by  C.  M.  Laurit- 
zen,  II,  LL.B.,  Member  Chicago  Bar. 
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4.  The  Model  Post-Mortem  Examinations 
Act,  by  C.  Joseph  Stetler.  LL.M.,  Director, 
Law  Department,  A.M.A.,  Chicago. 

5.  Human  Experimentation,  Medicolegal 
Aspects,  Irving  Ladimer,  J.D.,  Chief  of 
Special  Studies,  Welfare  and  Health  Coun- 
cil, City  of  New  York. 

6.  Chinese  Immigration  and  Blood  Tests, 
Sidney  Schatkin,  LL.B.,  N.Y.C. 

ABSTRACTS 

(Continued  from  page  217) 

not  increase  the  vascularity  of  the  right  ventricle. 
He  then  discussed  the  Beck  procedure  and  Dr. 
Bailey’s  modification  thereof.  In  this  procedure, 
the  coronary  sinus  is  anastomosed  to  the  aorta  and, 
at  a second  procedure,  the  orifice  of  the  sinus  is 
partially  ligated.  This  arterializes  the  venous  sys- 
tem which  drains  into  the  coronary  sinus. 

The  deep  veins,  of  which  the  Thebesian  system 
make  up  the  major  portion,  then  serve  as  the  en- 
tire venous  drainage  of  the  heart.  Beck  has  used 
an  artery  or  venous  graft  to  connect  the  aorta  to  the 
coronary  sinus.  In  order  that  this  remain  patent, 
a large  graft  must  be  used,  many  times  the  size  of 
the  normal  coronary  arteries. 

Dr.  Bailey  and  associates  have  worked  out  a tech- 
nique of  making  a direct  side-to-side  anastamosis 
between  the  coronary  sinus  and  the  aorta  by  mobil- 
izing the  aorta.  In  this  case  the  stoma  can  be  much 
smaller  and  still  remain  patent.  This  smaller  stoma 
does  away  with  the  bad  physiological  effects  of  hav- 
ing a large  arteriovenous  fistula.  Dr.  Bailey  had 
done  ten  cases  by  this  technique  with  one  death  and 
felt  that  this  is  a much  more  physiological  pro- 
cedure. This  death  was  due  to  myocardial  infarction 
before  the  second  procedure  was  performed.  Dr. 
Bailey  pointed  out  that  the  electrocardiogram  is  of 
no  value  for  approximately  one  year  following  this 
operation.  He  then  discussed  ventricular  aneurysm, 
secondary  to  myocardial  infarction.  He  felt  that 
approximately  15  per  cent  of  people  with  myocard- 
ial infarction  will  develop  aneurysms.  However, 
only  a few  of  these  will  rapture.  The  big  problem 
with  these  aneurysms  is  the  paradoxical  pulsations 
which  take  place  with  each  contraction  of  the  heart, 
which  greatly  reduces  the  efficiency  of  the  pump. 
He  then  showed  some  slides  showing  the  excision  of 
a tremendous  aneurysm  of  the  left  ventricle  with 
suture  through  the  neck  of  the  aneurysm.  This 
single  patient  had  tremendous  improvement. 

Abstracted  by  L.D.C. 


The  decline  in  the  annual  number  of  new  cases 
of  tuberculosis  reported  during  recent  years  has 
been  slight  compared  with  the  decline  in  mortality. 
That  the  number  of  newly  reported  cases  remains 
high,  despite  the  rapid  decline  in  death  rates, 
underscores  the  fact  that  efforts  to  wipe  out  tuber- 
culosis must  continue  to  have  high  priority  among 
public  health  problems.  Division  of  Chronic  Disease 
and  Tuberculosis,  Public  Health  Service,  Public 
Health  Reports,  June,  1953. 


Human  Interest  Tales 

Dr.  and  Mrs.  J.  E.  Fitzpatrick,  Omaha,  are  the 
proud  parents  of  a daughter  born  in  April. 

Dr.  and  Mrs.  A.  0.  Fasser,  Fremont,  took  an 
April-vacation-trip  to  Washington  and  California. 

Dr.  Mary  Bitner,  Lincoln,  gave  a talk  on  childhood 
diseases  to  a Child  Study  group  in  Crete,  recently. 

Dr.  J.  M.  Packer,  Ashland,  has  returned  home 
after  spending  several  weeks  at  an  Omaha  hospital. 

Mrs.  R.  B.  McNamara,  wife  of  Dr.  R.  B„  McNa- 
mara, Crofton,  passed  away  in  April  after  a long  ill- 
ness. 

Dr.  Donald  H.  Sallenbach  has  moved  to  Gibbon 
where  he  has  set  up  his  office  for  practice  of  med- 
icine. 

Dr.  G.  L.  Sandritter,  Hastings,  was  the  guest 
speaker  at  a recent  noon  luncheon  of  the  Cozad  Ro- 
tary Club. 

Dr.  Henry  J.  Case,  Hastings,  was  recently  elected 
to  membership  in  the  International  Academy  of 
Pathology. 

Mrs.  Florence  T.  Whitcomb,  Omaha,  wife  of  Dr. 
Glenn  D.  Whitcomb,  passed  away,  April  18,  after 
a brief  illness. 

Dr.  J.  B.  Redfield,  North  Platte,  has  been  appoint- 
ed city  health  officer  of  North  Platte  for  the  ensu- 
ing two  years. 

Dr.  Earle  G.  Johnson,  Grand  Island,  delivered  the 
dedicatory  address  at  the  new  psychiatric  unit  in 
Omaha,  in  April. 

Dr.  George  L.  John,  formerly  of  Chadron,  has 
moved  to  Lexington  where  he  is  now  associated  with 
Dr.  E.  A.  Watson. 

Dr.  John  Aita,  Omaha,  gave  a talk  on  “Looking 
Forward  to  Marriage”  at  a recent  meeting  of  Meth- 
odist church  youth. 

Dr.  Russel  Best,  Omaha,  was  a guest  speaker  be- 
fore the  Buffalo  Academy  of  Medicine  in  Buffalo, 
New  York,  in  April. 

Dr.  Robert  M.  Joyer,  Omaha,  is  back  as  director 
of  the  Red  Cross  Blood  Center  after  two  years 
service  in  the  Army. 

Dr.  E.  G.  Surber,  Norfolk,  was  the  featured  speak- 
er at  a regular  meeting  of  the  Lincoln  Parent-Teach- 
er Association  recently. 

Dr.  S.  K.  Imes,  Denver,  was  the  featured  speaker 
at  the  April  meeting  of  the  Garden-Keith, -Perkins 
County  Medical  Society. 

Dr.  Robert  D.  Vickery,  Omaha,  gave  a recent  talk 
on  “Your  Eyes”  before  a noon  luncheon  of  the  Pro- 
fessional Men’s  Club  in  Omaha. 

Dr.  A.  D.  Brown,  Central  City,  underwent  surgery 
at  an  Omaha  hospital  early  in  April.  Last  reports 
indicate  he  was  improving  nicely. 

Dr.  Hodson  Hansen,  Lincoln,  was  a speaker  at  the 
recent  annual  clinic  of  the  Lancaster  County  Medical 
Society  which  was  held  in  Lincoln. 
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Dr.  Robert  Kelley,  Beemer,  spoke  on  Contagious 
Diseases  at  a recent  meeting  of  the  Beta  department 
of  the  Woman’s  Club  of  that  community. 

Dr.  R.  C.  Calkins,  formerly  of  Lexington,  has 
recently  completed  remodeling  his  office  in  Kim- 
ball where  he  is  now  practicing  medicine. 

Dr.  Harry  McFadden,  Jr.,  Omaha,  has  been  named 
chairman  of  the  Department  of  Microbiology  at  the 
University  of  Nebraska  College  of  Medicine. 

Dr.  James  F.  Kelly,  Jr.,  Omaha,  presented  a talk 
describing  radio-isotopes  at  a recent  meeting  of  the 
Omaha  Chapter  of  Medical  Record  Librarians. 

Dr.  Earl  A.  Connolly,  Omaha,  was  a guest  speaker 
at  the  sectional  meeting  of  the  American  College 
of  Surgeons  at  Winnipeg,  Canada,  during  April. 

Dr.  Robert  Hanisch,  St.  Paul,  became  a patient  re- 
cently when  a chair  on  which  he  was  standing  slipped 
from  under  him  resulting  in  a broken  bone  in  his 
foot. 

Dr.  C.  M.  Pomerat,  from  the  University  of  Texas, 
delivered  the  1955  C.W.M.  Poynter  lecture  in  Omaha 
at  the  dinner  meeting  of  the  Poynter  Foundation, 
in  April. 

Dr.  Victor  E.  Levine,  Omaha,  delivered  a paper 
at  a meeting  of  the  American  Foundation  of  So- 
cieties for  Experimental  Biology,  in  San  Francisco, 
recently. 

Dr.  and  Mrs.  Lee  Stover,  Lincoln,  recently  made 
a trip  to  Philadelphia  where  Dr.  Stover  attended 
the  annual  meeting  of  the  American  College  of 
Physicians. 

Dr.  Howard  B.  Hunt,  Omaha,  attended  sessions 
of  the  Inter- American  Congress  of  Radiology  and 
the  American  Radium  Society  in  Washingtno,  D.  C., 
during  April. 

Dr.  and  Mrs.  E.  N.  Heiser,  Columbus,  were  in  at- 
tendance at  the  annual  meeting  of  the  American 
College  of  Surgeons  which  was  held  in  Sun  Valley, 
Idaho,  in  April. 

Dr.  E.  G.  Schaumberg,  North  Platte,  gave  a talk 
recently  on  “Polio-Prevention  and  Detection”  at  a 
public  meeting  of  the  Home  League  of  the  Salvation 
Army  in  that  city. 

Dr.  John  L.  Gedgoud,  Omaha,  was  the  keynote 
speaker  at  a 10-state  meeting  of  the  West  Central 
Heart  Association  in  May.  The  meeting  was  held  in 
Kansas  City,  Kansas. 

Drs.  A.  G.  Gilloon  and  S.  F.  Nabity,  Grand  Island, 
were  in  attendance  at  the  annual  meeting  of  the 
American  Academy  of  General  Practice  which  was 
held  in  Los  Angeles. 

Dr.  and  Mrs.  John  Bogle,  Loup  City,  recently  spent 
a short  vacation  in  Sun  Valley,  Idaho.  While  there 
Dr.  Bogle  attended  the  meeting  of  the  American 
College  of  Surgeons. 

Dr.  Robert  Reeder,  Fremont,  recently  reported  to 
the  police  the  loss  of  his  physician’s  bag.  Dr.  Reed- 
er was  in  attendance  at  a county  society  meeting  at 
the  time  of  the  theft. 


Dr.  Daniel  Blain,  Washington,  D.C.,  recently  dis- 
cussed the  subject  “Psychiatry  in  Various  Parts  of 
the  World”  at  a convocation  at  the  University  of 
Nebraska  College  of  Medicine. 

Dr.  A.  P.  Synhorst,  Grand  Island,  was  confined 
to  a St.  Petersburg,  Florida,  hospital,  in  April,  fol- 
lowing a heart  attack.  Dr.  and  Mrs.  Synhorst  have 
been  in  Florida  for  the  past  six  months. 

Dr.  and  Mrs.  Warren  Thompson,  Omaha,  have  re- 
turned home  after  three  weeks  of  vacationing  in  the 
Southern  part  of  the  countiy.  During  the  trip  Dr. 
Thompson  attended  the  New  Orleans  Graduate  Clin- 
ical Meeting. 

The  Industrial  Medical  Association  at  its  annual 
meeting  in  Buffalo,  New  York,  recently  awarded  Dr. 
G.  Prentiss  McArdle,  Omaha,  the  association’s  fel- 
lowship award  for  outstanding  work  in  the  field  of 
industrial  health. 

Dr.  and  Mrs.  H.  D.  Runty,  DeWitt,  recently  jour- 
neyed to  Los  Angeles,  where  Dr.  Runty  attended 
the  annual  session  of  the  American  Academy  of 
General  Practice.  Dr.  Runty  was  one  of  the  dele- 
gates from  Nebraska. 

Drs.  Henry  L.  Sish,  Chicago,  consultant  to  Con- 
tinental Can  Company,  and  Leonard  E.  Himler,  Ann 
Arbor,  Michigan,  recently  presented  talks  at  the  Ne- 
braska Psychiatric  Institute  as  a part  of  Mental 
Health  Week  observance. 

One  hundred  and  fifty  students  recently  visited 
the  University  of  Nebraska  College  of  Medicine  on 
Pre-Med  Day.  Dr.  J.  P.  Tollman,  dean  of  the  col- 
lege, welcomed  the  visitors.  These  students  were 
also  presented  a review  of  entrance  requirements, 
cost  of  a medical  education,  subjects,  and  careers. 

Dr.  D.  K.  Sutton,  Wymore,  has  announced  that  he 
will  leave  Wymore  in  the  early  part  of  June  to  take 
up  a residency  in  surgery.  He  will  go  to  the  Veter- 
ans Administration  Hospital  in  Albuquerque,  New 
Mexico,  for  his  training.  He  has  secured  the  serv- 
ices of  Dr.  M.  E.  Samuelson,  who  will  be  released 
from  the  Navy  Ammunition  Depot  in  Hastings  in 
June.  Dr.  Samuelson  will  move  directly  to  Wymore 
with  his  family  and  begin  his  practice. 


Deaths 

Uen  Samuel  Harrison,  M.D.,  Neligh.  Doctor  Har- 
rison died  in  the  hospital  in  Neligh  on  April  6th,  at 
the  age  of  sixty-four.  The  doctor  graduated  in  medi- 
cine from  the  St.  Louis  University  in  1914,  and  took 
two  years  of  resident  training  in  surgery  at  the  To- 
peka Hospital.  After  nineteen  months  service  in 
the  armed  forces  he  married  Ruth  Brandi  and  began 
practice  in  Neligh.  Doctor  Harrison  is  survived  by 
his  wife,  Ruth;  one  son,  Captain  Charles;  one  daugh- 
ter, Mrs.  Richard  Koupal,  Ames,  Iowa;  a grand- 
daughter, a sister,  and  a brother. 

Richard  A.  Flebbe,  M.D.,  Sutherland.  Doctor 
Flebbe  died  at  his  home  March  4th,  at  the  age  of 
forty.  A graduate  of  the  University  of  Nebraska 
College  of  Medicine,  the  doctor  was  with  the  armed 
forces  during  W.W.  II.  He  had  practiced  in  Suth- 
erland since  1941.  He  is  survived  by  his  wife,  Alice 
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Jane;  three  daughters,  Pamela  Jane,  Elizabeth  Alice, 
and  Sandra  Sue;  a son,  Richard  A.;  and  his  parents. 

James  Walker  Bennie,  M.D.,  Clearwater.  Doctor 
Bennie  was  seventy-two  years  old  at  the  time  of  his 
death,  April  2nd.  The  doctor  graduated  from  the 
Detroit  College  of  Medicine  in  1910.  He  practiced 
in  Clearwater  from  1912  to  his  death.  He  is  sur- 
vived by  his  wife,  Olive;  two  brothers,  Robert  of 
Vancouver,  B.C.,  and  Donald  of  Dover  Centre,  Ont.; 
one  niece,  and  three  nephews. 


The  Woman's  Auxiliary 

A Message  From  Your  President — 

In  the  words  of  our  membership  pledge, 
we,  as  members  of  the  Woman’s  Auxiliary 
to  the  Nebraska  State  Medical  Association, 
promise  to  support  the  activities,  protect  the 
reputation,  and  sustain  the  high  ideals  of  the 
American  Medical  Association. 

We  endeavor  to  “support  the  activities” 
of  the  A.M.A.  by  sponsoring  projects  that 
are  pertinent  to  the  health  and  welfare  of 
our  communities. 

As  we  glance  back  over  the  history  of  our 
Auxiliary  we  find  that  no  two  years  are 
identical.  This  is  due  to  the  fact  that  our 
major  activities  reflect  the  needs  of  the  pub- 
lic for  that  particular  year,  whether  it  is  a 
year  when  our  nation  is  in  war  or  at  peace, 
suffering  from  a polio  epidemic  or  during 
an  acute  nurse-shortage. 

Our  accomplishments  in  Nurse  Recruiting 
have  been  a great  credit  to  the  auxiliary,  and 
show  clearly  that  we  do  “sustain  the  high 
ideals”  of  the  A.M.A. 

Only  a few  years  ago  we  were  asked  to 
help  enlarge  the  circulation  of  Today’s 
Health.  You  know  the  results.  Due  to  the 
combined  efforts  of  the  Auxiliary  the  circula- 
tion of  Today’s  Health  soared.  Surely,  by 
this  activity  we  were  “protecting  the  reputa- 
tion of  the  A.M.A.”  for  the  avowed  purpose 
of  that  magazine  is  to  put  medical  truths 
before  the  public. 

We  do  not  speak  of  these  activities  as 
closed  chapters,  they  are  still  major  projects 
for  us  and  we  shall  continue  to  support  To- 
day’s Health  and  our  Nurse  Recruitment 
programs  with  the  same  enthusiasm  as  we 
have  in  the  past. 

Since  our  work  never  becomes  static, 
neither  does  it  become  monotonous.  Each 
year  challenges  us  with  new  interests  and 
new  goals  to  attain  in  addition  to  our  tra- 
ditional work. 


Louis  D.  McGuire,  M.D.,  Omaha.  Doctor  McGuire 
was  sixty  years  old  at  time  of  his  death,  April  20th. 
He  was  found  dead  of  a head  wound.  The  doctor 
graduated  from  Creighton  University  School  of 
Medicine,  in  1917,  and  held  the  chair  of  Professor  of 
Surgery  at  the  school.  He  had  received  many  hon- 
ors both  locally  and  nationally  during  his  lifetime. 
Doctor  McGuire  had  complained  of  pain  in  the  head 
for  several  weeks  and  had  recently  suffered  head  in- 
jury in  an  automobile  accident.  He  is  survived  by 
his  wife,  Margaret;  four  sons,  Richard,  a Trappist 
monk;  Terrence,  a doctor  in  Dayton,  Ohio;  Lawrence, 
atending  Creighton  School  of  Law,  and  Michael,  at- 
tending Creighton  School  of  Medicine;  brothers,  Fer- 
gus, George,  and  Dennis;  sister,  Mrs.  Dan  Kane, 
Wisner. 

Joseph  F.  Kaspar,  M.  D.,  Prague.  Doctor  Kaspar 
was  seventy-eight  years  old  at  the  time  of  his  death 
March  28th.  He  graduated  in  medicine  from  the 
New  York  University.  He  practiced  two  years  in 
New  York  and  fifty-four  years  at  Prague.  He  had 
served  as  State  Senator  and  had  taken  post-gradu- 
ate work  in  surgery  of  the  brain  in  Czecho-Slovakia. 
Doctor  Kaspar  is  survived  by  his  wife,  Toni;  daugh- 
ters, Mrs.  Opal  Kratky  and  Mrs.  Paul  Kuncl,  both 
of  Omaha,  and  Mrs.  Pearl  Fendrich,  Abie,  Nebr.; 
sons,  Joseph  F.,  Jr.,  and  Oliver  F.,  both  of  Prague. 

C.  W.  Lyons,  M.D.,  Ellinwood,  Kansas,  formerly 
of  Holbrook,  Nebraska.  Doctor  Lyons  died  at  Ellin- 
wood, March  3rd.  He  is  survived  by  his  wife,  Maude. 

Edwin  Rank  Vanderslice,  M.D.,  Oakland,  Calif.  A 
former  Nebraska  physician,  and  graduate  of  the  Uni- 
versity of  Nebraska  in  ’98,  Doctor  Vanderslice  died 
in  Oakland  on  Jan.  24,  1955.  He  was  seventy-nine 
years  old  at  the  time  of  death.  He  was  buried  at 
Cheney,  Nebraska. 


The  knowledge  accumulated  during  the  past  75 
years  has  left  unsolved  many  of  the  problems  of 
the  pathogenesis  of  tuberculosis.  Tuberculin  tests  re- 
veal that  even  in  our  communities  a very  large  per- 
centage of  the  adult  population  has  been  at  some 
time  infected  with  tubercle  bacilli.  Yet,  the  mor- 
bidity and  mortality  of  tuberculosis  have  decreased 
by  ten-to  twenty-fold  during  the  past  century.  It 
it  obvious,  therefore,  that  while  the  tubercle  bacillus 
is  the  specific  etiological  agent  of  infection,  there 
are  other  factors  which  are  responsible  for  convert- 
ing infection  into  tuberculous  disease.  In  other 
words,  the  etiology  of  disease  cannot  be  explained 
entirely  in  terms  of  the  etiology  of  infection.  Rene 
J.  Dubos,  M.D.,  Pub.  Health  Reports,  April,  1954. 


We  are  about  to  begin  another  year  of 
auxiliary  history.  No  one  can  predict  what 
this  year  may  hold,  but  whatever  circum- 
stances may  arise  we  will  do  our  share  to 
uphold  the  efforts  of  the  A.M.A. 

Doubtless  most  of  the  past  state  presi- 
dents will  agree  with  me  that  it  is  a little 
terrifying  to  find  one’s  self  the  leader  of  an 
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organization  such  as  ours,  embodying  broad 
interests  and  activities  distributed  over  an 
area  the  size  of  the  State  of  Nebraska.  One 
immediately  begins  to  question  whether  or 
not  she  will  be  capable  of  carrying  out  the 
duties  of  the  office  and  whether  she  will 
merit  the  trust  and  faith  that  the  auxiliary 
has  placed  in  her.  However,  on  second 
thought,  one  realizes  that  the  success  of  the 
auxiliary  does  not  depend  on  what  the  pres- 
ident does  as  an  individual,  but  rather  that 
it  does  depend  on  the  combined  efforts  of 
every  oficer,  every  chairman  and  every  mem- 
ber. It  is  because  of  this  thought  that  we 
approach  the  new  year  with  no  fear.  We 
approach  it  with  the  assurance  that  every 
auxiliary  member  will  do  her  part  willingly, 
because  she  belieevs  in  the  auxiliary.  With 
such  cooperation  our  group  is  destined  to 
succeed. 

You  have  met  the  newly  elected  officers 
for  the  coming  year.  I would  like  to  intro- 
duce to  you  the  appointive  officers,  and 
chairmen.  These  are  the  women  with  whom 
you  will  be  corresponding  throughout  the 
year.  May  1 suggest  that  each  of  you  take 
this  opportunity  to  meet  these  women, 
especially  in  your  particular  field  of  work. 
You  will  find  it  will  make  your  correspond- 
ence more  enjoyable  if  you  become  acquaint- 
ed while  at  convention. 

Recording  Secretary — Mrs.  Frank  Tanner,  Lincoln 
Corresponding  Secretary  — Mrs.  Robert  Garling- 
house,  Lincoln 

Advisor — Mrs.  Isaiah  Lukens,  Tekamah 
Parliamentarian — Mrs.  C.  L.  Hustead,  Falls  City 
Chaplain — Mrs.  P.  0.  Marvel,  Giltner 
Historian — Mrs.  W.  W.  Carveth,  Lincoln 
Program  Chairman — Mrs.  F.  G.  Travnicek,  Wilber 
Legisation  Chairman — Mrs.  Warren  Bosley,  Grand 
Island 

Publicity — Mrs.  Don  Purvis,  Lincoln 
Nurse  Recruitment — Mrs.  R.  E.  Harry,  York 
Today’s  Health — Mrs.  Edwin  Lyman,  Omaha 
Public  Relations — Mrs.  R.  B.  Rundquist,  Chappell 
Bulletin — Mrs.  Hiram  Hilton,  Lincoln 
Finance — Mrs.  Arthur  Offerman,  Omaha 
Civil  Defense — Mrs.  H.  E.  Runty,  DeWitt 
News  Letter — Mrs.  R.  E.  Garlinghouse,  Lincoln 
A.M.E.F. — Mrs.  J.  P.  Tollman,  Omaha 
Resolutions  and  Revisions — Mrs.  Dwight  Cherry, 
Lincoln 

Mental  Health — Mrs.  G.  Lee  Sandritter,  Ingleside 

Speaking  for  the  entire  Board,  I assure 
you  we  will  all  do  our  utmost  to  serve  you 
faithfully. 

MRS.  LYNN  SHARRAR,  President 


Medical  Auxiliary  Entertains  at  Luncheon — 

The  woman’s  auxiliary  to  the  Dawson 
County  Medical  Society  entertained  at  a 
luncheon  on  Friday,  April  22,  in  Lexing- 
ton, for  doctors  wives  from  Lincoln  County. 
There  were  twenty-one  present  for  the  lunch- 
eon, and  all  reported  a most  enjoyable  time. 

The  principal  speakers  folowing  the  lunch- 
eon were  Mrs.  Isaiah  Lukens  IV,  of  Te- 
kamah, President  of  the  Woman’s  auxiliary 
to  the  Nebraska  State  Medical  Association, 
and  Mrs.  James  Donelan,  of  Omaha,  past 
president.  Both  women  emphasized  the  ad- 
vantages for  wives  and  doctors  in  public  re- 
lations and  in  promoting  special  benevolent 
projects. 

The  Dawson  County  Auxiliary  was  con- 
gratulated for  the  establishment  of  a student 
nurse  loan,  of  which  Miss  Sue  Kyle  of  Co- 
zad  is  current  recipient.  They  were  also 
praised  for  their  great  increase  in  sales  of 
our  magazine,  “Today’s  Health.”  The  auxil- 
iary has  sold  693  per  cent  of  it’s  quota  which 
entitles  it  to  belong  to  the  “Most  Disting- 
uished” club,  being  fourth  high  county  na- 
tionally. 

Those  attending  the  luncheon  besides  Mrs. 
Lukens  and  Mrs.  Donelan,  were:  Mmes: 
Cliford  Pinkerton,  Stanley  Kerkhoff,  C.  F. 
Heider  Jr.,  William  Niehus,  and  Ed  Schom- 
berg,  of  North  Platte;  John  Baker,  of  Suth- 
erland; Mmes  Ray  Wycoff,  Arthur  Ander- 
son, Victor  Norall,  P.  Bryant  Olsson,  Dean 
McGee,  Ed  Watson,  and  William  Long,  of 
Lexington;  Mmes.  B.  W.  Pyle,  Sam  Perry 
and  H.  M.  Harvey,  of  Gothenburg;  and 
Mmes  C.  H.  Sheets,  C.  Hranac,  and  Rodney 
Sitorius,  of  Cozad. 

Officers  of  the  Howard  County  Hospital 
Auxiliary  were  recently  reelected.  They  are 
Mrs.  D.  C.  Powell,  president;  Mrs.  Herb- 
ert Falk,  vice-president;  Mrs.  Ed  Mann- 
lein,  secretary;  Mrs.  Oscar  Reynolds,  treas- 
urer. All  officers  are  automatically  mem- 
bers of  the  board  of  directors.  Also  elected 
were  Mrs.  E.  F.  Cerney,  chairman  of  the 
nominating  committee,  and  members  Lor- 
etta Keating,  Victoria  Nowak,  Dallas  Roh- 
man,  Ted  Sazama,  A.  W.  Krueger,  T.  W. 
Rasmussen,  St.  Paul;  Mrs.  Wayne  Cook, 
Cushing;  Mrs.  Joe  Krepel,  Elba. 

An  auxiliary  to  the  Four  County  Medical 
Society  was  recently  formed  at  the  regular 
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meeting  of  doctors  from  Valley,  Garfield, 
Greeley,  and  Wheeler  counties. 

Dr.  and  Mrs.  C.  J.  Miller  were  hosts.  Din- 
ner was  served  at  the  club. 

The  Woman’s  Auxiliary  was  formed  while 
the  men  held  their  meeting.  The  formation 
was  guided  by  Mrs.  Isaiah  Lukens,  IV,  state 
auxiliary  president,  and  Mrs.  James  Donelan, 
of  Omaha,  state  advisor.  Mrs.  Otis  Miller 
was  elected  new  president. 

Other  officers  included  Mrs.  Nyel  Moss, 
Arcadia,  vice-president;  Mrs.  Allen  Zemple, 
Burwell,  secretary-treasurer;  Mrs.  M.  E. 
Markley,  North  Loup,  chairman  of  Today’s 
Health,  Mrs.  Roy  Cram,  Burwell,  program 
chairman,  and  Mrs.  Paul  Martin,  Ord,  pub- 
licity. 

The  auxiliary  will  meet  once  a month  at 
the  same  time  as  the  doctors. 


Mrs.  John  C.  Kennedy  was  elected  presi- 
dent of  the  Doctors’  Wives  Club  at  the 
group’s  final  meeting  of  the  season,  Monday, 
at  the  Athletic  Club. 

Others  elected  were  Mmes.  William  E.  Kel- 
ley, vice-president;  Donald  Bucholz,  secre- 
tary, and  Edmond  Walsh,  treasurer. 

Mrs.  Lloyd  Hoffman  was  hostess.  Co- 
chairman  was  Mrs.  Harley  E.  Anderson. 
Assisting  were  Mmes.  Frederick  C.  Hill, 
Gerald  C.  O’Neil,  W.  A.  Muehlig,  W.  H.  Tay- 
lor, W.  Howard  Morrison,  Clyde  Moore,  Don- 
ald J.  Wilson,  William  T.  Ranee,  W.  H.  Tay- 
lor, Jr.,  and  Chester  Waters,  Jr. 

New  members  of  the  group  are  Mmes.  Ar- 
nold Lempka,  James  P.  Donelan,  and  Chester 
Farrell. 


Don’t  forget  the  thirty-second  annual  con- 
vention of  the  Woman’s  Auxiliary  to  the 
American  Medical  Association  to  be  held  in 
Atlantic  City,  N.  J.,  June  6 to  10,  1955. 
Headquarters  will  be  at  Hotel  Haddon  Hall. 
A very  cordial  invitation  is  extended  to  all. 

MRS.  DONALD  PURVIS, 

Publicity  Chairman. 


A home  care  program  for  the  tuberculous  rests 
on  the  assumption  that  an  intelligent,  cooperative 
patient,  partially  restored  to  health,  can  be  treated 
for  part  of  his  illness  at  home  to  his  ultimate  bene- 
fit. Editorial,  GP,  Jan.,  1954. 


Know  Your 
Blue  Shield  Plan 


The  liberalization  of  several  benefits  provided  un- 
der Nebraska  Blue  Shield’s  Standard  agreements 
was  approved  and  made  effective  on  April  27  by  the 
Board  of  Directors  of  the  Blue  Shield  Plan.  The  ex- 
panded benefits  will  be  provided  with  no  increase  in 
membership  dues,  and  apply  to  both  the  Series  J 
(Employee*-  Group)  and  Series  MS3  (Individual) 
agreements. 

The  action  of  the  Board  of  Directors  followed  an 
extensive  study  of  claim  expenses  over  the  last  three 
years  to  determine  the  feasibility  of  assuming,  un- 
der present  rates,  the  increased  liability  which 
would  be  incurred  with  an  increase  in  benefits. 

Approval  was  given  for  increases  in  benefit  pay- 
ments for  the  following: 

ANESTHESIA 

Increases  averaging  50%  over  the  amounts  al- 
lowed for  anesthesia  services  listed  in  the  Standard 
membership  agreement.  Payments  will  be  made  on 
the  basis  of  surgical  procedure  rather  than  on  the 
basis  of  time. 

LIGATION  OF  VEINS 

Increase  from  $40.00  to  $50.00  for  ligation  and  di- 
vision of  saphenous  vein  and  branches  at  sapheno- 
femoral  junction,  with  or  without  injection,  stripping 
or  division  at  lower  level  of  thigh,  unilateral.  In- 
crease from  $75.00  to  $100.00  for  ligation,  same  as 
above,  bilateral.  Increase  from  $40.00  to  $75.00  for 
ligation  with  long  incision  from  thigh  to  internal 
malleolus  on  inner  part  of  lower  leg,  ligation  of 
deep  communicating  veins,  excluding  excision  of  ul- 
cer and  graft,  unilateral.  Increase  from  $100.00  to 
$150.00  for  ligation,  same  as  above,  bilateral. 

Approval  was  also  given  to  allow  benefits  for 
treatment  of  nasal  fractures  without  confirmation 
by  x-rays. 

Beginning  June  15,  Nebraska  Blue  Shield  will  pro- 
vide regular  membership  benefits  to  eligible  de- 
pendent children  FROM  THIRTY  DAYS  OF  AGE, 
instead  of  after  ninety  days,  as  at  present. 

A bulletin  listing  these  benefit  increases  will  be 
mailed,  during  June,  to  all  physicians. 

TUBERCULOSIS  ABSTRACTS 

TUBERCULOSIS  IN  CHILDREN 

— By  Edith  M.  Lincoln,  M.D.,  NTA  Bulletin,  March,  1954. 

Chemotherapy  has  been  very  useful  in  reducing 
the  death  rate  from  first  infection,  often  called 
primary  tuberculosis,  in  children.  In  many  sections 
of  the  United  States  the  death  rate  in  children 
has  always  been  low.  Because  good  control  of  tu- 
berculosis in  adults  has  been  established,  there  are 
relatively  few  active  cases  and  consequently,  few 
children  are  infected. 

The  effect  of  chemotherapy  can  best  be  judged 
in  areas  where  formerly  the  death  rate  in  children 
was  high.  Such  a situation  is  found  in  the  chest 
clinic  of  the  Children’s  Medical  Service  of  Belle- 
vue Hospital,  a large  municipal  hospital  in  New 
York  City.  Patients  on  this  service  come  mainly 
from  families  of  very  low  economic  level,  frequently 
receiving  public  assistance,  and  living  in  crowded 
conditions. 
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Twenty  years  ago  one  of  every  five  children 
admitted  to  the  tuberculosis  ward  of  Bellevue  Hos- 
pital died  of  the  disease,  usually  within  a year. 
Most  of  these  children  were  first  diagnosed  in  the 
hospital  because  a tuberculin  test  was  part  of  the 
examination  on  admission.  Of  those  who  were  ad- 
mitted with  the  diagnosis  of  tuberculosis  the  great 
majority  had  originally  been  found  by  contact  ex- 
aminations or  by  tuberculin  tests.  The  death  rate 
in  tuberculous  children  was  unchanged  until  strep- 
tomycin became  available  late  in  1946. 

In  tuberculous  meningitis,  which  caused  60  per 
cent  of  the  deaths  from  primary  tuberculosis,  the 
case  fatality  rate  fell  to  32  per  cent  between  1947 
and  1951  after  chemotherapy  was  employed.  When 
isonicotinic  acid  derivatives  were  introduced  in  1952, 
the  case  fatality  rate  was  lowered  to  about  12  per 
cent.  Before  chemotherapy  tuberculous  meningitis 
was  100'  per  cent  fatal. 

The  use  of  antimicrobial  therapy  in  other  seri- 
ous forms  of  tuberculosis  has  been  even  more  ef- 
fective. Since  January  1,  1947,  only  one  child  at 
Bellevue  Hospital  has  died  of  miliary  tuberculosis, 
which  until  then  was  almost  100  per  cent  fatal, 
and  only  one  baby  died  of  tuberculous  disease  of 
the  lung  caused  by  local  spread  from  the  primary 
disease.  Thus,  in  one  hospital  the  case  fatality  rate 
from  primary  tuberculosis  and  its  complications  fell 
from  over  20  per  cent  to  5.0  per  cent  after  strep- 
tomycin and  to  1.5  per  cent  after  the  introduction 
of  isoniazid. 

But  mere  survival  is  not  enough.  The  great 
majority  of  the  survivors  from  meningitis,  after 
long  convalescence,  are  leading  normal  lives,  but 
a few  show  remains  of  the  disease  in  partially 
paralyzed  limbs  or  in  diminished  mental  capacity. 
Such  poor  results  seem  to  occur  most  often  when 
the  meningitis  is  not  diagnosed  and  treated  in  an 
early  stage.  No  one  form  of  treatment  will  ensure 
complete  recovery  from  tuberculous  meningitis.  The 
most  important  factors  in  success  would  seem  to 
be  an  awareness  of  the  possibility  of  tuberculosis 
and  the  recognition  of  the  need  for  vigorous  and 
prolonged  therapy.  A child  with  tuberculous  men- 
ingitis diagnosed  late  is  more  likely  to  die,  and  if 
he  recovers,  is  more  likely  to  show  evidence  of 
damage  due  to  the  disease. 

The  importance  of  early  diagnosis  and  prolonged 
treatment  applies  equally  well  to  other  forms  of 
tuberculosis.  A small  cavity  within  a locally  pro- 
gressive primary  tuberculosis  of  the  lung  without 
much  evidence  of  pulmonary  spread  on  X-ray  will 
often  heal  under  chemotherapy  and  remain  well. 
On  the  other  hand,  chemotherapy  may  save  the 
life  of  a child  with  more  extensive  diseases  but 
at  a later  date  surgery  becomes  necessary  because 
a cavity  or  extensive  scarring  persists.  Even  when 
a complete  cure  is  obtained  the  child  has  undergone 
years  of  hospital  care  which  might  have  been  avoid- 
ed by  earlier  diagnosis  of  the  pulmonary  tubercu- 
losis. 

Chemotherapy  is  useful  in  other  complications 
of  primary  tuberculosis.  Sometimes  in  tuberculous 
disease  of  the  bones  or  glands  a sinus  has  been 
formed  causing  drainage  through  the  skin.  In  such 
cases  almost  magical  results  have  been  seen  with 
specific  therapy,  with  prompt  closing  of  the  sinus, 
often  permitting  surgery  which  would  have  been 
impossible  without  chemotherapy.  In  tuberculosis 
of  the  intestines  the  symptoms  disappear  quickly 


when  the  patient  receives  antimicrobial  therapy. 
Many  other  forms  of  tuberculosis  are  also  cured  by 
appropriate  chemotherapy. 

In  other  complications  of  primary  tuberculosis, 
such  as  disease  of  the  bones,  or  of  the  lymph  glands, 
it  is  hard  to  evaluate  the  results  of  chemotherapy, 
since  such  forms  tend  to  be  chronic  and  even  with- 
out treatment  have  periods  of  spontaneous  remis- 
sion. Here  again,  when  the  complication  is  diag- 
nosed before  extensive  damage  is  done,  cure  by 
chemotherapy  or  conservative  treatment  or  both 
often  results,  whereas  in  late  cases  surgery  is  often 
required.  In  some  forms  of  primary  tuberculosis, 
notably  in  disease  of  the  bronchi  or  endrobronchial 
tuberculosis,  so  common  in  infants  and  young  chil- 
dren, no  form  of  chemotherapy  so  far  devised  has 
appeared  to  either  alleviate  symptoms  or  shorten 
the  course  of  the  disease. 

No  child  should  be  operated  on  for  a tubercu- 
lous complication  without  receiving  chemotherapy 
during  the  period  of  surgery  and  for  a few  weeks 
thereafter.  Indeed  it  may  be  said  that  because  of 
the  danger  of  spread  of  the  tuberculous  disease, 
no  child  with  active  tuberculosis  should  receive  sur- 
gical treatment  for  any  cause  without  coverage  with 
antimicrobial  therapy. 

The  question  of  the  necessity  for  specific  treat- 
ment of  uncomplicated  asymptomatic  primary  tu- 
berculosis is  still  under  discussion.  There  was  no 
reason  for  treating  such  cases  with  streptomycin. 
With  the  advent  of  isoniazid  we  have  a different 
story.  While  again  there  seems  to  be  no  clear 
proof  that  the  disease  at  the  portal  of  entry  is 
affected  for  the  better,  no  one  has  reported  a case 
of  clinical  meningitis  developing  in  a patient  who 
was  receiving  isoniazid.  This  is  true  even  in  indi- 
viduals treated  for  miliary  tuberculosis,  a form  of 
tuberculosis  in  which  the  meningitis  rate  has  been 
reported  as  high  as  70  per  cent.  If  these  observa- 
tions can  be  substantiated,  the  use  of  isoniazid  must 
be  considered  in  every  child  with  active  primary 
tuberculosis  and  possibly  in  those  with  recent  con- 
version of  tuberculin  tests  even  if  chest  X-rays 
are  negative.  Moreover,  it  will  be  necessary  to 
treat  with  isoniazid  for  at  least  a year  since  it  is 
known  that  meningitis  is  most  apt  to  occur  during 
this  period.  This  will  be  a tremendous  task  and  we 
should  be  sure  of  our  facts  before  undertaking  it. 

The  right  way  to  prove  the  usefulness  of  isoni- 
azid in  the  prevention  of  meningitis  would  be  to 
follow  a series  of  children  with  primary  tubercu- 
losis in  which  some  cases  are  treated  for  a year 
and  a similar  control  group  is  not  treated,  the 
selection  of  cases  for  each  group  being  made 
arbitrarily.  Such  a study  is  now  under  way  in 
Bellevue  Hospital.  Since  the  incidence  rate  of  men- 
ingitis in  primary  tuberculosis  is  unknown,  a large 
number  of  cases  may  be  necessary  to . decide  this 
important  question. 

If  tuberculous  meningitis  and  other  serious  com- 
plications can  be  prevented  by  the  wider  use  of 
antimicrobial  therapy,  it  will  be  a great  step  for- 
ward. But  it  will  not  eliminate  the  need  for  early 
diagnosis  of  every  child  infected  with  tubercle 
bacilli  before  complications  occur.  Widespread  use 
of  the  tuberculin  test  in  schools  and  hospitals  and 
by  private  physicians  is  needed  in  order  to  promote 
early  diagnosis  of  tuberculosis  and  augment  the 
usefulness  of  chemotherapy  in  prevention  as  well 
as  treatment. 


228 


Nebraska  S.  M.  J. 


PRO-BANTHINE®  in  duodenal  ulcer 


Dramatic  Remission  of  Ulcer  Pain 


Pain  of  ulcer  is  associated  with 
hypermotility;  the  pain  is  relieved  when  abnormal 
motility  is  controlled  by  Pro-Banthine. 


In  studying1  the  mechanism  of  ulcer  pain,  it  is 
obvious  that  there  are  at  least  two  factors  which 
must  be  considered:  namely,  hydrochloric  acid 
and  motility. 

. . our  studies  indicate  that  ulcer  pain  in  the 
uncomplicated  case  is  invariably  associated  with 
abnormal  motility.  . . . 

“Prompt  relief  of  ulcer  pain  by  ganglionic 
blocking  agents  . . . coincided  exactly  with  cessa- 
tion of  abnormal  motility  and  relaxation  of  the 
stomach.” 

Pro-Banthine  Bromide  (,8-diisopropylamino- 
ethyl  xanthene-9-carboxylate  methobromide, 
brand  of  propantheline  bromide)  is  a new,  im- 
proved, well  tolerated  anticholinergic  agent  which 
consistently  reduces  hypermotility  of  the  stomach 
and  intestinal  tract.  In  peptic  ulcer  therapy2 
Pro-Banthine  has  brought  about  dramatic  remis- 
sions, based  on  roentgenologic  evidence.  Con- 
currently there  is  a reduction  of  pain,  or  in  many 
instances,  the  pain  and  discomfort  disappear 
early  in  the  program  of  therapy. 


One  of  the  typical  cases  cited  by  the  authors2 
is  that  of  a male  patient  who  refused  surgery 
despite  the  presence  of  a huge  crater  in  the  duo- 
denal bulb. 

“This  ulcer  crater  was  unusually  large,  yet  on 
30  mg.  doses  of  Pro-Banthine  [q.i.d.]  his  symp- 
toms were  relieved  in  48  hours  and  a most  dra- 
matic diminution  in  the  size  of  the  crater  was 
evident  within  12  days.” 

Pro-Banthine  is  proving  equally  effective  in  the 
relief  of  hypermotility  of  the  large  and  small 
bowel,  certain  forms  of  pylorospasm,  pancreatitis 
and  ureteral  and  bladder  spasm.  G.  D.  Searle  & 
Co.,  Research  in  the  Service  of  Medicine. 


1.  Ruffin,  J.  M. ; Baylin,  G.  J. ; Legerton,  C.  W.,  Jr.,  and 
Texter,  E.  C.,  Jr. : Mechanism  of  Pain  in  Peptic  Ulcer, 
Gastroenterology  23 :252  (Feb.)  1953. 

2.  Schwartz,  I.  R. ; Lehman,  E. ; Ostrove.  R..  and  Seibel, 
J.  M. : A Clinical  Evaluation  of  a New  Anticholinergic 
Drug,  Pro-Banthine,  Gastroenterology  25:416  (Nov.) 
1953. 
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have  to  serve  on  active  duty  for  an  extra 
year;  if  the  scholarship  were  for  more  than 
a year,  he  would  have  to  spend  three  extra 
years  on  active  duty. 

At  this  writing  Congress  continues  to 
show  no  particular  interest  in  reinsurance  of 
medical  insurance  plans,  a bill  that  the  ad- 
ministration considers  important.  Nor  have 
hearings  been  scheduled  yet  on  the  No.  2 ad- 
ministration bill,  that  providing  federal 
guarantee  for  mortgages  on  such  health  fa- 
cilities as  hospitals  and  clinic. 

TV  Cameras  Focus  on  AM  A Annual  Meeting — 

What  goes  on  behind  the  scenes  at  the 
world’s  largest  medical  meeting  will  be  the 
theme  of  the  “March  of  Medicine”  telecast 
on  Tuesday,  June  7.  This  third  program  in 
the  1955  spring  series  of  “March  of  Medi- 
cine” shows  will  be  beamed  directly  from  the 
convention  halls  of  the  A.M.A.’s  104th  An- 
nual Meeting  at  Atlantic  City.  Sponsored  by 
Smith,  Kline  and  French  Laboratories  in  co- 
operation with  the  A.M.A.,  the  live  telecast 


will  be  carried  over  the  NBC-TV  network  at 
7:30  p.m.,  CST. 

Outstanding  scientific  features  of  the 
meeting  will  be  presented  for  the  benefit  of 
those  physicians  unable  to  attend  the  meet- 
ing as  well  as  the  interested  general  public. 
Check  local  newspapers  for  the  station  in 
your  area. 

New  Pamphlet  Lists  “Ups”  in 
Medical  Education — 

Record  achievements  by  our  nation’s  med- 
ical schools  during  the  past  year  are  em- 
phatically pointed  up  in  an  attractive  new 
12-page  pamphlet  currently  in  production  by 
the  American  Medical  Asociation.  The  pam- 
phlet entitled,  “What’s  Up  With  Our  Medi- 
cal Schools?”  discusses  four  main  phases  of 
medical  education  in  which  the  80  approved 
medical  schools  in  the  country  now  are  sur- 
passing all  previous  records.  These  areas 
are:  (1)  medical  school  enrollments;  (2) 
number  of  medical  school  graduates;  (3) 
medical  school  finances,  and  (4)  medical 
school  facilities. 

(Continued  on  page  31  A) 
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Particularly  suitable  for  distribution  in 
doctors’  reception  rooms,  through  schools 
and  at  health  fairs,  quantities  of  the  pam- 
phlet will  be  available,  after  July  1,  from 
state  medical  association  or  the  A.M.A.’s 
Public  Relations  Department. 


Commissions  for  Interns  and  Residents — 

The  Army  Surgeon  General’s  Office  says 
that  interns  or  residents  with  an  obligation 
for  military  service  who  plan  to  enter  active 
duty  this  July  should  ask  the  Army  for  nec- 
essary forms  “immediately.”  The  service 
points  out  that  speed  is  imperative  because 
it  takes  several  months  to  obtain  a reserve 
commission.  The  physician  already  com- 
missioned, who  expect  to  go  on  duty  in  July, 
should  advise  either  the  Army  headquarters 
from  which  he  received  his  commission  or 
the  Surgeon  General. 

VA  Hospitals 

Results  of  a mail  survey  of  all  Veterans 
Administration  hospitals  have  been  published 


by  the  House  Veterans  Affairs  Committee. 
Questions  concerned  length  of  stay,  waiting 
lists,  location  of  operating  beds,  cost  of  liv- 
ing quarters,  number  and  classifications  of 
staff,  number  of  medical  consultants  and 
their  compensation,  effect,  if  any,  of  the  new 
ability-to-pay  statement,  and  miscellaneous 
information.  The  average  stay  in  general 
medical  and  surgery  hospitals  ranged  from 
20  to  35  days.  Hospital  managers,  asked  to 
appraise  the  effectiveness  of  the  new  admis- 
sion form,  varied  in  their  reactions.  A com- 
mon comment  was  along  the  folowing  lines : 
“The  requirement  of  completing  the  adden- 
dum has  had  little  if  any  effect  on  the  num- 
ber of  applicants  received.  However,  it  def- 
initely causes  the  applicant  to  consider  his 
financial  status,  and  makes  him  aware  that 
he  is  stating  he  is  unable  to  defray  the  ex- 
penses of  hospitalization.”  Response  to  the 
question  on  the  amount  colected  on  hospital 
insurance  for  veterans  indicated  that  some 
hospitals  collect  only  a small  fraction  of  the 
amount  billed,  while  others  recover  as  much 
as  50  per  cent.  The  report  filed  by  the  Vet- 
erans Affairs  Committee  merely  sets  down 
the  information  as  obtained  from  hospital 
(Continued  on  page  37-A) 
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Nebraska  State  Medical  Association  Officers  and  Committees 


OFFICERS 

Earl  F.  Leininger,  McCook President 

W.  E.  Wright,  Creighton President-Elect 

Clarence  E.  Minnick,  Cambridge Vice-President 

R.  B.  Adams,  Lincoln Secretary-Treasurer 

M.  C.  Smith,  Lincoln Executive  Secretary 


BOARD  OF  TRUSTEES 

Fay  Smith,  Chairman Imperial 

G.  E.  Peters Randolph 

J.  E.  M.  Thomson Lincoln 

A.  A.  Ashby Geneva 

R.  B.  Adams Lincoln 


Delegates — K.  S.  J.  Hohlen,  Lincoln;  J.  D.  McCarthy,  Omaha 
Alternates — H.  S.  Morgan,  Lincoln;  E.  F.  Leininger,  McCook 


COUNCIL  ON 
PROFESSIONAL  ETHICS 

K.  S.  J.  Hohlen,  Chm Lincoln 

John  R.  Kleyla Omaha 

C.  F.  Heider North  Platte 

G.  E.  Charlton Norfolk 

Clarence  Minnick Cambridge 

COMMITTEES 

Education 

Advisory  to  Auxiliary 
Raymond  G.  Lewis,  Chm._Omaha 

Robert  Morgan Alliance 

Lynn  E.  Sharrar Lincoln 

Allied  Professions 

C.  W.  Guildner,  Chm Hastings 

Max  Coe Wakefield 

A.  E.  Freed Omaha 

Otis  W.  Miller Ord 

W.  J.  McMartin Omaha 

BLOOD  PRODUCTS 

D.  H.  Morgan,  Sr.,  Chm._McCook 

Frank  Tanner Lincoln 

Ted  Riddell Scottsbluff 

Geo.  E.  Stafford Lincoln 

J.  R.  Schenken Omaha 

Constitution  and  By-Laws 

R.  S.  Wycoff,  Chm Lexington 

R.  B.  Adams Lincoln 

Emergency  Medical  Service 
J.  P.  Redgwick,  Chm Omaha 

F.  S.  Webster Lincoln 

J.  J.  Freymann Omaha 

G.  P.  Charlton Hastings 

J.  T.  Hanna Scottsbluff 

Hospital  and 
Professional  Relations 

Howard  B.  Hunt,  Chm Omaha 

F.  G.  Gillick Omaha 

Frank  Cole Lincoln 

K.  S.  J.  Hohlen Lincoln 

John  R.  Schenken Omaha 

Insurance 

Geo.  H.  Misko,  Chm Lincoln 

L.  T.  Heywood Omaha 

H.  D.  Runty DeWitt 

Paul  Maxwell Lincoln 

Journal  and  Publication 

F.  W.  Niehaus,  Chm Omaha 

Paul  Bancroft Lincoln 

George  Stewart Norfolk 

Library,  Necrology  and  Records 

George  Salter,  Chm Norfolk 

W.  C.  Harvey,  Jr Gering 

Forrest  Rose Lincoln 

Medical  Education 

D.  B.  Steenburg,  Chm Aurora 

F.  Lowell  Dunn Omaha 

Harold  S.  Morgan Lincoln 

Earle  G.  Johnson Grand  Island 

W.  E.  Wright Creighton 

Max  Gentry Gering 

Fay  Smith Imperial 


Medical  Service 

E.  B.  Reed,  Chm Lincoln 

LeRoy  Lee Omaha 

J.  S.  Broz Alliance 

John  Hartigan Omaha 

C.  H.  Sheets Cozad 

Medicolegal  Advice 

J.  P.  Gilligan,  Chm Nebr.  City 

R.  B.  Adams Lincoln 

Wm.  L.  Sucha Omaha 

Planning 

H.  S.  Morgan,  Chm Lincoln 

A.  B.  Anderson Pawnee  City 

Harley  Anderson Omaha 

W.  W.  Carveth Lincoln 

Prepayment  Medical  Care 

H.  A.  Jakeman,  Chm. Fremont 

John  Brush Omaha 

C.  R.  Brott Beatrice 

Public  Relations 

Houghton  F.  Elias,  Chm._Beatrice 

J.  B.  Christensen Omaha 

Maurice  Frazer Lincoln 

J.  P.  Gilligan Nebraska  City 

Geo.  Hoffmeister Hastings 

R.  L.  Cassel Fairbury 

D.  B.  Wengert Fremont 

Rural  Medical  Service 
Charles  Ashby,  Chm. Geneva 

E.  G.  Brillhart Columbus 

Dan  Nye Kearney 

Walter  Reiner Holdrege 

R.  E.  Penry Hebron 

Clyde  Kleager Hastings 

Scientific  Assembly 
Horace  V.  Munger,  Chm._Lincoln 

John  L.  Batty McCook 

A.  C.  Johnson Omaha 

Lee  Stover Lincoln 

T.  T.  Smith Omaha 

R.  B.  Adams Lincoln 

Speakers  Bureau 

Robert  0.  Garlinghouse, 

Chm.  Lincoln 

Fred  Ferciot Lincoln 

John  Brown Lincoln 

John  E.  Courtney Omaha 

H.  J.  Lehnhoff Omaha 

J.  J.  O’Neill Omaha 

Uniform  Fee  Schedule  and 
Advisory  to  Govt.  Agencies 
R.  E.  Garlinghouse,  Chm._Lincoln 

A.  J.  Schwedhelm Norfolk 

W.  W.  Waddell Beatrice 

Veterans  Affairs  (Interim) 

J.  P.  Redgwick,  Chm Omaha 

A.  J.  Offerman Omaha 

Horace  Munger Lincoln 

R.  0.  Garlinghouse Lincoln 

D.  B.  Wengert Fremont 

United  Health  Fund 

James  F.  Kelly,  Chm Omaha 

Max  M.  Raines North  Platte 

Eric  G.  DeFlon Chadron 

W.  W.  Carveth Lincoln 

John  W.  Gatewood Omaha 


RESEARCH 

Arthritis 

F.  L.  Dunn,  Chm Omaha 

Stewart  D.  Campbell- Scottsbluff 
Robert  Reeder Fremont 

Cancer 

B.  R.  Bancroft,  Chm Kearney 

John  T.  McGreer,  Jr Lincoln 

Ralph  Moore Omaha 


Cardiovascular 

0.  A.  Kostal,  Chm Hastings 

Wm.  M.  McGrath — Grand  Island 
Fred  W.  Niehaus Omaha 

Cerebral  Palsy 

C.  Fred  Fericot,  Chm Lincoln 

Robert  M.  House Grand  Island 

L.  J.  Gogela Lincoln 

Diabetes 

Morris  Margolin,  Chm Omaha 

S.  M.  Rathbun Beatrice 

L.  E.  Dickinson McCook 

Fracture 

Chet  Waters,  Jr.,  Chm Omaha 

John  Heinke Scottsbluff 

Frank  Stone Lincoln 

Industrial  Health 

James  Ryder,  Chm Omaha 

Robert  Hillyer Lincoln 

G.  Prentiss  McArdle Omaha 

Maternal  and  Child  Health 

Lee  Olson,  Chm Omaha 

Hamilton  H.  Morrow Fremont 

Donald  Vroman Omaha 

Mental  Hygiene 

Robert  S.  Wigton,  Chm. Omaha 

G.  L.  Sandritter Ingleside 

Robert  J.  Stein Lincoln 

Stewart  P.  Wiley Gering 

Theo.  Koefoot,  Jr Broken  Bow 

Fay  Smith Imperial 

Polio  Coordinating  (Interim) 

Harold  N.  Neu,  Chm Omaha 

W.  R.  Hamsa Omaha 

J.  P.  Tollman Omaha 

Fritz  Teal Lincoln 

Warren  Bosley Grand  Island 

Wm.  Gentry Gering 

W.  W.  Bartels Lincoln 

Public  Health 

Val  C.  Verges,  Chm Norfolk 

E.  A.  Rogers Lincoln 

H.  C.  Stewart Pawnee  City 

Tuberculosis 

J.  H.  Murphy,  Chm Omaha 

Arthur  Anderson Lexington 

Wm.  E.  Nutzman Kearney 

Venereal  Diseases 

Don  Wilson,  Chm Omaha 

John  H.  Barthell Lincoln 

Leroy  W.  Lee Omaha 
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AMA  Plans  New  Type  Health  Exhibits — 


(Continued  from  page  31- A 


managers  and  does  not  atempt  to  sumarize 
or  analyze  it  or  to  reach  conclusions. 


Pamphlets  on  Voluntary  Health  Insurance — 

The  Council  on  Medical  Service,  at  A.M.A. 
headquarters,  has  available  five  curent  pam- 
phlets dealing  with  the  general  subject  of 
voluntary  health  insurance.  They  are  (1) 
“Voluntary  Prepayment  Medical  Benefit 
Plans,  1954,”  (2)  “Charts  and  Graphs,  1954” 
(supplement  to  the  preceding  pamphlet), 
(3)  “The  Growth  of  Voluntary  Health  In- 
surance,” (4)  “The  Extent  of  Voluntary 
Health  Insurance  Coverage  in  the  U.S.,  1954,” 
and  (5)  “The  Health  Insurance  Story.”  The 
first  three  pamphlets  are  published  by  the 
Council  on  Medical  Service  and  its  Commit- 
tee on  Prepayment  Medical  and  Hospital 
Service.  The  fourth  and  fifth  are  published 
by  the  Survey  Committee  of  the  Health  In- 
surance Council.  Requests  for  these  pam- 
phlets may  be  directed  to  the  Council  on 
Medical  Service,  A.M.A.  headquarters. 


To  acquaint  people  with  their  bodies  and 
the  size  and  location  of  various  organs,  the 
A.M.A. ’s  Bureau  of  Exhibits  currently  is 
planning  a new  series  of  exhibits  depicting 
the  basic  anatomy  of  the  human  body.  Each 
exihibit  will  feature  life-size,  three-dimen- 
sion models  of  particular  parts  of  the  body 
and  should  prove  invaluable  as  a health-edu- 
cation-aid. ^Typical  of  this  new  group  of  ex- 
hibits is  “Life  Begins”  which  tells  the  mir- 
aculous story  of  the  beginnings  of  life.  Ac- 
tual human  fetuses  embedded  in  plastic  will 
trace  the  growth  of  a baby  from  four  weeks 
to  nine  months.  Also  included  will  be  a 
three-dimension,  life-size  model  of  the  female 
pelvis,  and  diagrams  showing  the  uniting  of 
the  sperum  and  ovum,  the  division  of  cells, 
and  the  travel  of  the  ovum  into  the  uterus. 
The  final  section  of  the  exhibit  will  portray, 
life-size,  the  actual  delivery  of  a baby.  This 
exhibit  will  be  available  about  September  15, 
1955. 

Others  in  the  series,  scheduled  for  release 
next  year,  will  be  on  vision  and  hearing. 
Tentative  titles  are  “We  See”  and  “We 

(Continued  on  page  40- A) 
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PICKER  X-RAY  CORPORATION 
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OMAHA  - LINCOLN  - SCOTTSBLUFF 
DENVER  - SIOUX  CITY 
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TO  SERVE  THE  PROFESSION  OF  NEBRASKA 
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I 


J.  K.  DUNN,  Vice  President 
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Laboratories  of 
Clinical  Pathology 

731-6  Medical  Arts  Bldg. 

OMAHA,  NEBRASKA 

A.  S.  RUBNITZ,  M.D.,  Director 

ELECTROCARDIOGRAPHY 
TISSUE  DIAGNOSIS 
Chemical,  Bacteriological, 
Serological,  and  Metabolic 
— Determinations  — 


NEBRASKA  STATE  MEDICAL  ASSOCIATION 
Councilor  Districts  and  Component  County  Medical  Societies 


Councilor  Districts  and  Counties 

First  District:  Councilor:  Paul 

Read,  Omaha.  Counties : Doug- 
las, Sarpy. 

Second  District : Councilor : W.  C. 
Kenner,  Nebraska  City ; Coun- 
ties : Lancaster,  Otoe,  Cass. 

Third  District:  Councilor:  Harvey 

Runty,  DeWitt.  Counties : Gage, 

Johnson,  Nemaha,  Pawnee,  Rich- 
ardson. 

Fourth  District  Councilor:  W.  Ben- 
thack,  Wayne.  Counties : Knox, 
Cedar,  Dixon,  Dakota,  Antelope, 
Pierce,  Thurston,  Madison,  Stan- 
ton, Cuming,  Wayne. 

Fifth  District:  Councilor:  R.  T. 

VanMetre,  Fremont.  Counties : 
Burt,  Washington,  Dodge,  Platte, 
Colfax,  Boone,  Nance,  Merrick. 

Sixth  District:  Councilor:  Robert 

Harry,  York.  Counties : Saun- 

ders, Butler,  Seward,  Polk,  York, 
Hamilton. 

Seventh  District:  Councilor:  F.  A. 
Mountford,  Davenport.  Counties : 
Saline,  Clay,  Fillmore,  Nuckolls, 
Thayer,  Jefferson. 

Eighth  District:  Councilor:  R.  R. 
Brady,  Ainsworth.  Counties : 
Cherry,  Keyapaha,  Brown,  Rock, 
Holt,  Sheridan,  Boyd. 

Ninth  District:  Councilor:  B.  R. 

Bancroft,  Kearney ; Counties : 
Hall,  Custer,  Valley,  Greely, 
Sherman,  Howard,  Dawson,  Buf- 
falo, Grant,  Hooker,  Thomas, 
Blaine,  Wheeler,  Loup,  Garfield. 

Tenth  District:  Councilor:  F.  M. 

Karrer,  McCook  ; Counties  : Gos- 
per, Phelps,  Adams,  Furnas, 
Harlan,  Franklin,  Webster,  Kear- 
ney, Red  Willow,  Chase,  Fron- 
tier, Dundy,  Hitchcoc?*. 

Eleventh  District:  Councilor:  C.  F. 
Heider,  North  Platte.  Counties : 
Lincoln,  Perkins,  Keith,  Mc- 
Pherson, Garden,  Arthur,  Logan, 
Deuel. 

Twelfth  District:  Councilor:  Frank 
Herhahn,  Scottsbluff.  Counties : 
Scotts  Bluff,  Banner,  Box  Butte, 
Morrill,  Kimball,  Cheyenne, 
Sioux,  Dawes 


COMPONENT  COUNTY  SOCIETIES 

COUNTY  PRESIDENT  SECRETARY 

Adams  (10) C.  L.  Kleager,  Hastings W.  R.  Richard,  Hastings 

Boone  (5) W.  J.  Reeder,  Cedar  Rapids H.  C.  Henderson,  St.  Edward 

Box  Butte  (12) T.  D.  Fitzgerald,  Alliance F.  P.  Sucgang,  Alliance 

Buffalo  (9) R.  D.  Johnson,  Kearney O.  R.  Hayes,  Kearney 

Burt  (5) R.  H.  Tibbels,  Oakland J.  G.  Allen,  Tekamah 

Butler  (6) D.  E.  Burdick,  David  City W.  C.  Niehaus,  David  City 

Cass  (2) R.  R,  Andersen,  Nehawka L.  N.  Kunkel,  Weeping  Water 

Ced. -Dix. -Dak. -Th.-Wayne  (4)  Robert  Benthack,  Wayne H.  J.  Billerbeck,  Randolph 

Cheyenne-Kimball-Deuel  (12). J.  E.  Thayer,  Sidney D.  L.  Larson,  Chappell 

Clay  (7) Wm.  Berrick,  Edgar H.  V.  Nuss,  Sutton 

Colfax  (5) Lloyd  Wagner,  Leigh „W.  J.  Kavan,  Clarkson 

Custer  (9) C.  D.  Spivey,  Anselmo P.  H.  J.  Carothers,  Broken  Bow 

Dawson  (9) A.  W.  Anderson,  Lexington M.  J.  Ayres,  Gothenburg 

Dodge  (5) J.  R.  Simmons,  Hooper R.  C.  Reeder,  Fremont 

Fillmore  (7) A.  A.  Ashby,  Geneva C.  F.  Ashby,  Geneva 

Franklin  (10) Lloyd  S.  McNeill,  Campbell C.  J.  Thomas,  Franklin 

Four  County  (9) Murray  Markley,  North  Loup Allen  Zempel,  Burwell 

Gage  (3) S.  M.  Rathbun,  Beatrice V.  L.  Branson,  Beatrice 

Garden-Keith-Perkins  (11) A.  B.  Albee,  Oshkosh Donald  Eberle,  Ogallala 

Hall  (9) J.  R.  Wells,  Gr.  Island S.  F.  Nabity,  Gr.  Island 

Hamilton  (6) D.  B.  Steenburg,  Aurora J.  M.  Woodard,  Aurora 

Harlan  (10) W.  C.  Bartlett,  Alma L.  G.  Agee,  Alma 

Holt  and  Northwest  (8) R.  W.  Wilson,  O’Neill Robert  Langdon,  O’Neill 

Howard  (9) A.  H.  Holm,  Wolbach E.  C.  Hanisch,  St.  Paul 

Jefferson  (7) W.  P.  Yoachim,  Fairbury R.  L.  Cassel,  Fairbury 

Johnson  (3) J.  C.  Schutz,  Tecumseh J.  A.  Lanspa,  Tecumseh 

Lancaster  (2) J.  Marshall  Neely,  Lincoln M.  P.  Brolsma,  Lincoln 

Lincoln  (11) W.  B.  Niehus,  Sutherland C.  C.  Pinkerton,  North  Platte 

Madison  Six  (4) A.  E.  Mailliard,  Osmond F.  A.  Bulawa,  Norfolk 

Merrick  (5) A.  D.  Brown.  Central  City Lee  C.  Holmes,  Central  City 

Nance  (5) Kenneth  R.  Dalton,  Genoa James  C.  Maly,  Fullerton 

Nemaha  (3) F.  M.  Tushla,  Auburn F.  L.  Krampert,  Auburn 

Northwest  Nebraska  (8) Eric  G.  DeFlon,  Chadron Geo.  Lloyd  John,  Chadron 

Nuckolls  (7) C.  T.  Mason,  Superior A.  I.  Webman,  Superior 

Omaha-Douglas  (1) C.  W.  McLaughlin,  Omaha J.  B.  Christensen,  Omaha 

Otoe  (2) C.  J.  Formanack,  Syracuse R.  C.  Fenstermacher,  Neb.  City 

Pawnee  (3) A.  B.  Anderson,  Pawnee  City H.  C.  Stewart,  Pawnee  City 

Phelps  (10) Robert  Best,  Holdrege D.  W.  Jones,  Holdrege 

Platte  (5) Vera  F.  Deyke,  Columbus E.  G.  Brillhart,  Columbus 

Polk  (6) H.  S.  Eklund,  Osceola John  L.  Blodig,  Osceola 

Richardson  (3) Ernest  Lennemann,  Falls  City William  Shepherd,  Falls  City 

Saline  (7) C.  Zimmer,  Friend R.  W.  Homan,  Crete 

Saunders  (6) S.  E.  Wallace,  Wahoo E.  J.  Hinrichs,  Wahoo 

Scotts  Bluff  (12) Jacob  Krieg,  Scottsbluff J.  D.  Hayhurst,  Scottsbluff 

Seward  (6) John  W.  Posey,  Seward Coll  Q.  Kamprath,  Utica 

Southwest  Nebraska  (10) J.  H.  Donaldson,  Jr.,  McCook D.<  H.  Morgan,  Jr.,  McCook 

Thayer  (7) F.  A.  Mountford,  Davenport Rudolph  F.  Decker,  Byron 

Washington  (5) R.  E.  Sievers,  Blair W.  E.  Goehring,  Blair 

Webster  (10) 

York  (6) J.  S.  Bell.  York B.  N.  Greenberg,  York 
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NEWS  AND  VIEWS 

(Continued  from  page  37-A) 

Hear.”  The  first  exhibit  in  this  group,  “You 
and  Your  Body,”  is  currently  available. 

New  Jersey  Doctors  Contribute  to  AMEF — 

A treasury  grant  of  $25,000  from  the  Med- 
ical Society  of  New  Jersey  will  be  awarded 
to  the  American  Medical  Education  Founda- 
tion this  year  to  help  support  our  nation’s 
medical  schools.  The  contribution  will  be 
presented  to  the  Foundation  during  the 
A.M.A.’s  104th  Annual  Meeting,  June  6-10 
at  Atlantic  City.  The  grant  was  voted  by 
the  New  Jersey  House  of  Delegates  at  its 
annual  convention  held  in  April. 

Total  contributions  to  the  AMEF  so  far 
in  1955  exceed  $303,685  from  4,225  donors. 
This  figure  includes  also  a grant  of  $100,- 
000  from  the  A.M.A. 

“Fifty-Year  Pins  Awarded  at  NSMA  Banquet — 

The  following  members  of  our  Association 
were  honored  at  the  annual  banquet,  May 
18th,  on  the  occasion  of  their  having  prac- 
ticed medicine  for  fifty  years : 


Doctor  E.  J.  Smith,  Burwell 
Doctor  D.  A.  Walker,  Mullen 
Doctor  E.  C.  Foote,  Hastings 
Doctor  A.  H.  Holm,  Wolbach 
Doctor  R.  T.  Van  Meter,  Fremont 
Doctor  W.  H.  Heine,  Fremont 
Doctor  E.  B.  Brooks,  Lincoln 
Doctor  E.  W.  Rowe,  Lincoln 
Doctor  B.  A.  Root,  York 
Doctor  I.  W.  Irvin,  Auburn 
Doctor  B.  E.  Morrow,  Seward 
Doctor  C.  J.  Miller,  Ord 

Said  President  William  Wright,  as  he  pre- 
sented their  Fifty-Year  Pins: 

‘This  is  a great  achievement  in  the  life  of 
any  doctor.  These  men  have  labored  on  the 
long,  tedious  road  that  medicine  has  followed 
during  the  last  fifty  years  and  are  truly  pi- 
oneers in  Nebraska  medicine.” 


It  is  a matter  of  well  authenticated  experience 
that  in  both  world  wars,  where  large  segments  of 
the  population  of  some  countries  usually  offering 
adequate  food  supplies  were  insufficiently  nourished, 
the  incidence  of  and  mortality  from  tuberculosis  in 
such  areas  definitely  increased.  Possibly  some  of 
these  patients  suffered  from  primary  infections,  but 
no  doubt  in  many  of  them  reduced  resistance  led  to 
reinfection  or  the  reactivation  of  quiescent  lesions. 
George  Blumer,  M.D.,  Conn.  State  Med.  J.,  May, 
1952. 


arthritis 


in  rheumatoid 


more  potent 

than  other  corticosteroids 


*T.  mt 


: * f ^ A — ^ -f  rr^ — : n. A U.  LA 

lessened  incidence 

of  sodium  retention  I 
and  potassium  depletion  : j : 

rffi  -f  fi  METlCoRTteNV  brand  of  pfednisofle: 


Particularly  now . . . 

Why  is  KENT  the  one 
fundamentally  different 


filter  cigarette? 


: more  brands  of  filter  cigarettes  that 
introduced — the  more  innovations  in 
ring— the  clearer  becomes  the  differ- 
2 in  KENT.  Consider  for  a moment  why. 
•nly  Kent,  of  all  filter  brands,  goes  to 
extra  expense  to  bring  smokers  the 
ous  Micronite  Filter.  All  others  rely 
ly  on  cotton,  paper  or  some  form  of 
dose. 


Indeed,  the  material  in  Kent’s  Micronite 
Filter  is  the  choice  in  many  places  where 
filter  requirements  are  most  exacting. 

With  such  filtering  efficiency,  it  is  under- 
standable why  KENT  with  the  Micronite 
Filter  takes  out  even  microscopic  particles 
— why  KENT  is  proved  effective  in  impartial 
scientific  test  after  test. 

Taste  will  tell  the  rest  of  the  story. 


For  Kent’s  flavor  is  not  only  light  and 
mild.  It  stays  fresh-tasting,  cigarette  after 
cigarette. 

May  we  suggest  you  evaluate  KENT  for 
yourself,  doctor?  We  firmly  believe  that, 
with  the  first  carton,  you  will  reach  the 
same  conclusion.  As  always,  there  is  a 
difference  in  KENT.  And  now  more  than 
ever  before. 


with  exclusive 

MICRONITE 

FILTER 


kent"  and  "micronite"  are  registered  trademarks  of  p.  lorillard  company 


BLOOD  DIAGNOSTIC  REAGENTS 

30-102— BLOOD  GROUPING  SERUM  (Set  Anti-A 

and  Anti-B),  2 cc.  of  each Set  $2.00 

30-105— BLOOD  GROUPING  SERUM  (Set  Anti-A 

and  Anti-B),  5 cc.  of  each Set  4.50 

35-605— ANTI-A,  B (GROUP  O)  BLOOD  GROUP- 
ING SERUM,  5 cc.  Each  2.50 

32-102— ANTI-RHo  (ANTI-D)  TYPING  SERUM, 

(Slide  or  Rapid  Tube  Test),  2 cc Each  3.25 

32-105 — ANTI-RHo  (ANTI-D)  TYPING  SERUM, 

(Slide  or  Rapid  Tube  Test),  5 cc Each  7.50 

SOLUTIONS  IN  VIALS 

50- 100— PHYSIOLOGICAL  SALT  SOLUTION, 

100  cc.  Case  of  100  35.00 

51- 100— DISTILLED  WATER  (Water  for 

Injection  U.S.P.),  100  cc Case  of  100  35.00 

55-050— DEXTROSE  INJECTION  50%, 

50  cc.  Case  of  100  35.00 

SEILER  SURGICAL  CO. 

Ill  So.  17th  St.  OMAHA,  NEBR. 


When  You  Need  Medication 
for  Patients  in  Northeast 
Lincoln , Call 

Mayo  Drug  Co. 

“The  Drug  Store  on  the  Corner” 
Phone  6-2353  2700  North  48th 


— We  Deliver  — 

(Serving  Our  Community  for  31  Yeara) 


PHYSICIANS'  EXCHANGE 

Advertisements  in  this  column  are  at  a rate  of  six  cents 
per  word  with  a minimum  of  $2.00  per  insertion.  Copy 
must  be  received  by  the  fifth  of  the  month  preceding  date 
of  publication  and  should  not  exceed  40  words.  Advertise- 
ments from  members  of  the  Nebraska  State  Medical  Associa- 
tion will  be  accepted  without  charge  for  two  issues.  Each 
advertisement  will  be  taken  out  following  its  second  appear- 
ance unless  otherwise  instructed.  Where  numbers  follow 
advertisements,  replies  should  be  addressed  in  care  of  The 
Nebraska  State  Medical  Journal,  1315  Sharp  Building, 
Lincoln  8. 

WANTED — A young  physician  with  at  least  one 
year’s  intership,  from  July  1,  1955  to  October  1, 
1955  to  assist  in  our  office  and  hospital  practice. 
A full  year’s  graduate  preceptorship  in  internal 
medicine  would  be  considered.  This  could  be  in  prep- 
aration for  general  practice  or  other  fields  of  medi- 
cine. Good  remuneration  is  anticipated.  Contact 
Dr.  F.  W.  Niehaus,  1622  Med.  Arts  Bldg.,  Omaha  2, 
Nebr. 


PHYSICIAN  WANTED  — To  take  over  desirable 
practice  in  community  of  1,000,  county  seat,  11  miles 
from  hospital.  New  equipment  available,  newly  re- 
modeled office.  Been  working  two  communities  and 
wish  to  dispose  of  one.  Write  Melvin  Hoyt,  M.D., 
Palisade,  Nebr. 


LONG  established  general  practice  for  sale  due  to 
recent  death,  was  only  doctor.  Prosperous  farming 
community.  Office  is  equipped.  Write  Mrs.  E.  P. 
Bachle,  Liberty,  Nebraska. 


THE  LADIES  IN  SOUTHEAST  ASIA 
LIKE  PHARMACY 

Women  pharmacists  are  much  more  prevalent 
throughout  Southeast  Asia  than  in  the  United 
States  and  other  Western  countries,  according  to 
Edward  B.  Libber,  manager  of  Lakeside  Internation- 
al (Lakeside  Laboratories,  Inc.,  of  Milwaukee). 

Mr.  Libber  has  been  traveling  through  many  coun- 
tries to  visit  the  firm’s  representatives;  to  help  with 
the  sales  development  of  Neohydrin,  the  oral  diuret- 
ic; and  to  introduce  Dactil,  a new  preparation  for 
pain  and  spasm.  “Women  in  Colombo,  Ceylon, 
who  can  afford  to  do  so,  apparently  prefer  three 
professions  — medicine,  pharmacy  and  law  — to 
all  others  and  to  business,”  he  reports.  “While 
many  follow  their  studies  of  pharmacy  and  medicine 


with  a professional  career  in  mind,  most  of  them 
pursue  higher  education  for  its  own  sake. 

“In  Southeast  Asia,  courses  in  science  subjects 
are  frequently  given  in  the  English  language  and 
well  trained  graduate  pharmacists  come  from  fairly 
modern  colleges. 

“Their  retail  pharmacies  are  rather  similar  to 
those  in  the  United  States,”  Mr.  Libber  says,  “al- 
though they  do  not  have  as  wide  a variety  of  prod- 
ucts. 

“The  medical  schools  frequently  cannot  get  enough 
graduate  M.D.’s,  and  the  governments  in  several 
countries  permit  a number  of  licensed  persons,  called 
practitioners,  to  prescribe. 

“In  the  Philippines,  approximately  45%  of  all 
M.D.  graduates'  are  women.” 
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for  your 
seborrheic 
dermatitis 
patients 


controls  81-87%  of  all  seborrheic 
dermatitis,  92-95%  of  all  dandruff 
cases.  Once  scaling  is  controlled, 
Selsun  keeps  the  scalp  healthy  for 
one  to  four  weeks  with  simple, 
pleasant  treatments.  In  4-fluid- 
ounce  bottles,  available  on 
prescription  only.  QiMjott 


when  patients  complain  of  itching, 
scaling,  burning  scalps  — or 
when  you  spot  these  symptoms 
of  seborrheic  dermatitis  — you  can 
be  sure  of  quick,  lasting  control 
when  you  prescribe 


SELSUN 


® SELSUN  Sulfide  Suspension  / Selenium  Sulfide,  Abbott 
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of  Your 

Technical  Article 

Will  Be  A Valuable 
Supplement  to  Any 
Doctor's  Library 

It  costs  very  little  to 
run  reprints — write 
us  for  prices. 

NEWS  Printing  Service 

118  North  Fifth 
Norfolk,  Nebraska 
Owned  by  The  Huse  Publishing  Co. 

Letterheads  - Statements 
Envelopes  - Office  Forms 
Quality  Printing  at  the  Right  Price 


WE  CORDIALLY  INVITE  YOUR 
INQUIRY  for  application  for  membership 
which  affords  protection  against  loss  of  in- 
come from  accident  and  sickness  (accidental 
death,  too)  as  well  as  benefits  for  hospital 
expenses  for  you  and  all  your  dependents. 


PREVENTIVE  EFFECT 

Although  penicillin  is  generally  used  for  treat- 
ment, it  can  also  be  used  wtih  success  during  the 
incubation  period  (abortive  treatment).  Certain  in- 
vestigations have  shown  that  only  three  (4.3%) 
out  of  69  persons  exposed  to  infection  and  treated 
during  the  incubation  period,  later  developed  symp- 
toms, whereas  out  of  77  subjects  exposed  to  infec- 
tion and  receiving  no  treatment  during  the  incuba- 
tion period,  14  (18.1%)  became  infected.  Neverthe- 
less, although  abortive  treatment  of  syphilis  during 
incubation  period  is  recommended,  the  investigators 
insist  that  such  treatment  must  only  be  given  by 
a venereologist.  They  also  believe  that  penicillin 
injections  applied  prior  to  exposure  have  an  import- 
ant prophylactic  effect  and  may  become  a signifi- 
cant factor  in  the  campaign  against  this  disease. 
Prophylactic  injections  of  penicillin  administered  to 
prostitutes  at  calculated  intervals  have  shown  that 
it  is  a valuable  defense  weapon  from  the  epidemi- 
ological point  of  view. 

Repository  penicillin  preparations  which  with  a 
single  injection  maintain  the  effect  of  the  drug  in 
the  human  body  from  two  to  three  weeks  are  now 
available,  and  preparations  in  tablet  form  for  oral 
use  have  also  recently  been  produced.  The  authors 
studying  this  question  in  the  “Bulletin  of  the  World 
Health  Organization”  are,  however,  of  the  opinion 
that  “the  use  of  penicillin  for  prophylactic  purposes, 
before  exposure,  offers  very  special  problems.  Owing 
to  uncertainties  of  absorption,  and  the  possible  de- 
velopment of  penicillin  resistance  and  other  factors, 
its  prophylactic  use  by  mouth  against  syphilis  can- 
not be  generally  recommended.” 
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Each  4-ml.  teaspoonful  contains  0.2  mg.  of  Serpasil 
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‘ANTEPAR’ 


for  "This  Wormy  World" 


PINWORMS 

ROUNDWORMS 

SYRUP  OF  'ANTEPAR7  Citrate  brand 

Piperazine  Citrate 

Bottles  of  4 fluid  ounces,  1 pint  and  1 gallon. 

TABLETS  OF  'ANTEPAR7  Citrate  brand 

Piperazine  Citrate 

250  mg.  or  500  mg.,  Scored 
Bottles  of  100. 

Pads  of  directions  sheets  for  patients  avail- 
able on  request. 


BURROUGHS  WELLCOME  & CO.  (U.S.  A.)  INC. 
Tuckahoe,  New  York 


News  and  Views 

Petit  Roundup  of  A.M.A.  Convention — 

A nor’easter  for  two  days  (Wednesday 
and  Thursday)  kept  all  but  the  most  hardy 
off  the  Board  Walk. 

Total  registration  to  Thursday  at  4:00 
p.m.  was  26,767  of  whom  11,403  were  doc- 
tors of  medicine. 

Dr.  Dwight  H.  Murray  (Calif.),  formerly 
a member  of  the  Board  of  Trustees,  was 
chosen  president-elect.  Dr.  James  Reuling 
(New  York),  formerly  Speaker  of  the  House, 
was  elected  to  replace  Doctor  Murray  as  a 
member  of  the  Board  of  Trustees.  Vincent 
Askey,  M.D.  (Calif.),  formerly  vice-speaker 
of  the  House  was  elected  speaker.  Louis  M. 
Orr,  M.D.  (Fla.),  was  elected  vice-speaker. 

It  is  interesting  to  note  that  those  who 
held  other  offices  had  their  resignations  in 
the  hands  of  the  vice-speaker  of  the  House 
before  they  were  nominated,  and  that  they 
ran  unopposed.  Almost  makes  one  feel  that 
the  election  took  place  before  the  House  of 
Delegates  had  any  part  in  it. 

Osteopathy  in  relation  to  medicine  was  the 
big  “hassle.”  The  two  committees  appointed 
to  study  this  matter  over  the  past  three  years 
had  both  been  headed  by  Dr.  John  Cline  of 
California.  The  reports  of  the  committees 
have  been  of  such  character  as  to  arouse  sus- 
picion that  someone  was  urgently  desirous 
that  the  A.M.A.  should  declare  that  osteo- 
pathy is  no  longer  a cult  and  that  doctors  of 
medicine  were  free  to  fraternize  with  osteo- 
paths. 

The  reference  committee  to  which  the  re- 
port of  the  committee  for  the  study  of  this 
matter  was  sent  consisted  of  five  members. 
One  member,  a Texan,  was  not  impressed 
with  the  necessity  or  with  the  prudence  of 
following  the  dictates  of  the  committee  for 
the  study  of  relations  between  osteopathy 
and  medicine.  This  Texan’s  name  is  Milford 
O.  Rouse,  an  honest,  forthright  doctor  with 
courage  enough  to  bring  out,  single  handed, 
a minority  report  because  he  had  a “right 
cause.”  This  minority  report  prevailed  by 
a very  comfortable  margin,  over  the  major- 
ity report,  a somewhat  rare  occurrence  in 
the  A.M.A.’s  House  of  Delegates.  This  min- 
ority report  is  a jewel  for  consistency  and 
logic.  It  follows : 

“One  member  of  the  Reference  Committee 
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was  completely  satisfied  that  an  appreciable 
portion  of  current  education  in  colleges  of 
osteopathy  does  constitute  the  teaching  of 
‘cultist  healing,’  and  is  an  index  that  the 
‘osteopathic  concept’  still  persists  in  osteo- 
pathic practice.  Since  he  cannot  with  good 
conscience  approve  the  recommendation  that 
doctors  of  medicine  teach  in  colleges  where 
‘cultism’  is  part  of  the  curriculum,  he  re- 
spectfully makes  the  following  recommenda- 
tions to  the  House  of  Delegates  of  the  Amer- 
ican Medical  Association : 

“1.  That  the  report  of  the  Committee  for 
the  study  of  the  relations  between  Osteo- 
pathy and  Medicine  be  received  and  filed; 
and  that  the  Committee  be  thanked  for  its 
diligent  work,  and  be  discontinued. 

“2.  That  if  and  when  the  House  of  Dele- 
gates of  the  American  Osteopathic  Associa- 
tion, their  official  policy-making  body,  may 
voluntarily  abandon  the  commonly  so-called 
‘osteopathic  concept,’  with  proper  deletion 
of  said  ‘osteopathic  concept’  from  catalogs 
of  their  colleges ; and  may  approach  the 
Trustees  of  the  American  Medical  Associa- 
tion with  a request  for  further  discussions 
on  the  relations  between  osteopathy  and 
medicine,  then  the  said  Trustees  shall  ap- 
point another  special  committee  for  such  dis- 
cussions.” 

Research  Grants  by  Tobacco  Industry — 

Twenty-one  new  research  grants  totaling 
nearly  $218,000  were  announced  on  May  31 
by  Timothy  V.  Hartnett,  chairman  of  the  To- 
bacco Industry  Research  Committee.  This 
makes  a total  of  almost  half  a million  dollars 
approved  by  the  Committee  for  independent 
research  proj  ects  into  tobacco  use  and  health, 
and  for  medical  student  fellowships.  One 
million  dollars  has  been  set  up  for  such  proj- 
ects and  more  is  promised  if  needed.  Mr. 
Hartnett  said  that  the  cause  of  lung  cancer 
is  not  known  and  that  scientific  proof  is 
lacking  that  smoking  or  any  other  single  fac- 
tor is  the  cause.  “It  is  our  goal  to  help  sci- 
ence find  the  facts,”  said  Mr.  Hartnett. 

Health  of  Rural  Populations  a Major  Concern — 

Speaking  at  the  Eighth  World  Health  As- 
sembly of  WHO,  in  Mexico  City,  Dr.  Manuel 
Martinez  Baez,  Director  of  Mexico’s  National 
Institute  of  Tropical  Diseases,  emphasized 
the  following  facts : 

(Continued  on  page  20- A) 
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EDITORIAL 

TEN  COMMANDMENTS  OF  GOOD 
PUBLIC  RELATIONS 

Good  public  relations  are  sought,  not  be- 
cause doctors  want  more  people  to  employ 
them,  nor  because  they  want  higher  fees  than 
are  rightfully  due  them,  but  because  of  the 
fundamental  nature  of  their  profession. 
Theirs  is  a profession  dedicated  to  the  art 
of  healing,  an  art  of  great  antiquity  and  of 
high  honor.  The  dedication  of  the  men  and 
women  in  this  profession,  to  this  art,  must 
include  ways  and  means  of  insuring  its  con- 
tinuance, its  constant  improvement,  and  its 
freedom  of  conduct.  Such  dedication  must 
include  plans  adequate  to  assure  doctors  that 
their  ancient  and  honorable  profession  shall 
maintain  its  rightful  place  in  the  respect  of 
all  men  in  the  years  and  centuries  to  come, 
as  it  has  for  thousands  of  years  in  the  past. 

Enough  is  written  yearly  about  PR  to  fill 
volumes.  All  sorts  of  schemes  are  concocted 
to  make  people  like  their  doctors  better. 
Most  of  these  plans  for  bettering  public  rela- 
tions are  excellent.  The  great  majority  of 
them  are  based  on  team-work — the  actions 
of  a group  of  doctors.  This  is  commendable, 
but  the  essence  of  good  public  relations  lies 
in  the  individual  doctor.  The  Principles  of 
Medical  Ethics  of  the  American  Medical  As- 
sociation is  beamed  at  each  and  every  physi- 
cian as  a personal  guide  for  his  own  conduct. 
From  this  document,  your  code  of  ethics,  the 
following  summary,  in  the  form  of  Ten  Com- 
mandments, expresses  essentially  every  item 
necessary  to  the  best  public  relations  the  pro- 
fession of  medicine  can  wish  to  have: 

So  far  as  in  you  lies — 

1.  Thou  shalt  be  dedicated  to  the  proposi- 
tion that  the  prime  object  of  the  medical 
profession  is  to  render  service  to  humanity. 


7 


2.  Thou  shalt  be  courteous  toward  all 
those  with  whom  thou  shalt  work  or  come  in 
contact. 

3.  Thou  shalt  be,  and  ever  keep  thyself, 
thoroughly  instructed  in  the  art  of  healing. 

4.  Thou  shalt  be  diligent  and  conscien- 
tious in  the  care  of  the  sick. 

5.  Thou  shalt  be  an  upright  person,  just, 
and  honest. 

6.  Thou  shalt  conduct  thyself  with  pro- 
priety in  all  circumstances. 

7.  Thou  shalt  be  vigilant,  keenly  watch- 
ful, and  alert  at  all  times,  keeping  in  mind 
your  duties  to  your  patients,  to  other  doctors, 
to  your  community,  state,  and  nation. 

8.  Thou  shalt  be  patient,  suffering  hard- 
ship with  forbearance,  and  insult  with  such 
degree  of  meekness  as  befits  the  circum- 
stances and  your  station. 

9.  Thou  shalt  be  modest,  ever  keeping  in 
mind  that  there  always  are  others  who  know 
more  than  you  do  about  some  things,  and 
who  are  more  skillful  than  you  are  in  some 
ways. 

10.  Thou  shalt  remember  that  decency, 
sobriety,  and  piety  are  qualities  commensur- 
ate with  the  standards  of  your  ancient  and 
honorable  profession,  and  therefore  incum- 
bent upon  you. 

If  you,  personally,  can  live  up  to  these 
commandments,  taken  from  your  code  of 
ethics,  your  PR  will  be  perfect. 

PRESIDENT  SMITH 

Our  Executive  Secretary,  Merrill  C. 
Smith  was  installed  as  President  of  the 
Medical  Society  Executive  Conference,  on 
Saturday,  June  4,  1955,  at  the  Ritz-Carlton 
Hotel,  in  Atlantic  City. 
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This  organization  is  one  of  national  scope 
to  ‘‘enable  Medical  Society  Executives  and 
those  in  allied  fields  to  improve  the  quality 
and  efficiency  of  their  services  to  their  re- 
spective societies  or  organizations,  and  to 
the  medical  profession  generally  by  provid- 
ing a mechanism  for  the  exchange  of  infor- 
mation and  experience  among  medical  so- 
ciety executives  . . (from  Articles  of  In- 
corporation of  Medical  Society  Executives 
Conference). 

It  was  back  in  1935  that  we  raised  the 
dues  of  the  Nebraska  State  Medical  Associa- 
tion from  $5.00  to  $10.00,  and  we  decided 
our  association  needed  an  executive  secre- 
tary. At  that  time,  M.  C.  Smith,  owner  and 
publisher  of  two  newspapers,  The  Curtis 
Enterprise  and  the  McCook  Tribune,  decided 
he  could  fill  the  post  of  executive  secretary. 
He  got  the  job,  and  it  is  not  necessary  to  say 
that  he  has  worked  at  it  diligently  and  suc- 
cessfully for  the  intervening  twenty  years. 

During  those  twenty  years  Merrill  has 
coordinated  the  ever-expanding  activities  of 
our  association.  During  this  period  we  have 
grown  from  gangling  youth  to  reasonable 
maturity;  from  a loosely  knitted  association 
of  county  societies,  almost  unaware  of  our 
parent  association,  to  a compact  unit;  from 
a state  of  awareness  of  only  our  local  prob- 
lems to  one  in  which  we  take  our  proper 
place  in  state  and  national  affairs  affecting 
medical  practice.  This  has  been  a growth, 
not  in  numbers,  but  in  integration  into  or- 
ganized medicine  with  ever  expanding  fields 
of  activity;  this  expansion  and  integration 
has  been  for  the  benefit  of  our  patients,  our 
communities,  our  state,  for  medicine  at 
large,  for  medical  education,  and  for  the 
very  preservation  of  democracy  itself. 
Through  all  of  this  evolutionary  period  our 
Executive  Secretary  Merrill  Smith  has  been 
the  “uncle”  to  whom  we  all  have  turned 
whenever  we  were  beset  by  “growing  pains,” 
and  he  has  never  failed  to  help  us  meet  and 
solve  the  problems. 

Down  through  the  years  Merrill  Smith  has 
been  a forceful  planner  and  coordinator. 
Credit  for  much  of  our  success  as  an  organ- 
ization is  directly  or  indirectly  traceable  to 
his  astute  guidance.  He  has  been  an  influ- 
ence that  has  kept  the  internal  mechanism 
of  the  Nebraska  State  Medical  Society  work- 
ing smoothly  while  piloting  our  craft  with 
skill  in  relation  to  the  public,  to  its  political 
impacts,  and  to  its  national  obligations  and 
opportunities. 


It  was  to  be  expected  that  when  men  and 
women  in  similar  positions  over  the  nation 
saw  a need  for  organizing  themselves  for  the 
purpose  of  increasing  their  usefulness  to  or- 
ganized medicine,  Merrill  would  be  there.  It 
is  not  surprising  that  he  is  serving  this  na- 
tional organization  as  its  President  for  1955- 
56;  in  fact,  this  is  precisely  what  we  could 
expect.  We  do,  however,  congratulate  him; 
we  wish  him  well ; we  shall  even  let  a little 
of  the  honor  splash  onto  the  N.S.M.A. 


SOLUTION  MAY  PREVENT  GANGRENE 
AND  FOOT  AMPUTATION 

An  economical  substance  available  in  most  doc- 
tors’ offices  can  prevent  gangrene  and  amputation 
of  the  feet  in  some  cases,  a Philadelphia  physician 
has  stated. 

Dr.  Meyer  Naide  reported  in  the  Journal  of  the 
American  Medical  Association  (June  19,  1954)  that 
this  has  been  a chief  problem  in  patients  with  severe 
ischemia  (blood  deficiency)  of  the  foot. 

He  said  of  various  substances  tested  the  “most 
useful  proved  to  be  the  old  preparation,  compound 
tincture  of  benzoin.”  This  solution  is  most  com- 
monly used  for  steam  inhalations  in  bronchitis. 

It  is  available  in  all  hospitals  and  almost  all 
offices  and  is  simple  to  apply,  he  said.  It  dries 
quickly  so  that  clothing  may  be  applied  to  the  areas 
coated  within  five  minutes.  The  coating  lasts  for 
a day  or  two  and  can  be  renewed  by  the  patient. 

“It  is  difficult  to  estimate  how  many  months  of 
hospitalization  and  how  many  extremities  were 
saved  by  this  simple  protective  measure,”  he  said. 
“Nevertheless,  gangrene  was  prevented  in  many 
patients,  and  some  extremities  were  saved  as  the 
result  of  preventing  the  initial  break  in  the  skin 
without  which  gangrene  will  usually  not  start.” 

He  said  it  was  especially  useful  in  treating  dia- 
betic patients  who  frequently  have  a tendency  to 
dryness  of  skin  and  are  thus  more  susceptible  to 
skin  cracking  and  gangrene. 

The  benzoin  is  “ideal”  in  the  prevention  of  gan- 
grene ,he  said  after  a two-year  study  of  120  patients 
treated  with  it. 

Dr.  Naide  is  a staff  member  of  the  Hospital  of 
the  University  of  Pennsylvania,  the  vascular  clinics 
of  the  Woman’s  Medical  College  of  Pennsylvania 
and  the  Einstein  Medical  Center,  Southern  Division. 


The  indications  for  rest  therapy  during  the  active 
phases  of  tuberculosis  are  not  altered  by  the  pro- 
posals that  patients  may  be  treated  with  surgical 
collapse  or  resection,  although  if,  after  surgery,  the 
inactive  status  is  reached  earlier  it  is  evident  that 
the  total  rest  period  may  be  somewhat  shortened. 
Of  all  the  agents  ever  employed  in  the  treatment 
of  tuberculosis,  rest  has  stood  the  test  of  time  and 
is  today  one  of  our  most  important  weapons. 
Robert  L.  Yeager,  MM.  M.D.,  NTA  Bulletin,  April, 
1954. 
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Why,  Where,  When  and 

How  to  Retire * 


If  you  are  a young  doctor,  if  you  are  a middle- 
aged  doctor,  if  you  are  an  old  doctor,  and  espe- 
cially if  you  have  not  thought  much  about  the 
problems  of  retirement,  you  should  read  and  pon- 
der over  the  ideas  brought  together  by  the  author, 
in  this  paper. 

Editor 

HAT  IS  RETIREMENT?  It  is 
understood  to  mean  separation 
from  one’s  principal  or  career 
occupation  in  gainful  employment.  This  ap- 
plies, whether  it  be  abruptly  or  gradually 
terminated  and  whether  one  remains  un- 
employed or  takes  up  gainful  employment  in 
another  field.  It  also  applies  to  women  past 
the  child-bearing  age  whose  children  are 
grown  and  gone  from  home. 

Retirement  is  a pertinent  problem  today 
and  should  concern  all  physicians.  In  the 
first  place,  legislation  is  contemplated  which, 
if  passed,  may  place  self-employed  physi- 
cians under  Old  Age  and  Survivors  Insurance 
(Social  Security).  Secondly,  retirement  con- 
cerns the  many  younger  physicians  who 
should  be  giving  it  high  consideration  in 
their  planning  for  the  future.  In  the  course 
of  this  paper,  some  of  the  problems  of  re- 
tirement will,  of  necessity,  be  dealt  with  very 
briefly  and  will  be  mainly  along  the  lines  in- 
dicated by  its  title.  It  is  impossible  to  cover, 
even  superficially,  all  of  the  aspects  and 
problems  of  retirement  on  these  few  pages 
but  if  this  paper  serves  to  provoke  some 
thought,  and  possibly  some  action  on  the 
matter,  its  purpose  will  have  been  fulfilled. 

Retirement  and  pensions  are  relatively  re- 
cent social  and  economic  developments  in  our 
history  and  present  problems  of  a new  way 
of  life  for  many  Americans.  Pensions  date 
back  to  the  Roman  Empire  when  personal 
grants  were  made  for  military  service1.  The 
Kings  of  France  granted  personal  pensions 
for  favors  and  service  in  the  16th  century. 
These  were  so  extravagant  that  they  threat- 
ened the  financial  structure  of  the  country. 
The  same  type  of  pensioning  existed  in  Eng- 
land but  to  a lesser  extent.  In  our  own  coun- 
try, military  pensions  were  instituted  for  the 
incapacitated  during  the  Revolutionary  War 
and  have  been  part  of  the  veteran-care  in 

♦Read  before  the  Regional  Meeting  of  the  American  College 
of  Physicians,  February  27,  1954  at  Lincoln,  Nebraska. 


CLARENCE  K.  ELLIOTT,  M.D. 

Lincoln,  Nebraska 

each  succeeding  war.  Social  insurance  began 
in  the  middle  of  the  19th  century  with  the 
mutual  insurance  funds  of  the  trade  unions 
and  working  men’s  societies.  Pensions  for 
teachers  had  their  beginning  with  mutual  aid 
protective  associations  in  1869. 

The  American  Express  Company,  in  1875, 
was  the  first  private  concern  to  start  a pen- 
sion and  retirement  fund  for  its  employees. 
The  Baltimore  and  Ohio  Railroad  and  the 
United  States  Steel  Company  followed  in 
about  18842.  Pension  plans  slowly  spread  to 
other  industries  and  companies.  Before 
1900,  concerns  having  any  pension  plan  for 
their  employees  were  rare  and  even  as  late 
as  1910  there  were  fewer  than  100  such  con- 
cerns. Increasing  numbers  of  small  busi- 
nesses are  now  adopting  pension  and  retire- 
ment plans.  It  has  only  been  in  the  past  25 
years  that  insurance  companies  have  brought 
out  annuities  with  retirement  clauses  and  re- 
tirement income  policies. 

In  relatively  recent  years,  through  the 
countries  of  Western  Europe,  England,  and 
the  United  States,  there  has  been  a gradual 
shift  of  the  responsibilities  for  the  care  of 
the  invalids,  the  aged,  the  widowed  and  the 
orphans,  from  the  family,  the  church  and 
private  charity,  to  the  state.  This  trend  is 
exemplified  by  the  Social  Security  Act  of 
1935  with  its  subsequent  amendments. 

Sooner  or  later  all  must  retire  or  work  to 
the  end  and  “die  in  the  saddle.”  Some,  how- 
ever, through  adversity  of  failing  health  or 
accident  have  retirement  unexpectedly  and 
prematurely  thrust  upon  them.  Others 
choose  retirement  from  their  daily  labors  be- 
cause advancing  years  and  decreased  physi- 
cal and  mental  stamina  make  their  tasks 
more  difficult,  or  even  impossible.  This  dis- 
cussion will  largely  concern  the  last  two 
groups.  However,  one  should  mention  brief- 
ly those  who  prefer  to  “die  with  their  boots 
on,”  if  for  no  other  reason  than  to  disprove 
the  statement  that  “he  who  retires  is  soon  to 
die.”  This  impression  has  been  gained  from 
two  groups  of  retired  persons.  First,  those 
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whose  failing  health  has  necessitated  their 
retirement.  If  death  occurs  shortly  there- 
after, it  should  not  be  blamed  on  their  re- 
tirement. Second,  those  who  retire  without 
thought  or  planning.  They  have  no  concep- 
tion of  the  problems  that  face  them.  Regu- 
lar daily  duties  of  nearly  a half  century  have 
become  so  deeply  ingrained  that  they  are 
essentially  conditioned  reflexes.  Separation 
from  these  tasks  comes  as  a great  shock. 
Restlessness,  confusion,  rebellion  and  bitter- 
ness characterize  their  emotional  status  and 
make  relaxation  impossible.  Unless  these 
emotional  tensions  are  checked  and  adjust- 
ment is  made  to  the  problems  of  retirement, 
all  interest  in  life  and  living  is  lost.  These 
persons  wear  themselves  out  physically  by 
their  worries  and  not  infrequently  die  pre- 
maturely. Problems  of  this  kind  are  best 
prevented  by  long  range  planning  and  grad- 
ual emotional  acceptance  of  the  idea  of  retire- 
ment. Thus,  it  is  not  whether  one  continues 
to  work  or  retire  that  leads  to  a ripe  and 
happy  old  age  but  rather  one’s  good  health, 
his  diet,  and  the  mental,  emotional,  and  fi- 
nancial preparation  and  planning  that  one 
has  made  for  retirement. 

The  problem  of  retirement  raises  a num- 
ber of  questions.  WHY?  HOW?  WHEN? 
WHERE? 

WHY  RETIRE  ? The  percentage  of  the 
population  65  years  and  over  has  been  in- 
creasing steadily  in  the  United  States.  This 
means  that  each  year  more  people  are  living 
to  the  age  when  retirement  is  necessary.  In 
1900,  there  were  3 million  persons,  or  1 in 
25,  over  65  years  of  age.  In  1950,  there  were 
11  million  above  that  age,  or  1 in  13.  When 
this  is  projected  into  1960,  there  will  be  ap^ 
proximately  15  million,  or  1 in  10,  65  years 
or  above.  Putting  it  another  way,  the  popu- 
lation of  the  United  States  has  doubled  thus 
far  during  the  20th  century  but  those  over 
64  years  have  quadrupled  and  perhaps  there 
will  be  twice  as  many  people  over  64  years 
at  the  end  of  the  century  as  there  are  now3. 
This  increase  is  largely  due  to  better  preven- 
tative medicine,  better  public  health  and  san- 
itation, better  diet,  and  improvement  in  the 
treatment  of  diseases,  particularly  the  infec- 
tions. 

It  is  most  interesting  to  pursue  this  in- 
crease in  longevity  further  and  note  how  it 
affects  physicians  in  general,  and  internists 
in  particular.  Dublin  and  Spiegelman  studied 
the  deaths  of  physicians  as  they  are  related 


to  the  population  of  white  males  in  the  Unit- 
ed States  and  to  those  of  specialists  during 
the  period  1938  to  19424>5.  It  is  observed 
from  their  studies,  that  the  mortality  rate 
for  male  physicians  between  25  and  54  years 
was  less  than  that  for  the  white  males  in  the 
United  States.  However,  between  ages  55 
and  74,  the  mortality  rate  becomes  greater 
for  physicians,  and  above  75  years  the  two 
groups  are  equal.  The  explanation  of  these 
figures  is  purely  speculative,  but  most  young 
physicians  are  drawn  from  better  situated 
social-economic  classes  which  are  known  to 
have  low  death  rates.  Usually,  too,  only 
young  men  in  good  health  undertake  a stren- 
uous medical  curriculum.  However,  as  the 
years  of  busy  practice  pass  with  their 
stresses  and  strains  at  every  corner,  an  in- 
creased death  rate  becomes  manifest.  After 
age  75,  only  the  hardier  survive,  probably 
due  to  better  heredity  and  environment.  Us- 
ing their  figures  and  calculating  the  death 
rate  per  100,000  in  the  35  to  74  year  group, 
we  find  that  male  physicians,  as  a whole, 
had  a death  rate  of  2,366.8  per  100,000  while 
the  white  males  of  the  United  States,  in  the 
same  age  group,  had  one  of  2,513.15.  Com- 
paring the  death  rates  for  specialists  with 
those  of  other  physicians  of  the  35  to  74  age 
group,  it  was  found  that  the  ratio  of  actual 
deaths  of  internists  (and  pediatricians)  to 
expected  deaths  on  the  basis  of  age  of  all 
male  physicians  taken  as  a standard  was 
0.69.  Only  pathologists  had  a lower  ratio  of 
0.62.  All  specialists  grouped  had  a ratio  of 
0.78.  On  this  basis,  the  death  rate  of  intern- 
ists (and  pediatricians)  was  found  to  be 
1,633.0  per  100,000.  What  does  this  mean 
in  terms  of  your  retirement  ? Simply  that  if 
you  are  practicing  internal  medicine,  you 
should  make  preparation  for  retirement,  be- 
cause the  chances  of  “dying  with  your  boots 
on”  may  not  be  as  great  as  you  think ! 

As  years  advance,  one  who  continues  to 
work  exhausts  his  stamina  more  rapidly  than 
it  can  regenerate.  The  rate  and  degree  of 
recuperation  decreases  with  age  and  with  the 
appearance  of  the  degenerative  diseases 
which  may  occur  at  this  time  of  life.  There- 
fore, the  load  must  be  adjusted  to  the  ability 
to  do.  The  practice  of  medicine  places  great- 
er stress  upon  mental  than  physical  vigor, 
though  the  latter  is  by  no  means  spared. 
The  degenerative  diseases,  nervous  and  emo- 
tional disorders,  and  gastrointestinal  dis- 
turbances including  ulcer,  involve  one  third 
of  the  population  of  over  44  years  of  age.  It 
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may  be  possible  to  prevent  or  delay  the 
progression  of,  or  even  correct  these  diseases 
or  disorders  by  retirement,  because  with  a 
decrease  in  the  stress  and  strain,  one  may 
be  able  more  nearly  to  live  within  the  mental 
and  physical  bounds  of  his  endurance.  There 
is  nothing  more  pitiful  than  a physician  who 
continues  to  practice  though  he  is  no  longer 
able  to  keep  abreast  of  the  advances  in  medi- 
cine because  of  the  aging  processes  and  dis- 
ease. It  would  be  better  that  he  be  remem- 
bered in  medicine  for  the  physicain  he  was, 
rather  than  a doddering  old  man  who  con- 
tinually gets  into  trouble,  and  who  is  render- 
ing a poor  quality  of  service  to  his  patients. 
This  comes  to  some  earlier  than  to  others,  so 
that  age  is  no  criterion. 

Fundamentally,  if  a retirement  is  not 
planned  for,  there  will  be  little  likelihood  of 
ever  achieving  it.  It  is  like  building  a house. 
One  should  have  a plan  before  beginning  con- 
struction, and  usually  the  more  thought  and 
time  devoted  to  drawing  up  the  plan,  the 
more  liveable  the  house.  The  same  is  true 
of  retirement.  This  plan  should  include  the 
anticipated  time  of  retirement,  where  one  is 
to  retire,  how  is  the  time  in  retirement  to 
be  occupied,  i.e.,  the  hobbies,  interests,  social 
and  religious  and  lodge  activities,  one’s  fi- 
nancial resources  and  the  development  of  a 
suitable  philosophy  of  life. 

HOW  TO  RETIRE?  Hobbies,  interests, 
and  other  ways  of  passing  the  time  are  very 
important  in  a successful  retirement.  They 
help  keep  up  one’s  morale  and  maintain  a 
happy  attitude  toward  life,  as  well  as  help 
prevent  anxieties,  worries,  fears  and  many 
other  psychological  problems  confronting  one 
in  retirement.  Therefore,  considerable 
thought  should  be  given  to  the  selection  and 
cultivation  of  hobbies  and  interests.  Almost 
everyone  can  recall  many  things  during  the 
course  of  a busy  life  in  which  he  has  had 
more  than  a passing  interest,  but  has  not 
had  time  to  pursue.  If  one  cannot  think  of 
these  personally,  then  family  and  friends 
who  know  his  likes  and  dislikes,  interests  and 
aptitudes,  might  be  able  to  make  valuable 
suggestions  in  the  selection  of  such.  It  is  ad- 
visable to  have  a number  of  hobbies  for  the 
sake  of  variety  and  interest,  and  also,  a hob- 
by after  being  tried,  may  not  be  as  desirable 
as  it  first  seemed.  It  is  well,  therefore,  to 
try  these  hobbies,  superficially  at  least,  be- 
fore retiring.  In  this  way  one  may  increase 
his  interest  in  some  and  eliminate  others  in 
which  he  finds  little  enjoyment.  This  also 


prevents  an  abrupt  shift  from  one’s  profes- 
sional work  to  the  hobby  and  is  less  likely  to 
be  upsetting.  In  addition  to  the  interest 
factor,  there  are  other  questions  which 
should  be  answered  before  one  settles  on  the 
specific  hobby.  Will  it  fit  the  financial  bud- 
get ? Will  it  fit  into  the  health  budget  ? Can 
it  be  carried  on  in  the  location  and  under  the 
circumstances  in  which  one  lives? 

Dr.  Percival  Daily  once  said,  in  substance, 
while  addressing  a group  of  medical  stu- 
dents, that  he  did  not  know  of  any  course  of 
study  which  afforded  an  individual  any  wid- 
er choice  of  occupations  than  premedical  and 
preclinical  education,  even  if  he  did  not  de- 
sire to  go  into  clinical  medicine.  By  the 
same  token  it  gives  physicians  an  interest  in 
a great  many  hobbies  and  avocations. 
Though  totally  unrelated  to  medicine,  there 
are  a great  many  hobbies  which  afford  much 
pleasure  and  diversion  such  as  hunting,  fish- 
ing, photography,  wx>od  carving,  painting, 
metal  work,  leather  work,  wTood  work,  writ- 
ing, bee-culture,  gardening,  semi-precious 
stone  cutting  and  polishing,  travel  and  many 
others.  In  many  of  these  avocations  there 
exists  a challenge  of  competition  to  produce 
the  biggest  or  the  best  and  this  is  a neces- 
sary incentive  to  some.  Furthermore,  some 
of  these  hobbies  are  not  without  financial 
remuneration. 

Social  and  religious  activities  have  their 
place  in  the  life  of  every  retired  person.  Lim- 
ited investigations  have  shown,  however, 
that  there  is  a tendency  for  older  persons  to 
withdraw  to  themselves,  and  that  past  the 
age  of  70  years,  the  attendance  at  church 
and  lodges  tends  to  decrease.  Retired  per- 
sons do  have  the  time  to  take  part  in  civic 
affairs,  the  meetings  of  church  clubs  and 
lodges  and  should  do  so,  because  these  af- 
fairs are  helpful  in  developing  social  con- 
tacts with  others  and  in  maintaining  a nor- 
mal attitude  toward  life. 

Music  and  literature  are  excellent  inter- 
ests for  the  retired.  They  may  participate 
in  them  with  little  or  no  expenditure  of 
physical  energy  and  derive  much  enjoyment, 
pleasure  and  relaxation.  Good  literature  is 
one  of  the  best  means  of  developing  a phil- 
osophy of  life  that  is  to  sustain  one  in  re- 
verses and  unhappiness,  and  to  assist  one  in 
looking  to  the  future  with  greater  hope,  con- 
fidence, and  reassurance.  In  all  literature, 
the  Bible  is  undoubtedly  the  best  single 
source  of  a sustaining  philosophy.  Many 
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find  comfort,  consolation,  and  relief  in  its 
daily  reading  and  find  the  way  ahead  clearly 
pointed  out. 

The  financial  aspects  of  retirement  are 
basic  and  all-important,  because  one  cannot 
retire  without  resources  as  long  as  his  health 
will  permit  him  to  work.  There  are  three 
sources  of  income  to  those  in  retirement, 
namely,  private  pensions,  Old  Age  and  Sur- 
vivors Insurance  (Social  Security),  and  sav- 
ings. To  date,  physicians,  for  the  most  part, 
are  dependent  upon  their  savings.  The  ex- 
ceptions to  this  are  those  who  are  members 
of  a clinic  group  with  a retirement  plan, 
those  who  are  employed  by  other  physicians 
and  are  therefore  eligible  for  Social  Security 
benefits,  those  who  are  employed  by  con- 
cerns or  institutions  having  a retirement 
plan,  and  those  in  government  service. 

It  is  necessary,  therefore,  if  retirement  is 
to  be  achieved  and  spent  on  somewhat  the 
same  economical  level  as  one’s  productive 
life,  that  regular  and  consistent  savings  be 
started  early.  The  savings  should  be  invest- 
ed safely  and  diversely  in  places  producing 
the  best  possible  returns.  Probably  one  of 
the  greatest  difficulties  with  physicians  and 
their  savings  is  the  fact  that  many  have 
skimped  with  only  the  meager  necessities  of 
life  during  their  long  period  of  preparation, 
and  once  they  are  making  money,  spend  it 
freely  for  things  they  have  long  been  denied. 
Then,  too,  some  find  it  necessary  to  try  to 
“keep  up  with  the  Jones’  ” and  live  beyond 
their  means.  These  factors,  plus  poor  in- 
vestments and  management,  have  lead  many 
physicians  to  the  end  of  their  productive 
lives  without  any  financial  support  for  theip 
retirement. 

There  are  many  places  where  savings  may 
be  invested  such  as  stocks,  bonds,  farms,  in- 
come properties,  insurance,  annuities,  and 
others,  but  before  doing  so,  one  should  seek 
the  advice  of  some  one  well  versed  in  finan- 
cial matters  and  investments.  Such  a person 
may  be  able  to  offer  valuable  assistance  in 
planning  the  financial  aspects  of  one’s  re- 
tirement. Usually  the  trust  officer  of  a bank 
is  well  prepared  to  advise  in  these  matters. 
A plan  should  be  started  as  early  as  possible 
and  should  include  the  anticipated  date  and 
the  yearly  savings  necessary  to  finance  that 
retirement.  Of  course,  there  are  unforeseen 
circumstances  such  as  inflation,  deflation,  in- 
creased and  decreased  income  from  invest- 
ments, and  other  factors  over  which  one  has 


no  control,  and  which  greatly  alter  one’s  in- 
come from  investments  and  the  value  of 
one’s  savings. 

During  the  past  year  there  has  been  a pro- 
posal for  the  extension  of  the  Old  Age  and 
Survivors  Insurance  (Social  Security)  cov- 
erage to  self-employed  physicians.  There  is 
much  controversy  and  difference  of  opinion 
over  it.  There  are  those  who  would  have 
Social  Security  compulsory,  those  who  desire 
it  on  a voluntary  basis,  and  others  who  want 
no  part  of  it.  “Medical  Economics”  has  made 
two  surveys6.  One  in  1952,  in  which  8,000 
physicians  were  questioned  and  45  per  cent 
indicated  a desire  to  be  brought  under  Social 
Security  coverage.  The  second  survey  in  late 
1958,  indicated  that  54  per  cent  of  those 
questioned  desired  it.  Paul  C.  Schaefer,  the 
executive  secretary  of  the  Arkansas  Medical 
Society,  polled  1,230  members  on  compulsory 
Social  Security  for  physicians  and  received 
849  replies7.  Of  these  718  were  opposed  to 
compulsory  Social  Security  for  physicians, 
122  were  in  favor  of  such  inclusion,  and  14 
replies  were  of  such  a nature  that  accurate 
classification  in  the  above  groups  was  im- 
possible. Expressing  it  percentage  - wise, 
there  were  83.98  per  cent  opposing  and  14.37 
per  cent  favoring  it.  The  Iowa  State  Medical 
Society’s  Legislative  Committee  made  a sur- 
vey of  some  800  Iowa  physicians  and  found 
85  per  cent  opposed  and  15  per  cent  in  favor 
of  coverage  under  Social  Security8.  On  the 
other  hand  95  per  cent  favored  the  extension 
of  the  Reid-Keogh-Jenkins  proposals  to  in- 
clude self-employed  physicians.  There  have 
been  quite  a number  of  local  surveys  of  a 
similar  nature  conducted  by  county  medical 
societies  which  indicate  essentially  the  same 
things  as  those  conducted  in  Arkansas  and 
Iowa. 

Under  proposed  Old  Age  and  Survivors 
Insurance  law,  one  would  pay  3 per  cent  of 
the  first  $3,600  of  the  net  income  from  his 
practice  annually,  or  $108.00.  The  maximum 
benefits  to  be  derived  would  be  $85.00  per 
month  upon  reaching  65  years  plus  $42.50  a 
month  for  his  wife  when  she  attains  that  age. 
The  physician  would  be  permitted  unlimited 
returns  from  investments,  savings,  and 
sources  of  income  outside  his  practice,  but 
could  receive  only  up  to  $900.00  annually 
from  his  practice  without  penalty.  It  is  pos- 
sible for  him  to  receive  up  to  $1,700.00  from 
his  practice  without  losing  all  benefits  for  the 
year.  It  would  obviously  be  necessary  to 
have  additional  sources  of  income  because 
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most,  if  not  all,  could  not  live  as  accustomed 
on  Old  Age  and  Survivors  Insurance  (Social 
Security)  benefits  alone. 

Another  controversial  issue  to  come  before 
Congress,  is  the  Reid-Keogh-Jenkins  bill 
which  would  amend  the  Internal  Revenue 
Act  so  that  self-employed  and  pensionless 
employed  persons  would  be  permitted  to  set 
aside,  tax  deferred,  a limited  portion  of  their 
earned  income  into  an  individual  retirement 
fund.  The  taxes  would  be  paid  upon  with- 
drawal of  this  fund.  Since  1942,  this  tax 
advantage  has  been  given  to  corporations  and 
their  employees  in  the  establishment  of  pen- 
sion funds  under  section  165  of  the  Internal 
Revenue  Code.  Thus  the  stimulus  brought 
by  the  tax  deferment  should  encourage  many 
to  provide  for  their  old  age.  The  proposed 
Reid-Keogh-Jenkins  bill  seems  to  be  a most 
logical  way  of  providing  for  the  financial 
aspects  of  a self-employed  physician’s  retire- 
ment. 

After  retirement,  the  careful  budgeting  of 
expenses  and  trimming  of  them  to  fit  the  al- 
loted  monthly  cash  is  essential.  In  October, 
1950,  the  United  States  Bureau  of  Labor  Sta- 
tistics, studying  the  entire  United  States, 
reported  that  a modest  budget  annually,  for 
a retired  couple  varied  from  $1,602.00  in  New 
Orleans  to  $1,908.00  in  Milwaukee9.  This 
could  only  supply  the  most  simple  necessities 
of  life  and  all  of  us  would  find  our  living 
much  different  on  that  economic  plane.  It 
does,  however,  give  one  an  estimate  of  basic 
costs  of  living,  and  the  amount  on  which  one 
could  live,  if  necessity  dictated. 

WHERE  TO  RETIRE?  This  depends, 
among  other  things,  on  what  one  desires 
most  from  retirement,  a city  life,  a country 
life,  a specific  climate,  old  friends,  new 
friends,  travel,  or  one’s  children,  and  what 
one  can  afford  from  the  financial  and  from 
the  health  standpoints. 

As  one  becomes  older,  he  does  not  make 
friends  as  easily  nor  does  he  adjust  to  new 
situations  as  readily  as  he  did  earlier.  For 
the  most  part,  he  is  happier  with  old  friends 
and  in  the  locality  where  he  has  spent  most 
of  his  life.  If,  however,  he  does  desire  a 
warmer  climate  or  feels  that  a change  of 
climate  would  be  beneficial,  then  it  should  be 
tried  on  a temporary  basis  before  disposing 
of  his  home  and  “burning  the  bridges  behind 
him.”  Spending  a winter  in  a warmer  cli- 
mate and  the  summer  in  a cooler  area  may 
answer  the  problem,  if  it  is  financially  within 


the  budget.  There  are  few  health  problems 
which  benefit  from  climate  alone.  However, 
with  modern  automatic  heat  and  air-condi- 
tioning, such  changes  of  climate  become  less 
important.  If  one  contemplates  moving  to 
Florida,  California,  Arizona,  or  other  warm- 
er sections  of  this  country,  he  should  thor- 
oughly investigate  the  housing  situation,  the 
available  services  (including  medical),  and 
the  locality.  Housing  is  limited  and  these 
sections  are  over-crowded.  As  one  becomes 
older  he  is  likely  to  be  in  need  of  more  medi- 
cal care.  This  is  particularly  true  if  illness 
or  accident  has  forced  his  retirement.  There- 
fore, he  should  not  choose  an  abode  too  far 
distant  or  inaccessible  to  those  rendering  this 
medical  care. 

The  retirement  of  a physician  in  the  same 
town  or  city  in  which  he  has  practiced  for 
many  years  poses  a special  problem.  His 
many  faithful  and  well-meaning  patients  can- 
not let  him  retire.  He  is  called  at  his  home 
to  see  this  one  and  that  one,  because  no  one 
can  do  this  but  “Dr.  Jim.”  This  bolsters  his 
ego,  but  it  does  not  help  him  to  retire.  There 
are  two  solutions  to  this  situation.  The  first 
is  to  move  away  to  another  city  or  section  of 
the  country.  In  so  doing,  one  loses  one  of 
his  most  cherished  posessions  — his  old 
friends.  The  second  is  to  take  a prolonged 
vacation  such  as  a world  cruise,  or  take  up  a 
temporary  abode  in  another  section  of  the 
country  for  six  months  or  a year.  When  one 
returns,  most  of  his  patients  will  have  found 
a new  physician  and  forgotten  about  the  old. 
This  is  hard  on  his  ego,  but  good  for  his  re- 
tirement. This  is  a lesser  problem  in  a 
metropolis  and  a greater  one  in  a small  city 
or  town. 

Retirement  to  the  home  of  a son  or  daugh- 
ter is  usually  not  satisfactory  and  should  not 
be  resorted  to  unless  it  is  an  absolute  neces- 
sity such  as  might  be  created  by  illness,  ac- 
cident, or  financial  reverses.  Remember  the 
old  saying,  “One  roof  is  not  large  enough  for 
two  families.” 

WHEN  TO  RETIRE?  There  are  usually 
many  things  which  help  one  who  is  self-em- 
ployed decide  when  to  retire.  These  include 
such  things  as  age,  physical  stamina,  health, 
financial  resources,  and  the  emotional  and 
psychological  readiness  for  retirement. 

Age  is  one  of  these  factors.  Increasing 
years  parallel,  for  the  most  part,  the  decline 
in  physical  stamina  and  the  mental  capacity 
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for  work.  Therefore,  there  comes  a time  in 
one’s  practice  when  he  should  retire  for  his 
own  sake  as  well  as  that  of  his  patients. 
Many  industries  and  places  of  employment 
have  arbitrarily  set  this  from  65  to  70  years. 
However,  one  man  at  60  years  of  age  may  ac- 
tually be  older  physically  and  mentally  than 
another  at  70  years  and  vice  versa.  There 
are  advantages,  providing  one’s  mental  and 
physical  health  are  good,  in  continuing  to 
practice  in  a limited  capacity  after  age  65. 
One’s  investments  and  annuities  may  become 
more  valuable  and  savings  may  be  spared 
for  the  future.  While  gradually  retiring  and 
gaining  happiness  from  working,  one  may 
give  to  the  community  the  benefit  of  his 
knowledge  and  long  experience.  Thus,  the 
time  of  a self-employed  physician’s  retire- 
ment is  dependent  on  factors  other  than  age 
and  is  purely  an  individual  problem. 

Occasionally,  the  decline  of  health  may 
take  place  so  gradually  that  the  individual 
cannot  realize  that  he  is  no  longer  able  to 
practice  efficiently.  There  are  others,  too, 
who,  though  cognizant  of  their  infirmities, 
obstinately  refuse  to  face  the  facts  and  re- 
tire. These  situations  can  usually  be  seen  by 
some  member  of  the  family  or  by  a friend 
who  should  tactfully  point  out  this  decline 
and  should  assist,  if  possible,  in  reaching  a 
decision  to  retire.  On  the  other  hand,  many 
become  aware  of  the  increasing  effort  re- 
quired to  practice  and  make  decisions  as  well 
as  the  slowness  of  recuperation  and  may 
therefore  voluntarily  decide  to  do  so.  Seri- 
ous illness  and  accident,  though  infrequent, 
may  force  premature  retirement  before  one 
is  ready  financially  or  psychologically.  Then 
retirement  becomes  a specific  individual 
problem  to  which  one  must  adjust  to  the  best 
of  his  ability  and  resources.  It  goes  without 
saying  that  one  who  does  not  have  the 
wherewithall  to  care  for  himself  after  his  re- 
tirement cannot  do  so  unless  he  qualifies  for 
care  under  Old  Age  Assistance  or  is  depend- 
ent upon  his  children  for  maintenance. 

In  conclusion,  retirement  is  an  important 
problem  for  all  physicians  today  and  particu- 
larly the  younger  ones,  because  more  are 
living  to  the  age  when  retirement  is  impera- 
tive. This  should  be  even  of  greater  interest 
to  internists  because  statistics  indicate  that 
more  of  them  are  likely  to  live  to  that  age 
than  other  physicians,  and  the  population  in 
general.  Retirement  is  to  be  achieved  only 
by  financial  and  psychological  planning  and 
preparation  years  in  advance.  Where  one  re- 


tires depends  upon  what  he  most  desires, 
whether  it  be  another  climate,  city,  country, 
travel,  old  friends,  new  friends,  or  children. 
The  time  of  retirement  is  actually  an  indi- 
vidual problem  to  the  self-employed  physi- 
cian and  though  age  is  a contributing  factor, 
one’s  desire,  health,  mental  acuity  and  finan- 
cial resources  are  usually  the  determining 
ones. 
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Research  on  the  capillary  membranes  which  help 
regulate  the  volume  of  circulating  blood  and  the 
blood  pressure  and  influence  the  abnormal  collec- 
tion of  fluid  in  heart  failure  and  other  conditions 
was  discussed  January  14,  1954,  by  Dr.  John  R. 
Pappenheimer,  Department  of  Physiology,  Harvard 
Medical  School,  in  the  first  of  the  1954  series  of 
guest  lectures  of  the  Public  Health  Service’s  Nation- 
al Institutes  of  Health. 

Dr.  Pappenheimer,  who,  as  investigator  of  the 
American  Heart  Association,  has  been  carrying  out 
extensive  studies  of  the  processes  by  which  mole- 
cules move  through  the  membrane-like  walls  of  the 
minute  blood  vessels  called  capillaries.  These  mem- 
branes are  closely  knit  and  prevent  the  passage  of 
blood  cells  and  large  protein  molecules,  but  smaller 
molecules  of  essential  chemical  substances  shuttle 
through  them  between  the  blood  stream  and  the 
fluid  bathing  body  cells.  The  rate  of  movement 
of  these  substances  by  filtration  and  diffusion  in- 
fluences the  supply  of  nutriment,  the  removal  of 
waste  products,  and  the  balance  of  fluid  vital  to 
health. 

Dr.  Pappenheimer  is  seeking  to  map  the  normal 
situation  in  order  to  provide  a sound  basis  for  un- 
derstanding the  abnormal  passage  of  chemical  sub- 
stances and  fluid  in  some  forms  of  disease.  The 
eventual  goal  will  be  to  develop  means  of  counter- 
acting abnormal  body  processes  and  thus  prevent 
or  control  the  disease. 

Dr.  Pappenheimer’s  studies  are  directed  to  a new 
understanding  of  physiology,  for  man  has  never 
had  detailed  information  about  the  way  in  which 
the  tiny  but  important  life-regulating  substances 
reach  strategic  areas  in  the  body  after  passing 
through  capillary  membranes  of  microscopic  size. — 
(Hew  Release.) 


236 


Nebraska  S.  M.  J. 


Lumbosacral  Strain * 


These  authors  first  define  "lumbosacral  strain," 
then  present  the  factors  influencing  the  frequency 
of  pain  in  the  lower  back.  The  methods  of  mak- 
ing an  adequate  diagnosis  are  briefly  consid- 
ered. Treatment  considered  appropriate  for  each 
category  is  discussed  without  great  detail.  They 
stress  the  psychosomatic  aspects  related  to  lia- 
bility and  compensation. 

EDITOR 

SINCE  the  day  man  assumed  an 
upright  position  for  ambula- 
tion he  has  been  plagued  by 
episodes  of  back  pain.  Thousands  of  indus- 
trial workers  each  year  become  incapacitated 
for  varying  periods  of  time  because  of  back 
injuries  and,  as  a consequence,  millions  of 
man  hours  are  lost.  At  the  same  time,  cor- 
rective measures  have,  and  are,  being  taken 
to  eliminate  the  hazards  of  excessive  lifting, 
straining,  and  bending  movements. 

To  concisely  define  the  term  “lumbosacral 
strain’’  is  not  possible.  The  term  itself  has 
admittedly  been  used  as  a waste  basket  to 
describe  any  or  all  painful  conditions  of  the 
lower  back.  Our  emphasis  today  is  upon 
making  as  accurate  a diagnosis  as  possible, 
early,  in  order  that  a more  direct  approach 
with  better  definitive  care  can  be  rendered. 

Four  main  factors  influence  the  frequency 
of  pain  in  the  lumbosacral  region : 

1.  It  is  the  junction  of  mobile  and  fixed  parts  of 
the  spinal  column. 

2.  It  is  developmental^  designed  for  the  four- 
footed  position. 

3.  It  is  the  site  and  level  of  rotary  action  which 
is  asymmetrical. 

4.  It  is  the  site  of  great  shearing  and  compres- 
sion strain. 

In  this  discussion  we  are  concerned  pri- 
marily with  the  traumatic  and  mechanical 
low-back  problem.  Inflammatory,  metabolic, 
or  neoplastic  causes  deserve  separate  study, 
but,  nevertheless,  have  to  be  ruled  out  as  an 
etiological  factor.  Careful  pre-employment 
screening  will  eliminate  the  majority  of 
these. 

DIAGNOSIS 

° © EARLY  AND  ACCURATE  diagnosis 
offers  the  best  means  possible  of  preventing 
over-  or  under-treatment,  either  of  which 
may  prove  harmful  to  the  patient  and  detri- 
mental to  the  employer  and  the  insurance 
carrier. 

*Read  before  Omaha  Mid-West  Clinical  Society,  October,  1954. 


L.  S.  CAMPBELL,  M.D.;  W.  R.  HAMSA,  M.D., 
and  D.  W.  BURNEY,  JR.,  M.D. 

From  the  Bishop  Clarkson  Memorial  Hospital,  and  the 
University  of  Nebraska  College  of  Medicine 
Omaha,  Nebraska 

An  accurate  history  of  the  type  and  sever- 
ity of  strain  or  trauma  is  fundamental.  It 
should  be  remembered,  however,  that  very 
real  and  serious  disability  may  result  from 
seemingly  minor  injuries. 

All  clothing  must  be  removed  for  the  ex- 
amination of  the  back.  Posture,  weight,  foot 
mechanics,  and  even  status  of  the  leg-veins 
may  be  all  important.  Muscle  spasms, 
muscle  atrophy,  gait,  and  movements  during 
the  examination  are  carefully  noted.  Palpa- 
tion for  muscular  or  ligamentous  defects, 
and  percussion  over  skeletal  prominences  all 
contribute  greatly.  For  instance,  too  often 
the  malingering  patient  over-emphasizes  the 
pain  produced  by  light  percussion  over  a 
spinous  process. 

Testing  the  recumbent  leg  signs,  such  as 
Eli’s,  Ober’s,  Patrick’s,  and  Lasegue’s  helps 
in  localizing  the  pathology.  The  straight  leg 
raising  test  is  most  valuable  in  problems  of 
nerve  root  pressure. 

A careful  neurological  evaluation  includ- 
ing reflex,  sensory,  motor,  and  special  tests 
is  done  routinely. 

As  an  adjunct,  a complete  x-ray  examin- 
ation must  be  made.  These  films  should  in- 
clude not  only  anteroposterior  and  lateral 
views,  but  right  and  left  obliques;  dynamic, 
upright,  or  other  positional  films  may  be 
helpful. 

The  use  of  the  clinico-pathological  labora- 
tory often  will  provide  the  differential  be- 
tween inflammatory,  metabolic,  and  neo- 
plastic causes. 

Let  us  imagine  that  we  have  now  exam- 
ined a patient  with  low  back  pain,  and  that 
all  indicated  procedures  and  examinations 
have  been  carried  out.  Can  an  accurate  di- 
agnosis be  made?  In  most  cases,  yes;  how- 
ever, there  will  still  be  an  uncomfortably 
large  percentage  of  such  patients  whose 
signs  and  symptoms  will  change.  This  is 
especially  true  in  lumbar  disc  disease.  With 
the  exception  of  true  ligamentous  and  mus- 


July,  1955 


237 


cular  strain  and  sprains,  degenerative  disc 
disease,  with  or  without  true  herniation,  is 
probably  the  most  frequent  cause  of  mid-line 
or  lateralized  low  back  pain. 

TREATMENT 

© © HERE  WE  PRESENT,  in  outline 
form,  the  various  accepted  methods  of  treat- 
ment that  are  available.  Selection  for  use 
obviously  will  depend  upon  the  diagnosis. 

A.  Conservative : 

1.  Rest  in  bed,  flat  or  in  semiflexion,  with  or 

without  bed  boards. 

2.  Sedation  and  analgesics. 

3.  Physical  therapy: 

a.  Light  or  deep  massage. 

b.  Local  heat — all  forms. 

c.  Electric  stimulation — various  types. 

d.  Exercises  on  graded  basis. 

4.  Support:  cast,  brace,  or  garment. 

5.  Anesthetic  infiltration. 

6.  Manipulation. 

7.  Traction: 

a.  Extremity — 

(1)  Russell’s 

(2)  Buck’s 

b.  Pelvic. 

B.  Operative  treatment: 

1.  Fusion. 

2.  Laminectomy  alone. 

3.  Combination  of  fusion  and  laminectomy. 

CLASSIFICATION  OF  ETIOLOGIC  TYPES 

1.  Those  of  purely  musculotendinous  origin,  ac- 
cording to  degree  of  injury. 

2.  Traumatic  aggravation  of  congenital  mal- 
formations. 

3.  Aggravation  of  acquired  back  disabilities. 

4.  Intervertebral  disc  pathology: 

a.  Degeneration  without  protrusion. 

b.  Degeneration  with  protrusion. 

5.  Psychosomatic  causes. 

THOSE  OF  MUSCULOTENDINOUS  ORIGIN 

o o THE  FIRST  GROUP  varies  from 
mild  to  severe  musculotendinous  damage, 
and  is  the  most  frequent  type  of  injury  to 
the  low  - back  - region.  Swelling,  localized 
pain,  muscle  spams,  and  restricted  motion 
are  evident  in  varying  degrees.  Treatment 
quite  naturally  varies  with  the  severity  of 
injury.  Rest,  temporary  support,  bed-board, 
pelvic  or  leg  traction,  and  oral  analgesics 
only  are  used  in  those  with  lesser  involve- 
ment. Heat,  massage,  and  exercise  may  fol- 
low in  a few  days  if  stiffness  is  evident. 
When  more  severe  tearing  and  hemorrhage 


occurs,  prolonged  rest  and  support  are  indi- 
cated. A molded  body  cast  or  a chair-back 
type  of  brace  is  used.  Such  external  help 
may  be  necessary  for  eight  or  ten  weeks  to 
permit  healing.  During  this  time  graduated 
back  exercises  are  started.  The  early  use  of 
local  heat  and  massage  often  increases  ex- 
travasation of  blood,  and  congestion. 

TRAUMATIC  AGGRAVATION  OF  CONGENITAL 
MALFORMATIONS 

© © THESE  CONSTITUTE  not  only  a 
difficult  problem  of  diagnosis  and  treatment, 
but  also  industrial  legal  entanglements.  An 
aggravation  of  a pre-existing  defect  is  most 
often  compensable.  If  the  patient  is  sincere, 
successful  treatment  is  usual.  The  more 
common  of  these  variations  include  defects 
of  the  neural  arch,  spina  bifida,  lumbariza- 
tion  of  the  first  sacral  body,  sacralization 
of  fifth  lumbar,  horizontal  sacrum,  and 
facet-asymmetry.  Should  already  mentioned 
conservative  measures  fail,  fusion  may  be 
necessary  in  order  to  accomplish  stability. 
It  should  be  remembered,  however,  that  even 
though  successful  and  solid  fusion  results, 
there  will  usually  be  a varying  percentage  of 
permanent  partial  disability. 

TRAUMA  SUPERIMPOSED  ON  ACQUIRED 
BACK  DISABILITIES 

© © THE  OSTEOARTHRITIC,  scoliotic, 
or  the  spine  with  degenerative  disk  disease 
with  narrowing  of  the  intervertebral  joint 
typify  some  of  these.  Vigorous  treatment 
and  an  honest  evaluation  of  the  liability  in- 
volved are  necessary.  Surgical  intervention 
in  these  cases  should  be  weighed  carefully, 
even  if  all  conservative  measures  fail.  Only 
too  often  is  such  a back-problem  magnified 
by  liability,  compensation,  exaggeration,  and 
malingering.  The  history  of  prior  injuries, 
deformities,  and  symptoms,  together  with  an 
evaluation  of  the  patient’s  sincerity,  are  all 
important. 

INTERVERTEBRAL  DISC  PATHOLOGY 

© © UNDERSTANDING  of  the  degenera- 
tive disc  syndromes  has  made  tremendous 
progress  since  Mixter  and  Barr’s  revealing 
work,  in  the  thirties.  To  refresh  our  mem- 
ories let  us  say  that  normally  this  fibro- 
cartilaginous shock  absorber  is  confined  in 
the  interspaces  between  the  vertebral  bodies 
by  dense,  tough  ligaments.  The  posterior 
longitudinal  ligament,  if  tom,  may  permit 
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early  or  late  herniation  into  the  neural  canal 
causing  pressure  on  nerve  root,  and  the  clin- 
ical picture  of  lumbago-sciatica.  Such  a 
herniation  may  occur  into  the  bone  above  or 
below,  or  at  various  forward  or  lateral  posi- 
tions at  the  level  of  the  interspace  and  not 
impinge  upon  a nerve  root.  These  latter 
types,  nevertheless,  cause  secondary  wear- 
and-tear  changes  which  produce  low  back 
symptoms. 

Where  pressure  is  brought  to  bear  on 
these  mixed  nerves,  i.e.,  both  motor  and 
sensory,  pain  down  the  course  of  the  sciatic 
nerve  becomes  a major  symptom.  Areas  of 
hypesthesia  and,  later,  anesthesia  develop  as 
change  in  the  nerve  filament  takes  place.  As 
motor  involvement  occurs,  instability  of  the 
leg,  weakness,  and  muscular  atrophy  become 
evident.  Because  of  such  pressure  the  re- 
flex arc  is  disturbed,  the  reflex  being  dimin- 
ished or  absent ; the  Achilles  tendon  reflex  is 
most  frequently  involved.  The  exact  locali- 
zation of  the  disc  lesion  is  made  by  the  sens- 
ory and  motor  examination  and  by  myelo- 
graphic  studies.  The  technique  used  and  the 
refined  opaque  material  make  this  a much 
less  formidable  procedure  today  than  it  for- 
merly was. 

We  feel  that  most  of  these  cases  should  be 
given  a trial  of  conservative  therapy  initial- 
ly. Bed  rest,  flat  or  semi-Fowler  position- 
ing, Buck’s  or  Russell’s  extremity  or  pelvic 
traction,  local  heat  to  relieve  muscle  spasms, 
and  analgesics,  may  relieve  both  the  back 
and  the  radicular  symptoms.  Occasionally 
pelvic,  back,  and  leg  manipulation  may  pro- 
duce almost  miraculous  relief  from  pain,  al- 
though not  a cure.  Such  manipulation  may 
also  aggrevate  the  symptoms. 

Later  conservative  measures  include  re- 
striction of  activity,  adequate  support  to  the 
lumbosacral  region  (usually  a chair-back 
type  of  brace),  and  any  indicated  weight 
loss. 

If,  in  the  acute  cases,  the  symptoms  be- 
come progressively  more  severe,  surgical 
intervention  is  necessary.  If  there  be  low 
back  pain  which  is  lateralized  and  without 
congenital,  degenerative,  or  other  m a j or 
change,  only  partial  laminectomy  with  disc 
removal  is  done.  Severe  midline  low  back 
pain  with  findings  indicative  of  nerve  pres- 
sure and  other  bone  and  joint  changes  may 
suggest  that  the  procedure  of  choice  be  a 
combined  laminectomy  and  fusion. 


PSYCHOSOMATIC  BACKACHE 

© © DURING  RECENT  YEARS  psycho- 
somatic backache  has  become  more  and  more 
a problem  because  of  liability,  compensation, 
and  the  desire  “to  get  something  for  noth- 
ing.” All  physicians  are  psychiatrists  in  a 
way,  and  the  answer  to  these  problems  lies 
in  a careful  evaluation  of  each  patient  from 
a physical  as  well  as  a psychongenic  stand- 
point. 

CONCLUSIONS 

1 . An  early  accurate  diagnosis  of  low 
back  problem  is  essential  for  proper  treat- 
ment. 

2.  Disc  pathology  as  an  etiological  factor 
is  being  recognized  more  frequently. 

3.  Conservative  measures  are  generally 
indicated  early  — operative  intervention 
after  conserative  failure.  The  type  of  pro- 
cedure will  depend  on  evaluation  as  suggest- 
ed. 

4.  Present  day  liability  and  compensation 
features  of  low  back  injuries  make  careful 
psychosomatic  study  paramount. 


Furadantin  is  a useful  chemothreapeutic  agent 
in  combatting  “surviving  strains  from  other  med- 
ications since  these  strains  soon  become  dominant 
infecting  organisms,”  Dr.  Grayson  Carroll  and  Dr. 
Robert  V.  Brennan  of  the  St.  Louis  University  Med- 
ical School  state  in  the  Journal  of  Urology  (71:650, 
May,  1954). 

The  investigators  found  Furadantin  “particularly 
useful  in  the  stubborn  Proteus  infections,”  and  like- 
wise effective  in  the  majority  of  strains  of  Esch- 
erichia coli,  Aerobacter  aerogenes,  Streptococcus 
faecalis  and  Alcaligenes  sp.  Its  effectiveness  in 
Proteus  infections  has  been  most  encouraging  and 
valuable  since  the  Proteus  causes  recurrent  stone 
formation  and  encrustations,”  they  report. 

Clinical  studies  of  128  patients  taking  Furadantin 
showed  no  toxic  effects.  Side  effects,  limited  to 
nausea  in  one-third  of  the  patients  and  vomiting  in 
1%,  were  reduced  by  lowering  dosage,  administer- 
ing the  drug  with  food  or  after  meals  and  giving 
alkalis. 

Furadantin  appears  in  the  urine  in  one-half  hour 
after  ingestion,  the  authors  state.  Forty -four  per 
cent  is  recovered  in  the  urine  in  8 hours  and  only 
4%  is  recovered  in  the  feces,  indicating  the  drug's 
“peculiar  adaptation  for  use  in  bacterial  infections 
of  the  urinary  tract.” 

Recently  accepted  by  the  Council  on  Pharmacy 
and  Chemistry  of  the  American  Medical  Association, 
Furadantin  (nitrofurantoin)  is  the  first  of  the  nitro- 
furans  designed  for  systemic  use. 
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Immediate  T^GC/t/TlGHt  o/ Acute 

Soft  Tissue  Injuries  of  the  Face * 


Acute  injuries  to  the  soft  tissues  of  the  face,  if 
not  dangerous  to  life,  often  are  productive  of  great 
disfigurement  and  consequent  psychologic  hazard. 
This  author  has  recited  timely  information  in  a 
pointed  manner  to  remind  those  who  sometimes 
have  to  deal  with  acute  injuries  to  the  soft, 
tissues  of  the  face  about  the  niceties  of  the  work 
at  hand. 

EDITOR 

UNLESS  there  are  associated 
brain  and  central  - nervous- 
system  injuries  or  ethmoidal- 
bone  fractures,  the  usual  facial  injury  is 
not  fatal  even  though  it  may  be  severe. 
Therefore,  our  first  concern  must  be  di- 
rected toward  the  general  status  of  the 
patient. 

Immediate  treatment  must  be  given  for 
shock  or  hemorrhage ; examination  for  other 
wounds  and  injuries  must  be  made;  and 
maintenance  of  an  adequate  airway  assured. 
These  four  items  must  precede  the  treat- 
ment of  any  facial  injury.  Facial  deformi- 
ties must  be  accepted  if  the  general  status 
of  the  patient  is  so  grave  that  plastic  cor- 
rection can  not  be  undertaken  immediately. 
If  the  facial  injury  is  the  primary  injury, 
the  final  result  usually  depends  upon  the 
skill  of  the  surgeon  in  dealing  with  this  type 
of  trauma. 

Hemorrhage  from  the  facial  vessels  may 
prove  quite  serious  and  the  use  of  external 
pressure  or  packing  of  the  wound  until 
ligation  can  be  preformed  often  serves  to 
save  considerable  blood.  Pressure  over  the 
carotid  artery  at  the  level  of  the  sixth  cer- 
vical vertebra  or  over  the  facial  artery  as 
it  courses  over  the  mandibular  margin  may 
also  be  indicated  in  severe  hemorrhage. 

Acute  respiratory  obstruction  may  be 
caused  by  an  accumulation  of  blood,  of  mu- 
cus or  of  foreign  bodies  in  the  hypopharynx 
or  larynx  or  by  the  tongue  falling  back 
against  the  posterior  wall  of  the  pharynx, 
especially  in  unconscious  patients.  One  must 
pull  the  tongue  forward  and  secure  it  by 
suture,  and  clear  the  airways  manually.  It 
is  best  to  turn  the  patient  on  his  abdomen 
wdth  his  head  low.  Foreign  bodies  such  as 

*Read  before  Omaha  Mid-West  Clinical  Society,  October,  1954. 
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dentures  and  bridgework  are  to  be  removed. 
Suction  is  very  useful,  if  available,  to  keep 
the  airway  open.  At  times,  intratracheal 
intubation  is  necessary  especially  in  com- 
pression injuries  or  in  case  of  bilateral 
traumatic  severence  of  the  recurrent  laryn- 
geal nerves  with  consequent  midline  adduc- 
tion position  of  the  vocal  cords.  It  may  be 
necessary,  also,  with  laryngeal  edema  re- 
sulting from  inhalation  of  noxious  fumes  or 
hot  gases  as  well  as  a preliminary  to  tra- 
cheotomy. 

Treatment  of  facial-bone  injuries  can  us- 
ually be  postponed  for  a few  hours  to  several 
days.  However,  to  obtain  the  best  cosmetic 
result,  the  soft  tissue  injuries  should  be 
treated  within  a few  hours  of  the  accident, 
unless  the  patient’s  general  condition  is  too 
critical  to  permit  manipulation  and  the  use 
of  local  anesthesia.  Early  repair  stimulates 
prompt  healing,  limits  the  degree  of  inflam- 
matory reaction  and  reduces  the  resultant 
scar  formation.  Loose  flaps  should  be  re- 
placed promptly  especially  if  there  is  any 
angulation  of  the  pedicle  with  resultant 
impairment  of  blood  flow. 

The  actual  treatment  of  the  soft  tissue 
injuries  is  best  carried  out  in  the  operating 
room  under  the  usual  operating-room  con- 
ditions. Cleansing  is  performed  under 
aseptic  conditions,  and  I like  to  use  tincture 
of  white  soap,  water,  hydrogen  peroxide  and 
a scrub  brush.  Vigorous  scrubbing  may  be 
necessary  to  remove  ground-in  grime,  dirt, 
and  grease  in  order  to  prevent  residual 
foreign-body  tattooing  with  all  its  trouble- 
some complications.  A considerable  amount 
of  time  is  often  required  to  remove  all  of 
this  material,  but  the  result  is  most  reward- 
ing to  both  the  patient  and  the  surgeon. 
Careful  search  for  foreign  materials  such 
as  glass,  is  made.  Hemostasis  is  extremely 
important.  Bleeding  must  be  carefully  con- 
trolled but  one  should  avoid  the  excessive 
use  of  catgut  in  the  wound.'  Trimming  of 
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the  wound-edges  is  performed  in  an  attempt 
to  convert  oblique  margins  to  vertical  ones. 
This  makes  for  a more  accurate  margin- 
approximation  and  better  survival  of  tissue. 

I do  not  like  to  talk  about  debridement 
as  far  as  the  face  is  concerned.  It  entails 
too  great  a sacrifice  of  tissue  which  in 
almost  any  other  part  of  the  body  would 
die,  but,  due  to  the  excellent  blood  supply 
in  the  facial  area  survives,  is  needed  badly, 
and  should  not  be  removed. 

Drainage  is  unnecessary  in  the  small 
lacerations  and  superficial  wounds.  These 
are  closed  without  drainage,  after  thorough 
cleansing.  Larger  and  deeper  wounds  are 
drained  using  soft  Penrose  drains.  Some 
oppose  all  drains  in  facial  wounds,  arguing 
that  their  use  invites  infection  and  produces 
additional  scarring.  I feel  that  drains  allow 
the  escape  of  serum  and  accummulations  of 
blood  and  thereby  serve  to  reduce  the  inci- 
dence of  infection  and  resultant  scarring. 
Drains  should  be  judiciously  placed.  By 
judiciously  placed,  I mean  not  in  the  mid- 
cheek or  in  the  forehead-area  but  rather 
intra-orally  or  through  the  hair-bearing 
parts  of  the  scalp  or  brow,  or  underneath 
the  chin. 

The  technique  of  suturing  wounds  of  the 
face  is  most  important.  Large  needles  and 
heavy  suture  material  leave  scars  that  are 
all  but  impossible  to  eradicate  later.  It  is 
much  better  to  approximate  the  wound  edges 
with  adhesive  strips  than  to  use  large 
needles  and  large  suturing  material.  In 
vertical  or  oblique  lacerations  of  the  lips  or 
of  the  eyebrows,  it  is  best  to  place  the  initial 
cutaneous  suture  at  the  edge,  that  is,  the 
vermillion  border  of  the  lip  or  the  margin 
of  the  eyebrow.  In  connection  with  Langer’s 
lines,  a small  vertical  laceration  often  can 
be  converted  into  a transverse  one  as  on  the 
forehead,  and  thereby  fit  into  the  normal 
folds  of  that  area.  One  should  avoid  use  of 
excessive  subcutaneous  catgut,  but  white  silk 
sutures  may  be  used  subcutaneously.  Imme- 
diate tension  must  be  reduced  to  a minimum 
and  eliminated  if  we  are  to  escape  hypertro- 
phic scars  and  keloid  formation.  Remember 
that,  next  to  infection,  tension  is  probably 
the  greatest  cause  of  hypertrophic  and  ke- 
loidal types  of  scarring.  Closure,  of -course, 
is  carried  out  anatomically,  layer  by  layer. 

The  problem  of  immediate  use  of  a skin 
graft  arises  in  some  cases  where  there  is 
extensive  tissue-loss.  Generally  speaking, 


skin  grafting  and  plastic  re-arrangement 
are  best  deferred  to  a later  date.  For  large 
tissue-losses  or  losses  of  a portion  of  the 
nose  or  of  the  ear,  the  voided  margins 
should  be  sutured.  Lost  tissues  that  are  re- 
covered, especially  of  the  ear  or  the  nose, 
should  be  stored  in  the  cartilage  bank  for 
later  use. 

Post-traumatic  scar  revision  should  not 
be  undertaken  for  at  least  two  months  after 
the  initial  accident,  and  often  we  wait  six 
months.  There  is,  as  a rule,  a good  deal  of 
spontaneous  improvement  in  appearance  and 
function  with  the  passage  of  time.  Also, 
there  is  resolution  of  any  low  grade  residual 
infection,  and  the  delay  enables  us  to  carry 
out  a more  intelligent  plastic  repair.  Sutures 
can  be  removed  as  early  as  the  second  post- 
operative day,  depending  upon  the  appear- 
ance of  the  wound.  Gentleness  in  the  hand- 
ling of  the  soft  tissues  of  the  face  is  tre- 
mendously important  and  rewarding. 

Hematomas  must  be  prevented.  They 
usually  become  infected  and  often  result  in 
severe  scarring  and  tissue-loss.  There  are 
three  ways  to  prevent  hematomas:  (1) 

hemostasis;  (2)  drainage;  (3)  pressure 
dressings.  The  first  two  conditions  we  have 
already  discussed.  A few  words  should  be 
said  about  pressure  dressings.  Dressings 
are  almost  as  important  as  the  surgical 
correction  of  the  involved  area,  and  once 
they  are  correctly  applied  they  should  be 
left  undisturbed  for  at  least  forty-eight 
hours.  Otherwise  there  is  no  use  in  apply- 
ing them.  A good  pressure  dressing  with 
immobilization  makes  for  prompt  healing 
and  comfort.  A word  of  caution  is  needed 
about  application  of  the  pressure  dressing, 
especially  over  the  bony  surfaces  such  as 
the  forehead  or  the  malar  area.  Too  much 
pressure  over  such  surfaces  can  result  in 
marginal  necrosis  of  the  wound. 

Interdental  wire  loops  and  intermaxillary 
wires  are  placed  with  teeth  in  occlusion  in 
order  to  further  immobilize  those  areas 
which  are  normally  mobile.  The  intermax- 
illary wires  are  not  tightened  until  the 
danger  of  nausea  and  vomiting  has  past.  A 
suitable  head  cap  and  chin  strap  can  be 
applied  to  prevent  motion  in  those  persons 
whose  dental  problems  forbid  wire  applica- 
tion. Such  immobilization  should  be  main- 
tained for  two  to  three  weeks  postoperative- 
ly,  and  these  patients  should  be  kept  on  a 
liquid  and  soft  diet  for  this  period. 
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Deep  lacerations  of  the  side  of  the  face 
deserve  special  note  due  to  the  possibility 
of  injury  to  the  parotid  gland  or  to  Stenson’s 
duct,  as  well  as  to  the  seventh  cranial  nerve. 
One  is  unable  to  see  the  parotid  duct  in  the 
wound  because  it  contracts;  likewise,  lacer- 
ation of  the  parotid  gland  would  naturally 
be  difficult  to  determine ; so  the  patient  may 
be  tested  by  the  use  of  a little  lemon  juice, 
vinegar,  or  citric  acid  placed  on  the  tongue 
to  demonstrate  flow  of  saliva  into  the 
wound.  If  the  duct  is  severed,  and  there 
external  salivary  drainage,  I find  it  best  to 
use  a rubber  drain  and  drain  this  area 
intra-orally  while  the  external  wound  is 
carefully  closed  in  layers.  This  drain  is  left 
in  place  for  from  one  to  three  weeks  to 
prevent  a fistula,  because,  as  you  know,  a 
cutaneous  salivary  fistula  is  most  persistent 
and  difficult  to  treat  surgically  at  a later 
date.  Direct  anastomosis  of  the  duct  can 
be  carried  out.  However,  it  takes  con- 
siderable time  and  effort,  initial  primary 
healing  is  not  too  good,  and  stricture  is  not 
uncommon.  Injury  to  the  facial  nerve  can 
be  repaired,  but  one  should  be  extremely 
cautious  in  attempting  this  repair.  It  is 
best  left  to  the  neurosurgeon.  It  is  comfort- 
ing to  know  that  the  seventh  nerve  probably 
regenerates  about  as  well  or  even  better  than 
other  nerves  in  the  body. 

Burns  of  the  face  must  be  thoroughly  in- 
spected and  cleansed  under  aseptic  condi- 
tions, using  soap,  water,  and  occasionally 
benzine  and  ether  to  remove  cream.  Large 
bullae  are  emptied  of  fluid  by  aspiration, 
and  any  necrotic  epidermis  is  removed. 
Fine-mesh-gauze  dressings  are  applied,  and 
firm  pressure  is  employed,  and  the  dressing 
is  left  undisturbed  for  seven  to  ten  days. 
Cleansing  a third  degree  burn  is  carried  out 
as  noted,  dead  tissue  is  removed,  and  skin 
grafts  indicated  after  the  surface  is  clean. 
This  is  usually  in  about  two  to  three  weeks 
post-burn.  For  burns  of  the  eye,  two  per 
cent  butyn  ointment  is  applied  for  relief  of 
pain,  and  the  aid  of  a competent  ophthalmo- 
logist is  enlisted.  Of  course,  the  familiar 
general  measures  for  burn-shock  are  em- 
ployed. Plastic  repair  may  be  delayed  for 
several  months  after  the  injuries  occur  with 
the  exception  of  the  eyelids.  The  lids  must 
be  attended  promptly  to  prevent  atrophy 
and  subsequent  adherent  occular  cicatriza- 
tion. Postoperative  care  of  these  patients 
is  most  demanding  and  extremely  important. 
Nasal,  oral  and  eye  secretions  must  be  han- 


dled properly,  and  the  maintenance  of 
proper  positions,  especially  in  children,  by 
means  of  immobilization  is  important.  The 
feeding-problems  and  the  peculiar  mental 
outlook  may  require  great  tact.  Postopera- 
tive penicillin  is  often  employed  with  or 
without  other  antibiotics.  Protection  against 
tetanus  is  given.  Frequently  we  hear  ques- 
tions with  regard  to  the  timing,  that  is 
from  the  time  of  injury  until  the  time  repair 
is  made,  or  how  long  can  one  wait  with 
reasonable  assurance  of  primary  healing. 
Especially  is  this  true  in  children.  It  used 
to  be  that  in  much  over  six  or  eight  hours 
we  did  not  anticipate  primary  healing.  Now, 
with  the  use  of  antibiotics,  we  can  usually 
extend  the  time  up  to  twenty-four  hours 
from  the  time  of  injury.  However,  one  can- 
not be  certain  of  primary  healing  when  this 
much  time  has  elapsed.  Much  over  twenty- 
four  hours  is  a waste  of  time  and  effort, 
in  my  opinion. 

There  is  no  doubt  that  many  facial  de- 
formities and  many  surgical  procedures 
could  be  avoided  if  more  time  and  effort 
were  devoted  to  the  management  of  these 
acute  injuries.  These  facts  should  stimulate 
all  of  us  to  give  every  effort,  in  treating 
facial  injuries,  to  bring  about  a minimum 
of  disfigurement. 


The  newly  reported  active  and  probably  active 
tuberculosis  cases  per  100,000  population  varied 
among  the  States  from  a high  of  164.0  for  Arizona 
to  a low  of  16.4  for  Nebraska  (in  1952).  The  rates 
for  Alaska  and  Puerto  Rico  were  substantially 
higher  than  the  rate  for  Arizona.  No  doubt  part 
of  the  difference  in  rates  reflects  the  relative  ef- 
fectiveness of  case  finding  and  reporting  in  each 
State.  On  the  other  hand,  it  seems  probable  that 
large  differences  in  the  rates  generally  indicate 
actual  differences  in  the  incidence  of  the  disease. 
Div.  of  Chronic  Disease  and  TB,  PHS,  Pub.  Health 
Reports,  November,  1953. 


BCG  is  harmles  if  prepared  and  used  properly; 
it  produces  a certain  degree  of  immunity,  and  it 
should  be  used  to  immunize  the  more  vulnerable 
groups  in  the  population.  These  groups  are  doc- 
tors, medical  students  and  nurses;  hospital  and 
laboratory  personnel;  individuals  unavoidably  ex- 
posed to  infection  in  the  home;  patients  and  em- 
ployees in  custodial  institutions,  and  children  and 
certain  adults  considerel  to  have  inferior  resistance 
and  living  in  communities  where  tuberculosis  is  un- 
usually prevalent.  James  E.  Perkins,  M.D.,  Bulletin 
of  the  National  Tuberculosis  Association,  April, 
1953. 
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Sclerema  Neonatorum 


Doctor  Davis  defines  and  describes  the  rare 
condition,  sclerema  neonatorum,  and  discusses 
the  probable  etiologic  factors  responsible  for  its 
genesis.  He  describes,  briefly,  the  pathologic  fea- 
tures seen  at  autopsy.  Doctor  Davis  then  reports 
in  considerable  detail  one  of  the  four  cases  that 
have  recovered  after  admission  to  the  Childrens 
Memorial  Hospital. 

EDITOR 

SCLEREMA  Neonatorum  is  a 
comparatively  rare  condition 
found  only  in  the  neonatal 
period.  Most  cases  occur  in  the  first  week 
of  life.  There  is  a diffuse  hardening  of  the 
subcutaneous  tissue.  The  skin  is  shrunken, 
“old,”  hard,  and  smooth,  and  the  involved 
areas  do  not  pit  on  pressure.  The  appear- 
ance has  been  aptly  described  as  that  of  a 
frozen  cadaver. 

The  hardening  usually  begins  in  the  lower 
extremities,  and  in  the  vulva.  It  then  ex- 
tends rapidly  upward,  and  may  eventually 
involve  the  entire  body  except  for  the  palms, 
soles,  and  scrotum.  In  the  past  this  was 
often  considered  to  be  a terminal  state,  but 
recovery  is  now  possible.  Premature  infants 
have  been  considered  more  prone  than  those 
born  at  term,  to  develop  sclerema,  but  it  also 
occurs  in  full  term  infants. 

Predisposing  factors  are  poor  nutrition, 
debilitation,  diarrhea,  dehydration,  and  sep- 
sis. There  develops  a stearin-like  hardness 
of  the  fatty  tissues  combined  with  a marked 
dehydration.  In  this  age  group  the  fatty 
tissue  contains  a higher  proportion  of  palmit- 
ic and  stearic  acids.  The  melting  point  of 
oleic  acid  is  much  lower  than  that  of  the 
other  two.  On  cutting  the  involved  tissue 
during  pathologic  examination,  there  is  vir- 
tually no  escape  of  fluid.  Microscopic  section 
may  reveal  fat  crystals.  Most  often  the  tis- 
sue is  little  changed  from  normal.  The  tis- 
sue returns  to  normal  in  cases  that  recover. 

Hughes  and  Hammond2,  in  a review  of 
twenty-eight  cases,  reported  that  the  av- 
erage age  of  onset  was  four  days  after  birth. 
They  reported  an  extreme  age  of  seventy 
days  after  birth.  They  noted  that  twenty- 
five  per  cent  of  the  mothers  were  ill  at  the 
time  of  labor,  but  that  all  but  two  deliveries 
were  spontaneous.  These  authors  mention 
the  average  birth  weight  as  2,800  grams  with 
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extremes  of  2,150  to  4,100  grams.  Most  of 
their  cases  exhibited  abnormal  behavior  at 
birth,  weakness  and  cyanosis  being  the  most 
common  symptoms.  Nearly  all  of  the  chil- 
dren had  trouble  with  temperature  control 
and  exhibited  other  conditions  in  addition  to 
sclerema.  Seventy-five  per  cent  of  their 
patients  died,  and  eleven  were  autopsied. 
Thickening  of  connective  tissue  seemed  to  be 
the  most  common  finding.  They  concluded 
that  thickening  of  connective  tissue  was  the 
essential  change  and  that  infection  and  trau- 
ma also  play  a part. 

The  most  recent  edition  of  Nelson’s  Text- 
book of  Pediatrics  states  there  is  no  specific 
treatment  for  sclerema  neonatorum.  Corti- 
cotrophin  and  cortisone  are  mentioned  as 
having  given  variable  results.  Oxygen  is 
often  needed,  as  is  a broad  spectrum  anti- 
biotic. Water  and  electrolyte  imbalance  must 
be  corrected.  Regulation  of  body  heat  and 
a high-humidity  atmosphere  are  helpful  as 
additional  measures. 

There  have  been  six  cases  of  sclerema 
neonatorum  admitted  to  the  Children’s  Mem- 
orial Hospital  in  Omaha,  Nebraska.  There 
have  been  two  deaths  in  this  series.  The 
first  death  occurred  twenty-four  hours  after 
admission,  in  a three-week-old  white  infant. 
This  child,  a female,  weighed  4 pounds  and 
15  ounces,  at  birth.  No  specific  treatment 
was  given.  Diagnosis  was  confirmed  at 
autopsy. 

The  second  death  occurred  during  the 
first  hospital  day.  This  white  male  infant, 
one  of  twins,  was  admitted  at  two  days  of 
age.  He  weighed  2 pounds,  15  ounces,  and 
received  supportive  measures  only.  No  au- 
topsy was  performed.  The  four  children 
successfully  treated,  all  weighed  more  than 
six  pounds  at  birth.  These  four  infants  re- 
ceived either  ACTH  or  cortisone. 

A representative  case  is  discussed  in  greater  de- 
tail: 

This  white  female  infant  was  admitted  to  the 
Childrens  Memorial  Hospital  on  October  28,  1954, 
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two  days  after  delivery  in  another  hospital.  The 
mother’s  pregnancy  had  been  uneventful,  and  she 
estimated  that  she  was  two  weeks  post-term.  Labor 
was  precipitate  and  of  one  hour  and  thirty-seven 
minutes  duration.  Amniotic  fluid  stained  with 
meconium  was  noted  during  labor,  but  fetal  heart 
tones  were  difficult  to  hear.  Birth  weight  was  six 
pounds. 

The  baby  was  placed  in  an  incubator  with  oxygen 
and  alevaire  and  was  given  penicillin,  streptomycin, 
and  vitamin  K.  At  twenty-four  hours  she  was 
noted  to  be  crying  constantly,  her  skin  was  pale, 
her  head  held  back,  and  she  had  hypertonicity  of 
the  muscles.  Her  temperature  was  98.6°  F.;  pulse, 
140;  and  respiration,  60.  An  x-ray  of  the  chest  was 
negative.  The  baby  was  given  50  cc.  of  2.5  per 
cent  dextrose  in  half-strength  normal  saline,  sub- 
cutaneously, at  twenty-four  hours  and  again  at  thir- 
ty-six hours.  At  forty-eight  hours  there  was  an 
agonal  type  of  cry,  and  opisthotonus  was  noted. 
Her  temperature  at  this  time  was  101°  F.;  respira- 
tions, 60;  pulse,  140.  The  legs,  lower  back,  and 
abdomen  were  noted  to  be  scleremic,  with  induration 
of  the  muscles.  The  lips  were  dry,  and  the  infant 
did  not  respond.  Laboratory  data  was  not  signif- 
icant. 

On  admission  to  Childrens  Memorial  Hospital  the 
chief  complaints  were  opisthotonus,  spastic  rigidity, 
and  marked  dehydration  since  birth.  Physical  ex- 
amination revealed  a well  developed,  poorly  nour- 
ished white  female  infant  showing  rapid  slightly 
labored  respiration.  Her  temperature  was  100.6°  F.; 
respirations,  50;  pulse,  164;  and  weight,  five  pounds. 
The  infant  was  lying  on  her  side  with  her  head 
thrown  back.  The  skin  was  dry  and  very  tight  over 
the  entire  body  except  the  palms  of  the  hands  and 
the  soles  of  the  feet.  The  anterior  fontanelle  was 
depressed.  Heart  sounds  were  rapid,  clear,  distinct, 
and  regular.  No  murmurs  were  heard.  The  lungs 
were  clear  on  ausculation  and  percussion.  There 
was  spastic  rigidity  of  the  extremities.  Moro  re- 
flex was  present.  No  other  significant  physical 
findings  were  noted. 

Laboratory  findings  on  admission  were  as  follows: 
White  blood  cells,  48,700  with  81  per  cent  segmented 
granulocytes,  3 staff  forms,  11  lymphocytes,  and  5 
per  cent  monocytes.  Four  nucleated  red  blood  cells 
were  seen  in  counting  100  leukocytes.  Urinanalysis 
was  essentially  negative.  After  five  days  the  num- 
ber of  leukocytes  had  fallen  to  13,300,  of  which  66 
per  cent  were  segmented,  28  per  cent  lymphocytes. 
1 eosinophile,  and  5 per  cent  were  monocytes. 
Erythrocytes  numbered  4.90  million,  and  there  were 
16.0  grams  of  hemoglobin  per  100  cc.  of  blood.  An 
x-ray  of  the  chest,  taken  on  11-11-54,  showed  the 
heart  to  be  relatively  small  and  the  bony  thorax  to 
be  normal.  The  lungs  were  over-distended  and 
emphysematous,  and  coarse  peribronchial  markings 
were  noted. 

The  child  was  placed  in  a Gordon  Armstrong  incu- 
bator with  constant  humidity  and  oxygen  at  six 
liters  per  minute.  She  was  given  clysis  of  100  cc. 
of  2.5  per  cent  dextrose  in  half-strength  lactated 
Ringer’s  solution;  penicillin  (CrystallinR),  300,000 
units,  streptomcyin,  100  mg.;  and  cortisone,  25  mg. 
intramuscularly,  once  daily.  These  medicamants 
were  given  at  this  interval  in  order  to  reduce  the 


number  of  injections  into  the  indurated  tissues. 
Lavage  feedings  of  half-strength  Olac  formula,  15 
cc.  every  three  hours  were  given.  After  four  feed- 
ings the  quantity  was  increased  to  30  cc.  per  feed- 
ing, and  0.1  gram  of  calcium  lactate  was  added  to 
each  feeding.  The  food  was  well  tolerated.  The 
baby’s  skin  became  softer  within  24  hours  and  by 
48  hours  the  hidebound  condition  has  entirely  sub- 
sided, and  the  spasticity  and  opisthotonus  had  dis- 
appeared. 

There  was  a steady  gain  in  weight.  The  oxygen 
was  gradually  decreased.  The  cortisone  was  re- 
duced to  12.5  mg.  daily  on  11-3-54,  to  6.25  on 
11-5,  and  discontinued  on  11-7-54.  Streptomycin 
and  penicilin  were  discontinued  on  11-5-54,  and  the 
patient  was  given  Achromycin,  25  mg.  every  six 
hours,  orally.  The  remainder  of  the  hospital-course 
was  uneventful  save  for  the  pneumonitis  found  by 
x-ray  on  11-11-54.  This  responded  to  Achromycin. 
By  11-18-54,  the  patient  weighed  six  pounds  and 
eight  ounces  and  was  discharged  in  good  condition. 
Since  her  discharge  she  has  been  followed  as  a pri- 
vate patient  of  a pediatrician.  No  further  symptoms 
have  been  noted,  and  growth  and  development  have 
been  normal. 

COMMENT 

Sclerema  Neonatorum  may  occur  in  any 
debilitated,  chilled,  or  infected  infant  as  well 
as  in  prematures.  The  most  important  meas- 
ures for  correction  of  this  condition  seem  to 
be: 

1.  Maintenance  of  body  heat. 

2.  An  environment  containing  high  hu- 
midity and  adequate  oxygen. 

3.  Control  of  infection  with  antibiotics. 

4.  Adequate  fluids,  electrolytes,  and  nu- 
triment. 

5.  Steroid  therapy.  At  present,  cortisone 
seems  the  agent  of  choice.  The  func- 
tion of  the  infant’s  adrenal  glands  is 
not  needed  as  it  is  with  corticotrophin. 
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It  is  certain  that  tuberculosis  is  not  an  inescap- 
able component  of  human  society.  It  is  always  the 
result  of  gross  defects  in  social  organization  and  in 
the  management  of  individual  life.  It  is  truly  a 
social  sin  which  can  and  must  .be  stamped  out. 
Rene  J.  Dubos,  Ph.D.,  Am.  Rev.  Tuberc.,  July,  1953. 
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Clinical  Studies  on  a 

New  Synthetic  Hypnotic 

Win  5095  (Lotusate)* 


These  authors  report  their  clinical  evaluation  of 
a new  derivative  of  barbituric  acid.  This  syn- 
thetic hypnotic  was  administered  to  154  patients 
alternately  with  secobarbital  sodium,  a well 
known  hypnotic.  The  effectiveness  as  well  as  un- 
wonted side-effects  were  noted  and  are  herein 
reported. 

EDITOR 

Effectiveness  and  toxicity 

of  a new  synthetic  hypnotic 
have  been  evaluated  in  154  pa- 
tients at  the  University  of  Nebraska  Hos- 
pital during  the  past  six  months.  These  pa- 
tients presented  a wide  variety  of  disorders. 

Win  5095  (Lotusate) (R),  a brand  of  tal- 
butal,  is  5-allyl-5  sec. -butyl-barbituric  acid 
with  a formula  of  CnH^N^O.,.  It  is  a white 
crystalline  solid  and  is  readily  soluble.  Acute 
toxicity  studies (1)  in  rats  and  other  experi- 
mental animals  have  indicated  that  the 
pharmacodynamic  actions  of  Win  5095  are 
similar  in  kind  and  degree  to  other  presently 
available  barbiturates  such  as  secobarbital 
sodium  (Seconal(R),  Lilly),  butabarbital  so- 
dium (Butisol(R),  McNeil),  and  pentobarbital 
sodium  (Nembutal(R),  Abbott).  In  dogs, 
somewhat  less  respiratory  depression  was 
found  with  Win  5095  than  with  pentobar- 
bital. Prolonged  chronic  toxicity  studies  in 
monkeys  for  six  months  showed  no  cumula- 
tive effects  other  than  ataxia.  No  anorexia 
or  vomiting,  or  abnormalities  of  the  blood  de- 
veloped. 

METHOD 

Hospitalized  patients  at  the  University  of 
Nebraska  Hospital  served  as  their  own  con- 
trols, each  receiving  100  mg.  Win  5095  on 
alternate  evenings  with  100  mg.  secobarbital 
sodium,  according  to  prearranged  plan. 
Patients  were  not  told  that  they  were  taking 
experimental  drugs,  nor  that  these  drugs 
were  intended  to  induce  sleep.  No  other  sed- 
ative drugs  were  in  use  during  the  study. 
However,  the  medication  was  administered 
by  the  nurse  on  duty  at  8:45  p.m.,  approxi- 
mately fifteen  minutes  before  darkening  of 
the  wards,  so  that  the  time  relationship  of 
administration  might  have  been  suggestive. 

* Supplied  by  courtesy  Winthrop-Stearns,  Inc.,  New  York  18, 
N.Y. 
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Sleep-patterns  were  noted  by  nurses  on  duty 
at  night,  and  the  intern  on  duty  (REW)  rou- 
tinely noted  sleep-reactions  the  following 
morning  on  rounds.  Secobarbital  sodium  did 
not  closely  resemble  Win  5095  in  that  the 
former  was  a capsule  and  the  latter  a tablet.! 
No  placebos  were  administered. 

Excessive  morning  after-sleepiness  was  re- 
corded when  patients  had  to  be  awakened 
after  the  first  waking  hour  (5:30  a.m.)  or 
if  the  patient  readily  dropped  off  to  sleep 
during  the  morning.  Ataxia  was  recorded  if 
the  patient  was  unsteady  when  he  walked 
to  the  bathroom  any  time  after  taking  the 
medication,  although,  when  noted,  this  was 
most  marked  within  the  first  three  hours. 
This  symptom  obviously  depended  upon  ade- 
quate stimulus,  and,  if  the  patient  did  not 
ambulate  during  the  night,  it  is  probable  this 
symptom  would  not  be  noticed.  Headache, 
nausea  and  vomiting  were  recorded  if  the 
patient  mentioned  them. 

RESULTS 

A certain  few  patients  volunteered  they 
“liked”  the  tablets  (Win  5095)  better  than 
capsules  (secobarbital)  and  an  equal  number 
vice  versa.  No  patient  refused  either  of  the 
medications  because  of  side  effects.  One  pa- 
tient on  a long  term  study  did  not  wish  to 
continue  the  medication,  but  not  because  of 
svmptoms.  Frequent  blood  counts  during 
the  study  did  not  show  any  abnormalities. 

The  age  range  of  subjects  tested  is  given 
in  Table  I.  The  majority  were  in  the  50-79- 
year  age  groups,  a factor  which  reflected 
the  older  age  stratum  of  our  patients;  in 
them  no  overall  increase  in  side  effects  was 
noted.  In  fact,  no  correlation  could  be  made 

fAt  the  time  of  the  study  we  were  not  able  to  obtain  identical 
forms  of  the  test  drugs. 
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TABLE  III 


between  age  or  body  weight  and  side-effects 
such  as  nausea,  dizziness,  headache  or  ex- 
cessive sleepiness. 

TABLE  I 

NUMBER  OF  PATIENTS  IN  EACH  AGE  CATEGORY 

10-19  20-29  30-39  40-49  50-59  60-69  70-79  80-89 


Male  5 5 3 8 10  11  13  5 

Female  3 9 14  11  21  18  16  3 


Each  patient  received  an  equivalent 
amount  of  Win  5095  and  of  secobarbital  for 
an  equivalent  period.  Total  dosage  ranged 
from  one  day’s  medication  (100  mg.  of  each 
drug)  to  15  days  (1,500  mg.  each  drug).  In 
addition,  one  patient  on  a long-continued 
study  with  Win  5095  received  100  mg.  night- 
ly for  29  days  for  a total  of  2,900  mg.  Total 
duration  of  therapy  with  each  drug  and  the 
number  of  patients  is  seen  in  Table  II. 

TABLE  II 

TOTAL  DURATION  THERAPY  EACH  DRUG 


Mg. 

Each  Drug  Patients 

100  17 

200  40 

300  47 

400  19 

500  9 

600  5 

700  5 

800  3 

900  1 

1,000-1,500  8 


154 

The  majority  of  patients  had  a total  of  2 
or  3 test  doses. 

Effectiveness  was  very  difficult  to  evalu- 
ate, since  must  unsedated  patients  also  sleep 
throughout  the  night.  All  patients  slept  in 
open  wards  with  an  average  of  16-18  patients 
per  ward.  The  wards  were  intended  to  be 
undisturbed  for  eight  and  three-quarters 
hours.  Casual  questioning  of  each  patient  in 
this  series  usually  brought  out  that  the  pa- 
tient was  asleep  in  15  to  30  minutes.  Dura- 
tion of  hypnosis  was  recorded  as  2 to  10 
hours  according  to  nurses’  and  intern’s  ob- 
servations as  to  when  the  patient  became 
awake.  The  duration  of  sleep  was  difficult 
to  gauge  in  view  of  early  morning  ward  dis- 
turbances, associated  illnesses,  and  the  va- 
garies of  sleep,  especially  in  hot  weather.  In 
many  of  the  patients,  “average”  duration  of 
sleep  could  only  be  a guess,  which  was  not  at- 
tempted. However,  the  estimate  of  the  long- 
est recorded  sleep  which  occurred  in  patients 
on  these  two  drugs  was  more  definite  and  has 
been  analyzed  in  Table  III  and  Table  IV.  The 
data  show  that  in  the  majority  of  the  pa- 
tients there  was  approximately  equal  effec- 
tiveness, except  that,  in  the  sample  tested, 
somewhat  more  patients  slept  over  eight 
hours  with  Win  5095  than  with  secobarbital 
sodium. 


Patients 

Drugs  apparently  equally  effective  in  longest 


duration  of  sleep 79 

Win  5095  induced  longer  sleep  than 

secobarbital  sodium  35 

Secobarbital  sodium  induced  longer  sleep 

than  Win  5095  15 

Uncertain  as  to  duration 25 

154 

TABLE  IV 


DURATION  OF  LONGEST  SLEEP  BY  NUMBER 
OF  PATIENTS 

Less  than  8 hrs. 


4 hrs.  4-5  hrs.  6-7  hrs.  and  over 

Win  5095  6 Pts  23  Pts  62  Pts  38  Pts 

Secobarbital  sodium 9 Pts  34  Pts  59  Pts  27  Pts 


Nausea  was  a symptom  in  five  patients  in 
the  series.  In  four  of  these,  it  was  attribut- 
ed to  the  basic  disease  (two  patients  with 
cholecystitis;  one  with  appendicitis;  one  un- 
der radiation  treatment  for  uterine  cancer), 
and  in  the  fifth  patient  occurred  one  night 
with  Win  5095  only.  Nightmares  were  ex- 
perienced by  only  one  patient ; he  had  night- 
mares commonly  with  or  without  either  drug. 
Residual  headache  was  reported  by  two  pa- 
tients both  of  whom  also  had  nausea,  and  it 
occurred  with  each  drug. 

Of  the  total  group  of  154,  thirty-four  stat- 
ed they  did  not  awaken  completely  refreshed, 
but  had  residual  drowsiness  with  or  without 
some  slight  dizziness.  In  most  of  these  34, 
the  residual  sleepiness  was  slight  in  degree, 
but  in  two  it  was  moderate  (an  87  and  73- 
year-old  male),  and  in  two,  marked  (79- 
year-old  male  and  67-year-old  female) . Slight 
dizziness  was  noted  at  one  time  or  another 
in  eleven  patients,  a symptom  noted  in  the 
same  number  and  intensity  with  either  drug. 
All  such  patients  stated  this  was  an  un- 
accustomed symptom.  Such  effect  was  most 
marked  soon  after  taking  the  medication  and 
did  not  limit  any  of  them  the  following  morn- 
ing. 

DISCUSSION 

Evaluation  of  new  drugs  for  sedation  is 
fraught  with  many  difficulties  because  “hyp- 
notic doses”  of  such  sedatives  are  supple- 
mentary to  the  normal  sleep-pattern.  With  a 
given  drug,  hypnosis  in  relation  to  sedation 
is  a function  of  dosage.  If  the  subject  is 
habitually  a sound  sleeper  and  healthy,  a 
hypnotic  would  not  be  expected  to  have  any 
noticeable  effect.  In  an  open  medical  or 
surgical  ward,  disturbances  frequently  arise 
to  disturb  sleep,  and  the  basic  illness  in  it- 
self may  promote  or  inhibit  sleep.  Accord- 
ingly, objective  evaluation  of  effectiveness  is 
limited  and  small  differences  would  appear 
to  be  within  the  range  of  observation  or  pa- 
tient-selection error.  In  a sample  of  154  pa- 
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tients,  however,  it  can  be  seen  that,  to  the 
extent  of  the  observations  made,  Win  5095 
closely  resembles  secobarbital,  both  in  onset 
and  offset  of  hypnosis,  and  that  the  most 
common  after-effect  is  slight  sleepiness.  In 
addition,  it  can  be  said  that  no  serious  toxic 
changes  were  noted,  and  patient  acceptance 
was  satisfactory. 

CONCLUSION 

A new  synthetic  hypnotic  has  been  studied 
by  comparison  with  a well-known  standard 
hypnotic,  secobarbital  sodium.  It  appeared 
to  aid  rapid  induction  of  sleep  and  main- 
tained hypnosis  for  a 6-8  hour  period.  Resid- 
ual mild  sleepiness  was  the  only  significant 
after-effect. 
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Tuberculosis  Abstracts 

PERIODIC  EXAMINATIONS 

The  purpose  of  periodic  examinations  of  persons 
in  apparent  good  health  is  identical  with  that  of 
other  medical  examinations:  to  detect  disease  in  its 
earliest  phases  of  development  and  to  counsel  per- 
sons in  matters  of  health  preservation. 

Who  should  be  examined?  The  more  important 
a person  is  to  society,  to  relatives  and  dependents 
or  to  business  associates,  the  more  important  his 
health  becomes.  Key  men  in  business,  mothers  of 
children,  heads  of  families  and  those  with  other  im- 
portant missions  to  perform  must  conserve  their  pro- 
ductive capacity.  Disability  from  preventable  illness 
constitutes  a serious  threat  to  successful  attainment 
of  goals  in  life,. 

Many  corporations  regard  the  health  of  their  ex- 
ectives  as  valuable  assets  to  be  conserved.  Often 
they  require  executives  to  undergo  periodic  examina- 
tions at  intervals  of  from  six  to  twelve  months,  the 
expense  being  borne  by  the  corporation.  Labor 
unions  look  to  the  welfare  of  their  members  but  few 
have  come  to  recognize  the  need  for  examinations 
of  the  type  advocated  here.  Physicians,  who  bear 
grave  responsibilities  to  many  people,  are  notably 
negligent  of  their  own  health,  often  because  they 
fear  to  impose  upon  busy  colleagues. 

Persons  with  a history  of  chronic  or  recurring 
ailments,  notably  diabetes,  tuberculosis,  hyperten- 
sion, duodenal  ulcer,  and  other  conditions  have 
learned  by  experience  that  medical  care  is  part  of 
personal  maintenance. 

EXAMINATION  TECHNIQUES 

Many  physicians  have  learned  that  the  examina- 
tion of  persons  who  believe  themselves  to  be  well 
is  no  simple  task.  The  skill  and  judgment  required 
is  at  least  equal  to  that  needed  for  the  care  of  the 
sick.  The  procedure  of  conducting  an  examination 
should  be  similar  to  that  ordinarily  employed  when 
the  subject  is  known  to  be  ill. 


A thorough  medical  history,  interpreted  by  a 
physician  with  a broad  knowledge  of  internal  medi- 
cine, may  yield  clues  to  health  hazards  not  previous- 
ly recognized.  A careful  record  of  past  ailments  is 
secured,  with  emphasis  upon  conditions  which  tend 
to  persist  or  recur.  Often  the  past  medical  history 
must  be  supplemented  later  with  clinical  and  labora- 
tory records,  x-ray  films  and  the  findings  and  opin- 
ions of  previous  physicians.  The  patient’s  recollec- 
tions and  his  current  opinions  concerning  previous 
illness  may  be  faulty. 

If  the  patient  has  noted  any  abnormality  of  func- 
tion or  volunteers  any  symptom,  or  if  he  expresses 
any  special  fear  of  disease,  these  are  recorded  in 
detail.  Finally,  specific  questions  are  asked  with 
respect  to  each  organ  system.  The  end  result  is  a 
complete  and  orderly  inventory  of  the  functional 
status  of  all  parts  of  the  body  insofar  as  these  have 
appeared  to  the  patient. 

The  physician  should  probe  into  the  emotional 
problems  and  occupational  strains  which  may  relate 
to  health  and  happiness.  It  is  important  to  record 
habits  of  eating,  sleeping,  and  recreation,  as  well  as 
the  nature  and  intensity  of  physical  and  mental  ef- 
fort expended  in  occupational  pursuits.  The  con- 
sumption of  alcohol,  tobacco,  sedatives,  and  self -pre- 
scribed medications  should  be  estimated  in  quantita- 
tive terms.  Often  it  is  wise  to  inquire  directly  con- 
cerning sexual  habits  and  marital  problems.  Many 
persons  who  would  never  open  such  topics  of  con- 
versation are  eager  to  share  their  problems  with  an 
understanding  physician  and  are  benefited  by  do- 
ing so. 

The  physician  should  know  his  patient’s  ambi- 
tions, accomplishments,  and  plans  for  the  future  as 
well  as  his  frustrations  and  failures.  The  physician, 
like  the  minister  and  the  lawyer,  is  often  in  a posi- 
tion to  assist  the  patient  in  analyzing  his  life 
program. 

Physical  examination  of  the  apparently  well  per- 
son must  be  fully  as  meticulous  and  complete  as 
in  the  case  of  the  ailing  person.  Minor  deviations 
from  normality  are  evaluated  as  possible  incipient 
disease.  All  accessible  structures  are  observed  close- 
ly and  examined  with  seeing  hands.  The  actions  of 
the  heart  and  lungs  are  determined  by  traditional 
methods  of  physical  examination.  If  blood  pressure 
is  elevated  it  is  determined  repeatedly  until  a base 
level  is  recorded.  The  body  orifices,  including  the 
ocular  fundus,  the  nasal  and  oral  cavities,  the  rec- 
tum and  vagina  are  examined  visually  and  probed 
with  examining  fingers  or  instruments. 

Laboratory  and  x-ray  studies  will  be  planned 
after  the  medical  history  and  physical  examination 
have  been  completed.  Each  test  will  be  chosen  to 
answer  a specific  question,  often  a question  which 
arose  as  a result  of  the  interview  or  examination. 
In  addition  to  the  special  tests  certain  routine  exam- 
inations are  necessary.  An  x-ray  examination  of 
the  lungs  and  heart  is  essential  to  all  cases.  Blood 
counts  and  urine  analysis  also  may  reveal  conditions 
not  producing  symptoms  or  findings.  Very  few 
cases  are  found  by  the  routine  serologic  test  for 
syphilitic  infection  but  it  has  become  traditional. 
Electrocardiograms  are  indicated  if  the  patient  is 
over  the  age  of  forty-five  years.  Even  a normal 
tracing  may  become  valuable  for  purposes  of  com- 
parison if  cardiac  disease  appears  later. 

(Continued  on  page  258) 
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MEET  SOME  OF  OUR 

NEW 


Dr.  Otto  A.  Wurl  was  born  January  7,  1912,  in  Quincy,  Illinois. 
He  attended  public  schools  in  Council  Bluffs,  Iowa,  and  attended  Grin- 
nell  College  in  Grinnell,  Iowa,  and  the  University  of  Iowa  at  Iowa 
City  to  obtain  his  premedical  education.  Dr.  Wurl  took  his  medical  edu- 
cation at  the  Northwestern  University  School  of  Medicine  where  he 
was  awarded  the  degree,  Doctor  of  Medicine,  in  1939. 

He  interned  at  the  Evanston  Hospital  in  Evanston,  Illinois,  from 
May,  1938,  to  November,  1939.  He  served  a residency  in  internal  med- 
icine at  Brooks  General  Hospital,  Fort  Sam  Houston,  Texas,  and  com- 
pleted one  year  of  graduate  study  in  cardio-vascular  diseases  (Harvard 
Medical  School)  at  Massachusetts  General  Hospital. 

Dr.  Wurl  is  certified  by  the  American  Board  of  Internal  Medicine. 

He  is  an  associate  of  the  American  College  of  Physicians  and 
is  a member  of  the  American  Heart  Association. 

He  etsablished  a general  practice  in  Council  Bluffs,  Iowa  in  1939, 
and  continued  in  that  location  until  1941,  when  he  entered  service. 

Dr.  Wurl’s  military  assignment  with  the  U.S.  Army  continued 
until  1953. 

He  is  presently  an  instructor  at  the  Creighton  University  School  of 
Medicine. 

Dr.  Wurl  and  wife,  Jane,  have  two  daughters,  Katherine  Louise, 
7%  years  and  Susan  Leigh,  6 years. 

Sports,  particularly  football  and  track,  are  Dr.  Wurl’s  hobbies. 

Address:  3610  Dodge  St.,  Omaha,  Nebraska. 


Doctor  Carl  J.  Cornelius,  Jr.  was  born  in  Kearney,  Nebraska,  Febru- 
ary 21,  1927,  where  he  attended  grade  and  high  school.  He  attended 
Doane  College,  Western  Michigan  College,  Northwestern  University, 
and  Nebraska  State  Teachers  College  at  Kearney  before  enrolling  at 
the  Creighton  University  School  of  Medicine.  He  received  his  degree, 
Doctor  of  Medicine,  in  1951. 

Dr.  Cornelius  interned  at  St.  Joseph’s  Hospital  in  Omaha. 

He  served  in  the  U.S.  Navy  from  1944-46  and  again  from  1952-54. 

Dr.  Cornelius  and  wife,  Rosalie,  have  three  children;  Donna  Lynn 
4%  years,  Wayne  3%  years  and  Scott  6 months. 

His  hobbies  are  golfing,  fishing,  and  hunting. 

Address:  Ogallala,  Nebraska. 


Doctor  John  G.  Yost  was  born  in  North  Platte,  Nebraska,  on  August 
1,  1923.  After  completing  his  elementary  education  in  North  Platte 
and  Grand  Island,  he  attended  Doane  College,  Crete,  Nebraska  and 
the  University  of  Nebraska  College  of  Medicine  where  he  received 
the  degree,  Doctor  of  Medicine,  in  1947. 

His  internship  was  served  in  Kings  County  Hospital,  Brooklyn, 
New  York.  In  1948-49  and  1950-53  he  served  residencies  in  the  same 
hospital. 

Dr.  Yost’s  military  service  consisted  of  a tour  of  duty  with  the 
U.S.  Navy. 

He  and  his  wife,  June,  have  two  children;  Susan,  5 years  and 
John  G.,  Jr.,  2%  years. 

Address:  332  South  Pine  Street,  Fremont,  Nebraska. 
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Doctor  Carl  J.  Potthoff  was  bom  on  January  14,  1904.  He^attended 
the  University  of  Minnesota  and  the  degree  Doctor  of  Medicine  was  re- 
ceived in  1933.  Dr.  Potthoff  interned  in  Asbury  Hospital  in  Minneapolis. 
He  received  the  degree,  Master  of  Public  Health  from  the  University  of 
Minnesota  in  1941. 

Dr.  Potthoff  is  a member  of  the  Association  for  the  Advancement 
of  Science,  American  Public  Health  Service,  Association  of  Professors 
of  Preventive  Medicine,  and  the  American  Medical  Writers’  Association. 

For  eight  years  Dr.  Potthoff  served  on  the  faculty  of  the  Univer- 
sity of  Minnesota.  In  1945  he  became  associate  medical  director  of  the 
American  National  Red  Cross.  Dr.  Potthoff,  while  at  the  University 
of  Minnesota,  supervised  the  admission  and  emergency  services  in  Minne- 
apolis General  Hospital. 

Unmarried,  Dr.  Potthoff  devotes  his  leisure  hours  to  fishing,  bowl- 
ing and  work  on  his  farm. 

Presently,  he  is  instructing  at  the  University  of  Nebraska  College 
of  Medicine  and  is  working  with  the  Omaha-Douglas  County  Health  De- 
partment. 

Address:  University  of  Nebraska  College  of  Medicine,  Omaha,  Ne- 

braska. 


Doctor  Richard  B.  Svehla  was  born  in  Omaha,  Nebraska,  on  July  5, 
1924,  where  he  attended  elementary  schools.  His  premedical  studies 
were  obtained  at  Creighton  and  Yale  Universities.  His  medical  educa- 
tion was  rceived  at  the  Creighton  University  where  he  graduated  with 
the  degree,  Doctor  of  Medicine,  in  1947. 

Dr.  Svehla  interned  at  Mt.  Carmel  Mercy  Hospital  in  Detroit,  Michi- 
gan, the  following  year.  From  1948  to  1952,  he  served  surgical  resi- 
dencies at  the  Hospital  of  the  College  of  Medical  Evangelists  in  Los 
Angeles  and  at  Iowa  Methodist  Hospitals. 

His  military  service  was  served  in  the  U.S.  Army  Medical  Corps 
in  Korea  and  Japan  from  1952  to  1954. 

Dr.  Svehla  is  a member  of  the  faculty  of  The  Creighton  Univer- 
sity School  of  Medicine. 

Dr.  Svehla  and  wife,  Anna  Margaret  have  one  daughter,  Amy 
Kathryn,  who  is  two  years  of  age. 

Photography  and  gardening  are  Dr.  Svehla’s  hobbies. 

Address:  721  Medical  Arts  Building,  Omaha,  Nebraska. 


Doctor  William  B.  Long  was  born  in  Franklin,  Nebraska,  April 
26,  1924,  and  attended  elementary  schools  there.  In  1941,  he  enrolled 
at  the  University  of  Nebraska;  from  1946-1948,  he  attended  Kearney 
State  Teachers  College  at  Kearney,  Nebraska.  Dr.  Long  received  his 
medical  education  at  the  University  of  Nebraska  College  of  Medicine, 
where  he  received  his  degree,  Doctor  of  Medicine,  in  1952. 

He  interned  at  the  Methodist  Hospital  in  Omaha. 

From  1943  to  1946,  Dr.  Long  served  in  the  U.S.  Navy. 

In  July  of  1953,  Dr.  Long  established  a general  practice  in  Lex- 
ington, Nebraska,  in  partnership  with  D.  S.  McGee,  M.D. 

Dr.  Long’s  wife  is  the  former  Nancy  Proter,  who  is  a member 
of  the  Nebraska  State  Medical  Auxiliary.  They  have  one  son,  who  is 
three  years  of  age. 

Hobbies  are  sports  and  reading. 

Address:  Lexington,  Nebraska. 
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Coming  Meetings 

CRIPPLED  CHILDREN’S  CLINICS— 

July  9,  Norfolk,  Norfolk  State  Hospital 
July  23,  Hastings,  Mary  Lanning  Hospital 
August  6,  Chadron,  Elks  Club 
August  20,  Broken  Bow,  Elks  Club 

ROCKY  MOUNTAIN  CANCER  CONFERENCE, 
Denver,  July  13,  14,  1955.  835  Republic  Building, 
Denver  2,  Colorado. 


MAX  NITZE 

(Perfected  the  first  practical  cystoscope,  1879) 


Organization  Section 

News  and  Views 

A.M.A.  Surveys  County  Medical  Societies — 

To  find  out  what  county  medical  societies 
throughout  the  country  are  doing  and  to 
help  them  develop  new  public  service  pro- 
grams, the  A.M.A.’s  Council  on  Medical 
Service  currently  is  distributing  question- 
naires to  officers  of  the  1,911  county  and 
district  medical  societies  in  the  U.S.  The 
most  complete  of  its  type  ever  undertaken, 
this  survey  covers  all  major  areas  of  society 
interest  — including  meetings,  committees, 
programs  and  activities,  insurance  programs, 
dues,  office  facilities,  and  personnel.  Since 
this  is  the  only  way  that  the  Association  can 
keep  abreast  of  society  activities,  the  Coun- 
cil hopes  that  all  questionnaires  will  be  re- 
turnd  as  soon  as  possible.  The  information 
gleaned  from  these  reports  will  be  invalu- 
able aids  to  societies  seeking  assistance  in 
expanding  their  activities  and  will  help  the 
Council’s  staff  increase  its  ability  to  be  of 
service  to  society  officers  and  members.  This 
year’s  survey  is  being  conducted  in  coopera- 
tion with  the  Department  of  Public  Rela- 
tions. 

Nebraska  and  National  Board  of 
Medical  Examiners — 

The  National  Board  Examiner  for  April, 
1955,  announced  that  the  Nebraska  Board  of 
Medical  Examiners  has  restored  recognition 
of  National  Board  examinations.  The  fol- 
lowing is  quoted  from  Mr.  Husted  K.  Wat- 
son’s letter  to  the  National  Board: 

“This  is  to  advise  that  the  Nebraska  Board 
of  Medical  Examiners  at  the  regular  meet- 
ing held  February  7,  1955,  resolved  that 
Nebraska  will  consider  applications  for  reci- 
procity from  those  who  have  successfully 
completed  examinations  in  States  giving  the 
objective  type  of  examination  and  will  rec- 
ognize endorsement  indicating  the  appli- 
cant’s successful  completion  of  Part  II  and 
Part  III  of  the  National  Board  Examination, 
provided,  the  Nebraska  Board  of  Medical 
Examiners  have  the  privilege  of  reviewing 
the  questions  and  the  applicant’s  answers  in 
such  examinations.” 

From  the  Omaha  World-Herald — 

The  nation’s  best  health  insurance  pro- 
gram is  improved  nutrition,  an  Ohio  physi- 
cian and  conservationist  stated  here  recently. 
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Said  Dr.  Jonathan  Forman:  “The  only 
way  to  create  health  in  the  individual  is  to 
go  back  to  the  soil.”  Dr.  Forman  divides 
his  time  about  equally  between  medicine  and 
the  soil.  He  is  Professor  of  the  History  of 
Medicine  at  Ohio  State  University,  Column 
bus,  Ohio,  and  president  of  Friends  of  the 
Land. 

He  was  in  Omaha  to  address  students  at 
the  University  of  Nebraska  College  of  Medi- 
cine and  to  speak  at  an  Alpha  Omega  Alpha 
banquet  recently. 

The  greatest  obstacle  to  medicine,  said  Dr. 
Forman,  is  the  “failure  of  the  individual 
citizen  to  assume  responsibility  for  his  own 
health.”  He  wants  the  preacher  to  save  him 
from  hell  and  the  doctor  to  save  him  from 
death,”  he  added. 

Dr.  Forman  said  that  as  a doctor  he  be- 
came interested  in  soil  conservation  because 
it  holds  the  key  to  health.  “We  have  deplet- 
ed our  soil  and  the  result  is  poor  nutrition,” 
he  stated.  The  answers  to  better  soil  come 
slowly.  He  said : “We  have  the  fool  idea  that 
if  we  spend  billions  of  dollars  and  produce 
an  atomic  bomb  we  can  do  anything  with 
money.  It  isn’t  true.”  Better  soil  will  come 
about  when  young  men  and  women  enter  sci- 
ence, he  declared. 

The  Friends  of  the  Land,  he  said,  want  to 
put  across  the  idea  that  soil  is  “a  living  and 
dynamic  thing.” 

From  the  Omaha  World-Herald — 

A labor  union  official’s  call  for  Congres- 
sional intervention  in  the  handling  of  Salk 
polio  vaccine  has  met  with  a rebuff  from 
Representative  Jackson  B.  Chase.  The  Oma- 
han  replied  to  a letter  he  had  received  from 
Robert  Oliver,  assistant  to  the  president  and 
director  of  the  CIO  legislative  committee. 

Mr.  Oliver  had  enclosed  in  his  letter  a 
statement  by  CIO  President  Walter  Reuther, 
who  said  the  vaccine  situation  was  a “dis- 
graceful demonstration  of  inept  an  d irre- 
sponsible government.” 

Mr.  Chase  wrote  in  reply.  “At  this  time 
I seriously  question  the  advisability  of  in- 
jecting this  very  important  problem,  bear- 
ing as  it  does  on  the  health  and  lives  of  large 
numbers  of  children  and  the  peace  of  mind 
of  their  parents  into  the  realm  of  partisan 
politics.  “The  mere  fact  that  this  subject 
has  captured  the  headlines  of  the  papers  and 


is  the  subject  of  discussion  on  the  lips  of 
many  parents  is  no  reason  why  it  should  be 
thrown  into  the  tumult  and  confusion  of 
partisan  politics.” 

Mr.  Chase  said  many  technical  problems 
are  involved  in  the  handling  of  the  vaccine, 
and  that  they  should  be  left  to  experts  to 
solve.  “And  I am  satisfied  that  your  organ- 
ization, vquite  as  much  as  I am,  is  desirous  of 
helping  the  cause  quietly  and  constructive- 
ly,” he  wrote  Mr.  Roberts. 

Mr.  Roberts’  letter  called  for  immediate 
Congressional  action  to  insure  that  the  vac- 
cine is  used  with  maximum  effectiveness  in 
areas  of  the  greatest  need. 

The  Month  in  Washington — 

This  Congress  appears  to  have  established 
a record  for  the  introduction  of  medical 
legislation  — but  unless  something  unusual 
happens  and  happens  fast  there  will  be  no 
record  set  for  laws  passed. 

With  the  summer  well  along,  and  tentative 
adjournment  just  a few  weeks  off,  Congress 
had  not  yet  revived  its  interest  in  medical 
bills.  Most  of  the  measures  that  were  of- 
fered in  January  and  February,  to  the  ac- 
companiment of  hopeful  speeches  by  their 
sponsors,  have  been  allowed  to  lie  undis- 
turbed in  committee  files.  In  some  cases 
hearings  were  held,  where  persons  and  or- 
ganizations vitally  interested  could  give  en- 
thusiastic testimony.  Very  few  bills  indeed 
got  farther  than  that  in  the  first  six  months 
of  the  session. 

One  reason  is  the  close  balance  in  Con- 
gress, and  the  reluctance  of  either  party  to 
get  behind  bills  offered  by  the  other,  and 
which  might  have  appeal  to  the  public  in  the 
1956  election  year.  Another  is  worrying 
over  putting  the  federal  government  still 
deeper  into  the  red  in  a year  of  prosperity, 
if  not  of  boom. 

Also,  key  committees  for  weeks  were  pre- 
occupied with  various  bills  on  Salk  vaccine, 
its  control  and  its  cost — weeks  when  the  com- 
mittees otherwise  might  have  worked  on, 
and  possibly  reported  out,  other  less  contro- 
versial health  bills.  A specific  example  is 
the  Senate  Labor  and  Welfare  Committee. 
This  committee  was  about  ready  to  report 
out  a House-passed  bill  for  a national  survey 
of  mental  health  problems  when  it  found  it- 
self deeply  mired  in  the  Salk  situation.  The 
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mental  health  bill  is  likely  to  be  enacted,  but 
the  long  delay  didn’t  help  much. 

Another  bill,  early  in  the  session  regarded 
as  about  certain  of  enactment,  calls  for  the 
establishment  of  a voluntary,  contributory 
system  of  health  insurance  for  federal  civil- 
ian employees.  After  a year’s  study  of  the 
complications  involved,  a special  task  force 
prepared  and  made  public  the  administra- 
tion’s program  in  January.  The  expectation 
was  that  a bill  to  carry  out  the  plan  would 
be  offered  in  a few  weeks  at  the  most,  and 
would  be  passed  in  a few  months. 

But  it  didn’t  work  out  that  way.  The  ad- 
ministration decided  that  it  couldn’t  press  for 
these  medical  benefits  (U.S.  would  pay  about 
one-third  of  insurance  premiums)  until  the 
extent  of  a general  U.S.  pay  raise  had  been 
fixed  by  Congress.  So  it  was  June  before 
this  U.S.  employee  health  insurance  bill  was 
even  sent  to  Congress,  and  then  administra- 
tion was  in  no  rush  to  have  it  passed. 

Troubles  also  beset  the  Defense  Depart- 
ment’s bill  to  extend  the  doctor  draft  act  an- 
other two  years.  Although  the  extension  was 
strongly  opposed  by  both  the  American  Med- 
ical Association  and  the  American  Dental 
Association,  the  House  Armed  Services 
Committee  accepted  the  Defense  Depart- 
ment’s arguments  and  voted  out  the  bill,  24 
to  0. 

Ordinarily  such  a committee  vote  would  have 
sent  the  bill  sailing  on  through  the  House 
and  to  the  Senate.  But  not  this  time.  Chair- 
man Howard  Smith  (D.,  Va.)  of  the  House 
Rules  Committee  lectured  the  Armed  Serv- 
ices Committee  and  the  Defense  Department 
for  not  making  an  effort  to  solve  the  doctor 
problem  by  some  other  means.  There  was 
consequently  a delay  before  floor  action — not 
fatal,  but  a delay. 

Some  bills,  once  considered  important, 
were  effectively  ignored  by  Congress.  One 
was  the  Eisenhower-Hobby  plan  for  reinsur- 
ance of  health  insurance  groups,  defeated 
last  year.  The  administration  tenaciously 
defended  it,  but  the  committees  weren’t 
enough  impressed  to  schedule  hearings  dur- 
ing the  first  six  months  of  the  session. 

The  administration  bill  for  federal  guaran- 
tee of  construction  loans  for  hospitals  and 
clinics  stirred  some  Capitol  Hill  interest  but 
no  hearings  have  been  held.  Then  came  all 
the  bills  on  polio  vaccine,  and  this  measure 
also  was  put  on  the  shelf. 


A bi-partisan  bill  for  U.S.  grants  for  con- 
structing and  equipping  medical  research 
facilities  travelled  about  the  same  course: 
hearings,  a high  degree  of  enthusiasm  from 
medical  researchers,  confidence  that  the  plan 
would  go  through  — then  no  more  action. 

For  a time  Senator  Hill  (D.,  Ala.),  the  key 
Senator  on  health  bills,  was  determined  to 
put  through  his  bill  for  federal  aid  for  build- 
ing medical  schools.  When  hearings  were 
held  the  bill  did  not  appear  to  arouse  opposi- 
tion from  any  quarter,  yet  it  was  pushed  far- 
ther and  farther  to  the  rear. 

Because  this  is  only  the  first  session  of  the 
84th  Congress,  none  of  these  bills  will  be  ir- 
retrievably lost  even  if  not  passed  before  ad- 
journment. They  hold  whatever  progress 
they  have  made,  and  many  of  them  are  cer- 
tain to  be  important  issues  next  year. 

New  Pamphlet  on  Medical  Education — 

An  attractive  12-page  pamphlet,  entitled 
“What’s  Up  With  Our  Medical  Schools?”  is 
in  production  by  the  American  Medical  As- 
sociation. The  pamphlet  discusses  four  main 
phases  of  medical  education  in  which  the  80 
approved  medical  schools  in  the  country  now 
are  surpassing  all  previous  records.  These 
areas  are:  (1)  medical  school  enrollments; 

(2)  number  of  medical  school  graduates; 

(3)  medical  school  finances;  and  (4)  medi- 
cal school  facilities.  Particularly  suitable 
for  distribution  to  doctors’  reception  rooms, 
through  schools,  and  at  health  fairs,  the  pam- 
phlet will  be  available  in  quantities  after 
July  1 from  the  A.M.A.’s  Public  Relations 
Department. 

From  the  Nebraska  City  News-Press — 

The  American  Medical  Association  has 
asked  that  Uncle  Sam  cease  drafting  doctors 
because  many  doctors  now  in  service  are  do- 
ing non-military  work,  like  delivering  babies 
for  the  wives  of  civilian  workers  overseas. 
That  isn’t  true  only  of  doctors.  Many  a 
peace-time  GI  is  doing  a job  not  too  closely 
connected  with  the  military.  The  whole 
thing  should  be  reviewed.  Other  things  go 
on  in  the  service  which  do  not  make  happy 
reading  for  taxpayers.  Says  the  Hoover 
Commission:  “The  Navy  estimates  that 

canned  meat  and  poultry  have  a storage  life 
of  24  months.  A study  of  14  Naval  supply 
depots  showed  719  months’  supply  of  canned 
hamburger,  79  months’  supply  of  canned  beef 
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and  gravy,  and  a 75  months  ’ supply  of 
canned  ham  chucks.” 


From  the  Omaha  World-Herald — 

Now  the  influential  American  College  of 
Physicians  has  thrown  its  weight  behind  the 
campaign  for  safer  automobiles.  The  Col- 
lege’s committee  on  trauma  has  sent  a state- 
ment to  automobile  manufacturers  suggest- 
ing that  they  provide : 

Doors  that  will  not  open  on  impact  be- 
cause “many  are  killed  or  injured  when 
thrown  through  the  door  on  impact  while 
traveling  at  a relatively  low  rate  of  speed.” 

Seats  and  cushions  that  will  not  be  dis- 
placed on  impact. 

Energy-absorbing  interiors — that  is,  pad- 
ded interiors  to  replace  hard  surfaces  and 
knobs. 

Safety  belts  that  will  withstand  impact 
equal  to  20  times  the  force  of  gravity.  If 
cars  were  so  equipped,  experts  estimate  that 
traffic  fatalities  could  be  cut  by  more  than 
one-half. 

Chrysler  is  now  offering  safety  belts  as 
optional  equipment.  Other  automobile  manu- 
facturers, it  is  said,  also  are  becoming  more 
safety-conscious,  not  only  because  they  are 
responsible  citizens,  but  because  “selling 
safety”  appears  to  be  good  business.  If  the 
reforms  urged  by  the  College  are  adopted, 
more  than  15  thousand  lives  may  be  saved 
each  year. 

From  the  Omaha  World-Herald — 

Fourteen  senior  students  at  the  University 
of  Nebraska  College  of  Medicine  and  one 
faculty  member  were  initiated  into  Alpha 
Omega  Alpha,  honorary  medical  fraternity 
recently  at  the  Omaha  Club.  Dr.  Jonathan 
Forman,  Columbus,  Ohio,  a faculty  member 
at  the  Ohio  State  University  School  of  Medi- 
cine spoke.  Dr.  E.  W.  Bantin,  assistant  pro- 
fessor of  pediatrics,  was  initiated  as  an 
alumni  member. 


From  the  Omaha  World-Herald — 

The  Air  Force  is  negotiating  with  the  Vet- 
erans Administration  for  part  of  the  VA 
Hospital  at  Lincoln.  It  was  understood  that 
an  agreement  has  been  reached  and  that  an 
announcement  would  be  made  shortly. 


The  Air  Force  wants  approximately  75 
beds  at  the  hospital  for  its  personnel  at  the 
Lincoln  Air  Base.  This  would  make  it  un- 
necessary for  it  to  build  its  own  hospital 
facilities.  Earlier  a Congressional  commit- 
tee had  deleted  a request  for  funds  for  a new 
hospital.  The  amount  requested  was  $6,604,- 
000.  The  committee  suggested  that  present 
facilities  be  rehabilitated.  The  75  beds 
would  Occupy  one  wing  of  the  building.  The 
Air  Force  would  have  jurisdiction  over  what- 
ever portion  of  the  hospital  it  took  over.  The 
remainder  would  stay  under  the  V.A. 

If  the  arrangement  should  call  for  shifting 
any  V.A.  patients  now  at  Lincoln,  they  would 
be  sent  to  the  V.A.  hospitals  at  either  Omaha 
or  Grand  Island.  Both  hospitals,  it  was  un- 
derstood have  vacant  beds  now. 

The  Air  Force  has  taken  the  position  that 
it  would  be  an  unnecessary  expense  to  build 
its  own  hospital  facilities  at  Lincoln  when 
there  is  a V.A.  hospital  conveniently  nearby. 
It  was  also  pointed  out  during  the  negotia- 
tions that  the  Lincoln  V.A.  Hospital  ordinar- 
ily has  some  vacant  beds. 

From  the  Omaha  World-Herald  (Public  Pulse) — 

“Along  with  many  other  parents  I also 
was  in  the  dark  about  the  Salk  vaccine  delay. 
Instead  of  screaming  fraud,  politics,  bally- 
hoo as  has  been  done,  I went  to  our  family 
physician  for  information.  Dr.  Salk  and 
physicians  all  over  the  nation  were  sincere 
and  confident  in  the  vaccine  when  releasing 
it  for  use. 

Is  there  any  one  who  can  honestly  say  his 
doctor  high  pressured  him  into  giving  this  to 
his  child?  It  was  voluntary.  Is  it  likely 
this  wonderful  group  of  men  who  strive  day 
and  night  to  save  lives,  not  destroy  them, 
would  give  children  anything  they  believed 
would  harm  them?  I wish  these  critics 
could  have  been  in  my  doctor’s  office  the  day 
the  shots  were  given.  He  worked  like  fury 
and  it  wasn’t  for  politics.  He  felt  it  a day 
in  history.  Let’s  give  the  M.D.s  credit.” 

From  the  Omaha  World-Herald — 

The  best  word  on  what  is  called  the  “polio 
vaccine  fiasco”  was  spoken  in  Omaha  recent- 
ly by  Dr.  Elmer  Hess  of  Erie,  Pennsylvania, 
president-elect  of  the  American  Medical  As- 
sociation. Dr.  Hess  deplored  the  injection  of 
politics  into  the  situation. 

“Every  Democrat  at  Washington  is  try- 
ing to  get  on  the  bandwagon  and  get  some 


July.  1955 


253 


credit  for  the  Salk  discovery,”  he  said.  “If 
it  were  not  for  the  meddling  of  the  politi- 
cians, there  would  be  none  of  the  current 
trouble.” 

Not  all  of  the  meddling  was  done  by 
Democrats.  Some  of  it  came  from  critics  of 
the  new  Department  of  Health,  Education 
and  Welfare,  and  they  found  a chance  to 
throw  bricks  at  Secretary  Hobby. 

But  as  Dr.  Hess  said,  there  is  no  reason 
for  hysteria.  He  expresses  his  confidence 
in  the  vaccine.  Some  medics  point  out  that 
there  was  more  “ballyhoo”  connected  with 
the  introduction  of  the  Salk  vaccine  than  is 
usual  in  such  cases.  The  ordinary  course  is 
to  give  such  experimental  treatment  the  test 
of  careful  use  over  a period  with  little  pub- 
licity. But  in  this  case  the  public  was 
aroused  with  glowing  promises  before  the 
vaccine  was  completely  tested.  Then  the 
politicians  saw  their  chance,  and  so  confu- 
sion. 

The  important  point  is  that  we  have  every 
reason  to  think  that  the  vaccine  will  be  per- 
fected and  that  it  will  be  a substantial  pre- 
ventive of  polio.  That  is  the  main  objective. 

From  the  Sidney  Telegraph — 

Taylor  Hospital  and  Sidney  Hospital  have 
been  closed.  Both  Dr.  Hull  Cook,  operator 
of  the  Taylor  Hospital  and  Dr.  B.  H.  Grimm, 
head  of  the  Sidney  Hospital  have  completed 
the  moving  of  their  patients  to  the  new  hos- 
pital. 

Virtually  all  of  the  equipment  from  the 
two  hospitals  has  been  donated  to  the  Chey- 
enne County  Memorial  Hospital  for  use  or 
sale.  Together,  the  two  “old”  hospitals  had 
a capacity  of  44  beds.  Value  of  the  hospital 
equipment  being  donated  by  Drs.  Cook  and 
Grimm  represents  initial  investments  of 
more  than  $30,000.  Most  of  the  personnel 
of  Taylor  and  Sidney  Hospitals  will  be  part 
of  the  work  force  at  the  new  hospital.  Tay- 
lor Hospital  has  been  a hospital  since  it  was 
erected  for  that  purpose  by  the  late  Dr. 
James  Taylor  in  1926.  Dr.  Grimm  and  Dr. 
C.  H.  Babbitt  opened  the  Sidney  Hospital  on 
January  1,  1950.  Before  that  Dr.  R.  E. 
Roche  had  operated  the  building  as  the  Roche 
Hospital  for  13  years. 

From  the  Omaha  World-Herald — 

Efforts  have  started  to  bring  Douglas 
County’s  coroner  system  up  to  date,  doctors 
said  recently.  Members  of  the  Omaha-Doug- 


las  County  Medical  Society  recently  complet- 
ed arrangements  to  help  County  Attorney 
Eugene  Fitzgerald’s  office. 

Pathologists  work  with  Acting  Coroner 
George  Sullivan  to  determine  the  cause  of 
death  in  unusual  deaths.  The  medical  so- 
ciety became  interested  in  the  coroner  sys- 
tem here  after  a survey  report  of  the  48 
states  was  made  by  the  National  Municipal 
League.  It  said  of  Nebraska:  “The  proce- 
dure varies  from  county  to  county  but  is 
quite  primitive.” 

It  is  based  on  a 1911  state  law.  The  Coun- 
ty Attorney  is  ex-officio  coroner.  But  in 
larger  counties  he  may  appoint  an  aid  to 
handle  the  duties.  The  coroner's  job  is  to 
determine  cause  of  death  in  all  cases  of  sud- 
den or  violent  death.  He  also  determines 
whether  death  is  due  to  accident,  murder  or 
suicide.  He  advises  the  County  Attorney  if 
foul  play  is  suspected. 

The  doctors  argued  that  only  a highly 
skilled  medical  man  should  make  those  deci- 
sions. They  particularly  wished  that  autop- 
sies be  performed  only  by  pathologists.  In 
the  past  doctors  other  than  pathologists  have 
performed  autopsies  for  the  Acting  Coroner. 
The  doctors  also  were  concerned  because 
from  January  1,  1953  to  July  1,  1954,  only 
131  autopsies  were  ordered  by  the  Acting 
Coroner  out  of  5,042  deaths.  Work  to  revise 
the  system  was  begun  nearly  two  years  ago 
by  the  City-County  Medical  Society’s  legisla- 
tive committee,  headed  by  Dr.  J.  F.  Gross. 
Dr.  Francis  L.  Simonds  now  heads  the  com- 
mittee. 

The  doctors  figured  it  was  too  big  a job  to 
get  the  state  law  changed,  said  Dr.  Simonds. 
They  concentrated  on  the  system  here.  Coun- 
ty Attorney  Eugene  Fitzgerald  agreed  to  use 
the  services  of  the  pathologists  in  the  follow- 
ing cases:  Homicide  or  suspected  homicide, 
suicide,  all  cases  of  persons  found  dead 
where  there  is  no  evidence  on  which  to  deter- 
mine the  natural  cause  of  death,  sudden 
death  by  persons  not  disabled,  all  other  un- 
usual deaths.  Dr.  Simonds  said  thorough 
autopsies  occasionally  have  changed  what 
appeared  to  be  obvious  suicide  verdicts  to 
murder.  Mr.  Sullivan  still  will  have  final 
say-so  on  whether  to  ask  for  an  autopsy. 

West  Central  Diabetes  Association  Becomes  the 
Nebraska  Diabetes  Association — 

At  the  annual  meeting  of  the  West  Central 
Diabetes  Association  held  in  Omaha  on  May 
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17th,  a charter  amendment  was  adopted 
changing  its  name  to  The  Nebraska  Diabetes 
Association.  This  was  done  because  of  a 
policy-requirement  of  the  American  Diabetes 
Association. 

The  following  officers  were  elected:  Doc- 
tors S.  M.  Rathbun,  Beatrice,  president;  R. 
S.  Long,  Omaha,  president-elect;  A.  V.  Mur- 
phy, Omaha,  1st  vice  president;  Charles 
Root,  Omaha,  2nd  vice  president;  Michael 
Crofoot,  Omaha,  secretary,  and  W.  J.  Dick- 
erson, Omaha,  treasurer. 

The  following  were  elected  to  the  Board 
of  Trustees  for  terms  expiring  in  1958:  S. 
M.  Rathbun,  M.D.,  of  Beatrice;  Doctors  W. 
J.  Dickerson,  Clifford  Hansen,  M.  L.  Pepper, 
Charles  Root,  and  E.  L.  McQuiddy,  Jr.,  all 
of  Omaha;  Mr.  L.  D.  Barber,  Misses  Vesta 
Davis,  and  L.  Beck,  both  of  Omaha.  Dr.  E. 
S.  Wegner,  Lincoln,  was  elected  to  fill  an  un- 
expired term  ending  in  1956. 

Nebraska  Woman’s  Auxiliary  Prize  Winners — 

The  Auxiliary  to  the  Nebraska  State  Medi- 
cal Association  is  to  be  congratulated  upon 
winning  two  of  the  prizes  given  in  the  To- 
day’s Health  1954-55  Woman’s  Auxiliary 
subscription  contest.  The  State  Winner  in 
Group  II,  (Societies  of  401  to  1,000  mem- 
bers) was  won  by  Nebraska,  Mrs.  Victor 
Norall,  chairman.  The  County  Winners  in- 
cluded second  prize  to  Dawson  County,  Ne- 
braska, in  Group  I,  (Societies  having  mem- 
bership from  1-18). 

Past  Presidents  Meet  for  Breakfast — 

A breakfast  for  past  presidents  of  the  Ne- 
braska State  Medical  Association  was  an  in- 
novation at  the  Annual  Session,  on  May  19th. 
It  is  to  be  hoped  this  will  become  a custom, 
because  it  was  a very  enjoyable  affair. 

The  following  past  presidents  attended 
this  initial  breakfast : Doctors  K.  S.  J.  Hoh- 
len,  Earl  Leininger,  Joseph  McCarthy,  J.  E. 
M.  Thompson,  Palmer  Findley,  Harold  Mor- 
gan, Edward  Rowe,  Clayton  Andrews,  James 
Kelly,  Sr.,  and  George  Covey.  Letters  of 
greeting  were  read  from  Doctors  Claude  Sel- 
by and  M.  S.  Moore. 

Nebraskan  New  President  Academy  of 
Forensic  Sciences — 

Dr.  Alan  R.  Moritz,  a former  Nebraskan, 
director  of  the  Institute  of  Pathology  at 
Western  Reserve  University  and  chairman  of 
the  Committee  on  Medicolegal  Problems  of 
the  A.M.A.,  is  the  new  president-elect  of  the 
Academy  of  Forensic  Sciences. 


First  AMEF  Award  Winner  Dies — 

Members  of  the  medical  profession  and 
particularly  committee  workers  of  the  Amer- 
ican Medical  Education  Foundation  were 
saddened  upon  learning  that  Dr.  Louis  D. 
McGuire,  former  AMEF  state  chairman  in 
Nebraska,  passed  away  April  20th,  following 
injuries  sustained  in  an  automobile  accident 
on  April  17th.  Doctor  McGuire  was  the  first 
recipient  of  an  AMEF  Award  of  Merit,  which 
was  presented  to  him  at  a meeting  of  AMEF 
state  chairmen  on  January  25,  1953.  The 
award  was  given  to  Doctor  McGuire  for  “his 
outstanding  contribution  to  the  preservation 
and  continuance  of  the  high  standards  of 
medical  education  in  the  United  States.” 

As  president  of  the  Omaha-Douglas  Coun- 
ty Medical  Society  in  1952,  Doctor  McGuire 
also  assumed  chairmanship  of  the  state 
AMEF  committee  in  Nebraska  at  that  time. 
Chartering  an  airplane,  he  traveled  through- 
out the  state,  speaking  at  meetings  in  28 
cities,  organizing  AMEF  committees  and 
solociting  contributions  to  the  Foundation 
from  his  colleagues  in  Nebraska. 

Through  his  fund  raising  efforts,  the 
Foundation  received  $49,146  from  474  Ne- 
braska physicians  in  1952  and  approximate- 
ly $30,000  in  annual  pledges  which  were  paid 
to  AMEF  in  1953  and  1954. 

A graduate  of  the  class  of  1917  of  Creigh- 
ton University  School  of  Medicine,  Doctor 
McGuire  was  a clinical  professor  of  surgery 
at  his  Alma  Mater  for  many  years  and  a mem- 
ber of  the  Board  of  Lay  Regents  of  Creigh- 
ton at  the  time  of  his  death.  He  was  certi- 
fied by  the  American  Board  of  Surgery  and 
was  a Member  and  Fellow  of  the  American 
Medical  Association. 

Election  of  Officers,  Nebraska  State 
Medical  Association — 

James  M.  Woodward,  M.D.,  of  Lincoln 
(“Mac”  to  most  of  us)  was  chosen  president- 
elect by  our  House  of  Delegates  as  Dr.  Wil- 
liam E.  Wright  of  Creighton  took  over  the 
presidency  from  Dr.  Earl  Leininger,  Mc- 
Cook. Doctor  Woodward  is  a past  president 
of  the  Lancaster  County  Medical  Society  and 
of  the  Nebraska  chapter  of  the  American 
College  of  Surgeons.  He  has  practiced  medi- 
cine for  forty  years. 

Other  officers  elected  at  the  same  session 
are  as  follows: 

Doctors  F.  A.  Mountford,  Davenport,  vice 
president;  E.  E.  Koebbe,  Columbus,  coun- 
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cilor,  5th  district;  B.  N.  Greenburg,  York, 
councilor,  6th  district;  F.  A.  Mountford, 
Davenport,  councilor,  7th  district;  Wilbur 
Johnson,  Valentine,  councilor,  8th  district; 
Earl  Leininger,  delegate  to  A.M.A. ; D.  B. 
Steenburg,  Aurora,  alternate  delegate  to 
A.M.A. ; A.  J.  Offerman,  Omaha,  delegate  to 
North  Central  Conference. 

The  Board  of  Councilors  made  the  follow- 
ing appointments : Dr.  Fay  Smith,  Imperial, 
Board  of  Trustees ; Dr.  K.  S.  J.  Hohlen,  Lin- 
coln, Council  on  Professional  Ethics;  and  Dr. 
R.  J.  Schenken,  Omaha,  Medicolegal  Advice 
Committee. 

A Tribute  to  Doctor  George  F.  Johnston — 

The  staff  of  St.  Joseph  Hospital,  Alliance, 
have  contributed  the  following  memorial  to 
one  of  their  most  beloved  members: 

Doctor  George  Fredrick  Johnston  died 
very  suddenly  at  his  home  in  Alliance  Satur- 
day, May  14th,  at  8:00  p.m. 

The  Doctor  was  born  at  Hampton,  Iowa, 
July  31st,  1891.  As  a boy  he  attended  grade 
and  high  school  in  Hampton,  graduating  in 
1912.  In  1913  he  entered  Chicago  College  of 
Medicine  and  Surgery  from  which  he  gradu- 
ated in  1917,  as  valedictorian  of  his  class. 

The  Doctor  enlisted  in  the  Medical  Corps 
of  the  U.  S.  Army,  August  3,  1917,  at  Chi- 
cago, and  was  asigned  to  Ambulance  Co.  No. 
132,  attached  to  the  33rd  Division.  He  served 
overseas  from  June,  1918,  to  May,  1919.  He 
was  in  the  battles  of  the  Meuse,  Aragonne 
Forrest,  St.  Mihiel,  and  the  Defense  sector 
of  Toul. 

Doctor  Johnston  served  with  the  Army  of 
Occupation  from  December,  1918,  to  April, 
1919.  Returning  to  the  U.S.  in  May,  he  was 
discharged  in  June,  1919,  at  Camp  Grant, 
Illinois.  He  then  interned  at  Grant  Hos- 
pital, Grant,  Illinois,  for  one  year.  He  was 
then  employed  for  one  year  as  a relief  physi- 
cian for  the  C.B.&Q.  railroad. 

Doctor  Johnston  then  located  in  Bridge- 
port, Nebraska,  and  was  in  general  practice 
there  until  May  1st,  1926,  when  he  joined 
the  Slagle  Clinic  in  Alliance.  Since  then  he 
had  been  in  general  practice  in  Alliance  un- 
til his  death. 

While  at  Bridgeport  he  was  married  to 
Helen  M.  Anderson,  December  15,  1924. 
Helen,  with  a daughter,  Hilda,  and  two 
grandsons  of  Alliance,  an  aged  mother,  two 
sisters,  and  a brother,  in  California,  survive 
him. 


Doctor  Johnston  was  a member  of  the 
Masonic  Lodge,  a 32nd  degree  member  of  the 
Scottish  Rite  of  Alliance,  and  of  the  Shriner 
lodge  at  Houston,  Texas.  He  was  a member 
of  the  following  organizations  of  Alliance: 
Elks,  V.F.W.,  American  Legion,  and  40  et  8. 
He  was  Past  Commander  of  the  American 
Legion.  The  Doctor  was  a member  of  the 
staff  at  St.  Joseph  Hospital,  and  of  the 
County,  State  and  American  Medical  Asso- 
ciations. 

In  addition  to  being  a successful  physi- 
cian and  surgeon  he  was  also  a successful 
businessman.  However,  the  most  valuable 
possesion  the  Doctor  had  at  the  time  of  his 
death  were  the  love  and  respect  of  the  entire 
community  and  the  adoration  of  his  family. 

Doctor  Johnston  and  the  writer  were  in- 
timate friends  for  years,  and  I know  he  had 
no  fear  of  death.  In  my  mind  I could  see 
the  Doctor  laboriously  climbing  the  stairs 
to  his  room  the  night  of  death,  not  calling 
the  family  for  aid  as  he  did  not  want  to 
alarm  them,  but  with  his  long  experience 
with  medicine  he  undoubtedly  knew  he  was 
losing  his  last  fight,  and  would  soon  be  fac- 
ing his  old  antagonist,  Death. 

In  my  imagination  I could  hear  him  say, 
“ Death  I know  you  well  for  I have  fought 
you  all  of  my  professional  life.  I have  fought 
you  during  the  silent  watches  of  the  night 
by  the  bed-side,  waiting  to  hear  the  feeble 
cry  of  a newborn  babe  and  at  times  in  the 
operating  room.  However,  I fought  you  the 
hardest  at  the  battles  of  the  Muese  and  Ara- 
gonne Forrest  where  you  were  taking  our 
boys  by  the  scores.  Not  once  did  you  see 
them  quaver  or  retreat  for  these  boys  were 
raised  by  Christian  mothers  who  taught 
them  that  death  was  not  the  end  of  all  nor 
the  expiring  hope  of  man.” 

Funeral  services  for  Doctor  Johnston  were 
held  in  the  Episcopal  Church  at  Alliance 
with  Rev.  Harold  Shay  officiating.  The  buri- 
al was  in  the  Alliance  Cemetery  with  Ma- 
sonic and  American  Legion  honors. 

Announcements 

Pediatric  Allergy,  a Postgraduate  Course — 

The  New  York  Medical  College,  Flower 
and  Fifth  Avenue  Hospitals  offer  a post- 
graduate course  in  Pediatric  Allergy  under 
the  direction  of  Bret  Ratner,  M.D.,  Profes- 
sor of  Pediatrics  and  Associate  Professor  of 
Immunology,  Nov.  2 to  May  31,  1956.  This 
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course  consists  of  30  sessions,  Wednesdays 
9 :00  a.m.  to  4 :00  p.m.  Applicants  must  be 
certified  in  pediatrics  or  eligible  therefor. 
Fee,  $300.00.  Apply  to  Office  of  the  Dean, 
New  York  Medical  College,  Fifth  Ave.  at 
106th  St.,  New  York  29,  N.Y. 

Workshop  in  Medical  Writing  Available  to  All — 

A workshop  in  medical  writing  will  be 
held  on  the  second  day  of  the  twelfth  annual 
meeting  of  the  American  Medical  Writer’s 
Association,  Saturday,  October  1,  1955,  from 
8:00  a.m.  to  12:00  noon,  at  Hotel  Jefferson, 
St.  Louis,  Missouri.  The  co-ordinator  will 
be  the  Old  Master,  Richard  M.  Hewitt,  M.D., 
Rochester,  Minn.  Instruction  will  be  by 
members  of  the  journalism  faculties  of  the 
University  of  Illinois,  University  of  Missouri, 
and  the  University  of  Oklahoma.  A fee  of 
$5.00  will  be  required  of  non-members. 

Nebraska  State  Obstetrics  and 
Gynecology  Society — 

The  following  letter  to  Secretary  M.  C. 
Smith  outlines  the  formation,  objectives, 
and  modus  operandi  of  a new  society  in 
which  many  members  may  find  interest: 

Dear  Mr.  Smith:  May  18,  1955 

An  organizational  meeting  of  the  Nebraska  State 
Obstetric  and  Gynecological  Society  was  held  at  the 
Paxton  Hotel  this  morning.  We  are  anxious  to  pro- 
mote such  a society  for  the  state  and  need  a little 
publicity.  I wonder  if  it  would  be  possible  for  you 
to  insert  in  your  monthly  newsletter  a brief  an- 
nouncement of  the  fact  that  the  Society  is  in  the 
formative  stage  and  those  interested  in  obstetrics 
and  gynecology  may  join  by  payment  of  $5.00  annual 
dues. 

We  do  not  plan  to  limit  the  Society  to  Board  men 
in  obstetrics  and  gynecology  or  to  those  restricting 
their  practice  to  this  specialty.  Rather,  we  are  in- 
terested in  all  physicians  who  have  any  interest  in 
obstetrics  and  gynecology  and,  particularly,  in  the 
Society.  It  is  tentatively  planned  to  hold  two  meet- 
ings each  year  with  at  least  one  of  these  convening 
outside  the  Omaha  area.  We  are  more  or  less  think- 
ing of  holding  the  fall  meeting  in  Grand  Island,  at 
which  time  the  constitution  and  by-laws  will  be 
adopted  and  other  rules  and  regulations  will  be 
settled.  In  addition  to  the  organizational  discussion 
at  this  meeting,  it  is  planned  to  conduct  a profes- 
sional meeting  with  various  physicians  in  the  state 
participating.  Dr.  Maurice  Grier  was  elected  tem- 
porary president  and  I was  elected  temporary  secre- 
tary-treasurer so  that  further  information  may  be 
secured  from  either  of  us  by  any  physicians  who 
are  interested.  . . 

Dr.  Harley  Anderson  of  Omaha  is  the  program 
chairman  for  the  fall  meeting.  . . 

With  kindest  personal  regards. 

Yours  sincerely, 

ROY  G.  HOLLY,  M.D., 
Department  of  Obstetrics 
and  Gynecology. 


Human  Interest  Tales 

Dr.  V.  L.  Bamson,  Beatrice,  has  left  this  city  to 
open  a private  practice  at  Lawrence,  Kansas. 

Dr.  John  Aita,  Omaha,  spoke  on  mental  health  at 
a recent  meeting  of  the  Kiwanis  Club  in  Omaha. 

Dr.  and  Mrs.  E.  L.  MacQuiddy,  Jr.,  Omaha,  are 
the  proud  parents  of  a daughter  born  April  22. 

Dr.  R.  R.  Anderson,  Nehawka,  suffered  minor  in- 
juries in  a recent  automobile  accident  in  Omaha. 

Drs.  J>  S.  Bell  and  H.  G.  Patterson,  York,  made 
a recent  fishing  trip  to  the  Sioux  Narrows,  Canada. 

Dr.  C.  E.  Rice,  Odell,  entered  a Lincoln  hospital 
in  the  latter  part  of  May  for  examinations  and  treat- 
ment. 

Dr.  W.  R.  Malony,  Pittsfield,  Illinois,  has  moved 
to  Omaha  where  he  is  associated  with  Dr.  Harley 
Anderson. 

Dr.  I.  W.  Irvin,  Auburn,  was  the  guest  speaker 
at  a regular  meeting  of  the  Kiwanis  club  of  that 
city  recently. 

Dr.  Willis  Taylor,  Jr.,  Omaha,  presented  a talk  on 
“Natural  Childbirth”  at  a meeting  of  the  Pre-School 
Mothers’  club  recently. 

Dr.  E.  G.  Surber,  Norfolk,  recently  gave  a talk 
on  polio  at  a meeting  of  the  Madison  County  Rural 
Youth  held  in  that  city. 

A directory  of  Omaha’s  14  medical,  dental  and 
health  clinics  has  ben  issued  by  the  United  Com- 
munity Service  Health  Council. 

Dr.  Jonathan  Forman,  Columbus,  Ohio,  was  the 
guest  speaker  at  a recent  convocation  at  the  Uni- 
versity of  Nebraska  College  of  Medicine. 

Dr.  Douglas  Campbell,  Scottsbluff,  presented  a 
talk  recently  before  the  Eagles  Lodge  of  that  city, 
on  the  subject  of  the  heart  and  its  diseases. 

Dr.  J.  R.  Simmons,  Hooper,  has  sold  his  practice 
to  Dr.  Ed  Raitt,  Colusa,  California.  Dr.  Simmons 
has  no  immediate  plans  for  the  future. 

Dr.  Gordon  Filmer-Bennett,  Rochester,  New  York, 
has  been  named  clinical  psychologist  at  the  Central 
Nebraska  Mental  Health  Clinic  at  Hastings. 

Dr.  Joseph  Kuncl,  Alliance,  recently  won  the 
grand  award  for  his  stamp  collection  at  the  Sixth 
Annual  Stamp  Show  held  in  Denver,  Colorado. 

Three  public  health  nursing  officials  from  Wash- 
ington, D.C.,  were  guest  speakers  at  the  first  Chronic 
Disease  Nursing  conference  held  in  Omaha  in  June. 

Dr.  K.  J.  Kenney,  Fairbury,  was  the  guest  speak- 
er at  the  regular  meeting  of  the  Central  Ward  PTA 
recently.  Dr.  Kenney  talked  on  the  Salk  polio  vac- 
cine. 

Dr.  R.  R.  Seasongood,  Carroll,  has  announced  his 
retirement  from  the  practice  of  medicine.  He  plans 
to  go  to  Florence,  Indiana,  to  make  his  home  with 
a son. 

Dr.  Cecil  F.  Simmons,  Oakland,  has  sold  his  prac- 
tice to  Dr.  Arnold  S.  Mullman  of  Perry,  Iowa.  Dr. 
Simmons  has  made  no  immediate  plans  for  the 
future. 

Dr.  B.  P.  Wells,  Omaha,  was  the  guest  speaker 
at  the  annual  dinner  dance  of  Phi  Rho  Sigma  which 
was  held  at  the  Livestock  Exchange  building  in 
Omaha. 

Dr.  C.  M.  Wilhelmy,  Omaha,  spoke  on  the  subject, 
“The  Effect  of  Diet  on  Blood  Pressure,”  at  a re- 
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cent  seminar  at  the  University  of  Nebraska  College 
of  Medicine. 

Drs.  D.  A.  McGee  and  Wm.  B.  Long,  Lexington, 
have  moved  into  their  newly  completed  clinic  in  that 
city.  The  building  is  31  feet  by  75  feet  and  is  of 
white  painted  brick. 

Dr.  Dwaine  Peetz,  Omaha,  has  moved  from  this 
city  to  Neligh  where  he  has  set  up  his  practice  of 
medicine.  He  was  previously  associated  with  a 
surgical  group  in  Omaha. 

Dr.  Frederick  Gillick,  Omaha,  has  announced 
that  the  professional  membership  drive  of  the  Ne- 
braska Heart  Association  has  been  completed  with 
a total  of  202  doctors  enrolled. 

Dr.  R.  F.  Mueller,  Lincoln,  recently  attended  the 
meeting  of  the  American  Goiter  Association  which 
was  held  in  Oklahoma  City,  Oklahoma.  He  is  also 
a member  of  the  association. 

Dr.  F.  Lowell  Dunn,  Omaha,  was  honored  in  June 
by  the  University  of  Chicago.  He  received  a cita- 
tion for  civic  leadership  and  public  service  at  the 
university’s  annual  Alumni  Assembly. 

The  community  of  Greeley  has  begun  the  con- 
struction of  a medical  and  dental  clinic  which  is  to 
be  completed  by  July  1.  The  town  at  the  present 
time  does  not  have  the  services  of  a doctor. 

Dr.  Vincent  Moragues,  Associate  Professor  of 
Pathology,  the  Creighton  University  School  of  Medi- 
cine, has  recently  been  designated  as  President-elect 
of  the  Nebraska  Association  of  Pathologists. 

Hugh  Follmer,  Omaha,  a student  at  the  University 
of  Nebraska  College  of  Medicine  has  been  elected 
vice-president  of  the  Student  American  Medical  As- 
sociation at  their  recent  meeting  in  Chicago. 

Dr.  J.  D.  McCarthy,  Omaha,  has  been  named  to  a 
committee  of  the  American  Medical  Association  to 
meet  with  labor  and  management  “in  an  effort  to 
solve  the  medical  problems  of  the  working  people.” 

Dr.  James  H.  Dunlap,  Norfolk,  spoke  to  the  pas- 
tors and  representatives  from  15  congregations  at 
the  Lutheran  Community  Hospital  Aid  Association 
at  their  semi-annual  meeting  held  in  that  city  re- 
cently. 

Dr.  Thomas  Powell,  Lincoln,  is  planning  to  begin 
his  practice  of  medicine  in  Arapahoe  about  July  1 
following  the  completion  of  his  internship.  At  the 
present  time  the  city  is  without  the  services  of  a 
doctor. 

Dr.  S.  J.  Camazzo,  Omaha,  left  the  city  during 
May  for  a 6-weeks  flying  tour  of  the  United  States 
and  Europe.  On  the  12-thousand-mile  trip  Dr.  Car- 
nazzo  represented  the  International  College  of  Sur- 
geons. 

Dr.  and  Mrs.  A.  W.  Anderson,  West  Point,  have 
returned  home  after  a two-month  tour  of  Europe. 
While  abroad  Dr.  Anderson  attended  the  Inter- 
national College  of  Surgeons  meeting  in  Geneva, 
Switzerland. 

Dr.  and  Mrs.  Payson  Adams,  Omaha,  recently  re- 
turned from  a three-week  trip  to  California.  The 
trip  also  included  Dr.  Adams’  attendance  at  the 
meeting  of  the  American  Urological  Association  in 
Los  Angeles. 

Dr.  H.  Winnett  Orr,  Lincoln,  recently  made  a 
donation  to  the  Sidney,  Nebraska,  Museum  fund.  He 
hopes  that  it  will  stimulate  interest  in  establishing 


a historical  museum  for  the  preservation  of  frontier 
relics  and  lore. 

Dr.  Elvin  V.  Semrad,  a native  of  Abie,  has  been 
appointed  Associate  Clinical  Professor  of  Psychiatry 
at  the  Harvard  Medical  School.  He  received  his 
M.D.  degree  from  the  University  of  Nebraska  Col- 
lege of  Medicine. 

Dr.  and  Mrs.  W.  J.  McMartin,  Omaha,  have  re- 
turned home  after  spending  several  weeks  in  Los 
Angeles.  While  there  Dr.  McMartin  presided  over 
the  meeting  of  the  American  Urological  Association 
of  which  he  is  president. 

Dr.  Jack  Latenser,  Omaha,  was  the  principal 
speaker  at  a regular  meeting  of  the  North  Omaha 
Kiwanis  club.  He  spoke  on  the  wide  range  of  hos- 
pitals and  medical  centers  in  the  country  which  he 
has  visited  during  his  military  service. 

Dr.  Floyd  S.  Clarke,  Omaha,  was  honored  recently 
for  his  55  years  of  medical  practice  by  the  staff 
of  Children’s  Memorial  Hospital.  He  was  presented 
a certificate  of  appreciation  “for  his  untiring  efforts 
of  giving  medical  service  to  children.” 

Dr.  F.  Lowell  Dunn,  Omaha,  has  been  elected 
permanent  head  of  the  Rehabilitation  Center  com- 
mittee. The  center,  for  the  rehabilitation  of  handi- 
capped children,  will  be  erected  on  the  University 
of  Nebraska  College  of  Medicine  campus. 

Dr.  Benjamin  B.  Wells,  Professor  of  Medicine,  the 
Creighton  University  School  of  Medicine,  recently 
served  as  Professor  of  Medicine  pro  tern  of  the 
Georgetown  University  School  of  Medicine.  Such 
a week  long  visit  by  a prominent  internist  is  an 
annual  event  at  Georgetown  University. 


TUBERCULOSIS  ABSTRACTS 

(Continued  from  page  247) 

The  success  of  some  community-wide  anti-tuber- 
culosis x-ray  screening  programs  has  suggested 
that  tests  to  detect  other  diseases  should  be  de- 
vised and  applied  to  large  population  groups.  Many 
physicians  and  public  health  experts  are  opposed  to 
such  multiphasic  screening  programs  except  as  re- 
search projects.  The  reasons  for  such  opposition  are 
obvious  if  comparisons  are  made  between  the  re- 
quirements of  a thorough  examination  and  those  of 
a series  of  simple  laboratory  tests.  An  easy  and 
inexpensive  way  to  make  everybody  healthy  has  not 
been  found. 

The  National  Tuberculosis  Association  and  its 
affiliated  health  organizations  can  do  much  to  popu- 
larize good  and  thorough  periodic  medical  exam- 
inations. The  problem  is  largely  one  of  health  edu- 
cation and  medical  economics.  People  have  already 
learned  that  periodic  dental  examinations  are  wise 
and  economical.  Parents  have  already  learned  to 
consult  pediatricians  for  advice  and  care  of  well 
children.  When  private  pediatricians  cannot  be  had, 
well  baby  clinics  are  provided.  Why  not  well  papa 
and  well  mamma  clinics? 

The  actual  cost  of  periodic  health  examinations 
by  private  physicians  is  not  beyond  the  reach  of  the 
average  working  man.  Maintenance  of  a man  costs 
less  than  maintenance  of  an  automobile.  The  cost 
of  trading  the  serviceable  old  car  for  a new  model 
is  greater  than  the  cost  of  a major  illness.  The  cost 
of  maintaining  a good  sickness  insurance  policy  is 
(Continued  on  page  276) 
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HOUSE  OF  DELEGATES 
NEBRASKA  STATE  MEDICAL  ASSOCIATION 
ANNUAL  SESSION 
May  16,  17,  18,  19,  1955 

May 

County  16  17  18  19 

ADAMS — 

0.  A.  Kostal,  Hastings  (D) P P P P 

G.  P.  Charlton,  Hastings  (A) 

BOONE— 

Wm.  Fitch,  Albion  (D) 

R.  J.  Smith,  Albion  (A) 

BOX  BUTTE— 

Wm.  L.  Howell,  Hyannis  (D) 

Robert  J.  Morgan,  Alliance  (A) 

BUFFALO— 

Wm.  Nutzman,  Kearney  (D) 

D.  A.  Nye,  Kearney  (A) 

BURT— 

L.  Morrow,  Tekamah  (D) P P P P 

1.  Lukens,  Tekamah  (A) 

BUTLER— 

L.  J.  Ekeler,  David  City  (D) 

W.  C.  Niehaus,  David  City  (A) 

CASS— 

R.  R.  Andersen,  Nehawka  (D) 

L.  N.  Kunkel,  Weeping  Water  (A) 

CEDAR,  DIXON,  DAKOTA, 

THURSTON,  WAYNE  (FIVE  CO.)  — 

D.  O.  Craig,  Winside  (D) 

C.  G.  Muffly,  Pender  (A) 

C.  M.  Coe,  Wakefield  (D) 

R.  E.  Bray,  Ponca  (A) 

R.  P.  Carroll,  Laurel  (D) 

H.  J.  Billerbeck,  Randolph  (A) 

CHEYENNE,  KIMBALL  AND  DEUEL— 

J.  A.  Federle,  Sidney  (D) 

B.  H.  Grimm,  Sidney  (A) 

CLAY— 

H.  V.  Nuss,  Sutton  (D) 

Wm.  Berrick,  Edgar  (A) 

COLFAX— 

Lloyd  Wagner.  Leigh  (D) P 

H.  D.  Myers,  Schuyler  (A) 

CUSTER— 

R.  D.  Bryson,  Calloway  (D) 

Theo.  Koefoot,  Jr.,  Broken  Bow  (A) 

DAWSON— 

Ray  S.  Wycoff,  Lexington  (D) P P P P 

A.  W.  Anderson,  Lexington  (A) 

DODGE— 

R.  C.  Reeder,  Fremont  (D) 

D.  B.  Wengert,  Fremont  (A) P P 

FILLMORE— 

A.  A.  Ashby,  Geneva  (D) P 

V.  S.  Lynn,  Geneva  (A) 

FRANKLIN— 

L.  S.  McNeil,  Campbell  (A) P P P 

W.  A.  Doering,  Franklin  (A) 

FOUR  COUNTY— 

Paul  Martin,  Ord  (D) 

Otis  Miller,  Ord  (A) P P P P 

GAGE— 

V.  L.  Branson,  Beatrice  (D) 

J.  C.  Waddell,  Beatrice  (A) P P P 

GARDEN-KEITH-PERKINS — 

F.  M.  Bell,  Grant  (D) 

W.  G.  Seng,  Oshkosh  (A) 

HALL— 

W.  G.  Bosley,  Grand  Island  (D) P P P 

R.  F.  DeMay,  Grand  Island  (A)_ 

HAMILTON— 

O.  M.  Troester,  Hampton  (D) 

J.  M.  Woodard,  Aurora  (A) 

HARLAN— 

K.  C.  McGrew,  Orleans  (A) 

HOLT  & NORTHWWEST — 

HOWARD — 

R.  W.  Hanisch,  St.  Paul  (D) 

JEFFERSON— 

K.  J.  Kenr.ey,  Fairbury  (D) 

D.  0.  Hughes,  Fairbury  (A) 

JOHNSON— 

J.  A.  Lanspa,  Tecumseh  (D) 

John  C.  Schutz,  Tecumseh  (A) 

LANCASTER— 

E.  E.  Angle,  Lincoln  (D) 

Maurice  Frazer,  Lincoln  (A) 

W.  W.  Carveth,  Lincoln  (D) 

H.  V.  Munger,  Lincoln  (A) 

E.  S.  Wegner,  Lincoln  (D) 

R.  E.  Garlinghouse.  Lincoln  (A)_ 

John  T.  McGreer,  Jr.,  Lincoln  (D) 

J.  C.  Peterson,  Lincoln  (A) 


LINCOLN— 

E.  J.  Shaughnessy,  North  Platte  (D) 

Harvey  Clarke,  Jr.,  North  Platte  (A) p 

MADISON  SIX— 

R.  Kothz,  Bloomfield  (D) P P P 

R.  Tollefson,  Wausa  (A) 

W.  Devers,  Pierce  (D) P P P 

M.  Johnson,  lainview  (A) 

H.  Tennant,  Stanton  (D) 

J.  Reid,  Pilger  (A) 

I.  Thompson,  West  Point  (D) P 

W.  Hansen,  Wisner  (A) 

F.  McClanahan,  Neligh  (D) P 

K.  Pierson,  Neligh  (A) 

G.  Salter,  Norfolk  (D) P P 

F.  Bulawa,  Norfolk  (A) 


MERRICK— 

R.  R.  Douglas,  Clarks  (D) 
NANCE— 

K.  R.  Dalton,  Genoa  (D) 

John  Hartsaw,  Genoa  (A)_ 


NEMAHA— 

P.  M.  Scott,  Auburn  (D) P 

I.  W.  Irvin,  Auburn  (A) 

NORTHWEST  NEBRASKA— 

Leo  H.  Hoevet,  Chadron  (D) P P 

C.  M.  Pierce,  Chadron  (A) 

NUCKOLLS— 

B.  L.  Brown,  Superior  (D) P P 

D.  R.  Marples,  Nelson  (A) 

OTOE— 

D.  D.  Stonecypher,  Nebraska  City  (D) 

T.  L.  Weeks,  Nebraska  City  (A) P P P 

OMAHA-DOUGLAS— 

Sam  Swenson,  Jr.,  Omaha  (D) P P P 

W.  J.  Reedy,  Omaha  (A) 

J.  F.  Gross,  Omaha  (D) P P P 

P.  T.  Pratt,  Omaha  (A) 

Leo  V.  Hughes,  Omaha  (D) P P 

J.  J.  O’Neil,  Omaha  (A) 

C.  R.  Hankins,  Omaha  (D) P P 

W.  D.  Wright,  Omaha  (A) 

J.  B.  Christensen,  Omaha  (D) 

M.  E.  Stoner,  Omaha  (A) P 

A.  J.  Offerman,  Omaha  (D) P P P 

F.  J.  Mnuk.  Omaha  (A) 

D.  J.  Bucholz,  Omaha  (D) P P P 

J.  H.  Brush.  Omaha  (A) 

Richard  L.  Egan,  Omaha  (D) P P P 

F.  C.  Nelson,  Omaha  (A) 

PAWNEE— 

A.  B.  Anderson,  Pawnee  City  (D) P P 

H.  C.  Stewart,  Pawnee  City  (A) 

PHELPS— 

H.  A.  McConahay,  Holdrege  (D) P P P 

Walter  Reiner,  Holdrege  (A) 

PLATTE— 

E.  E.  Koebbe,  Columbus  (D) (P  P P 

H.  D.  Kuper,  Columbus  (A) 

POLK— 

C.  L.  Anderson,  Stromsburg  (D) P 

RICHARDSON— 

Wm.  Shook,  Shubert  (D) P P P 

Wm.  Glenn,  Falls  City  (A) 

SALINE— 

P.  J.  Huber,  Crete  (D) P P 

L.  W.  Forney,  Crete  (A) 

SAUNDERS— 

E.  J.  Hinrichs,  Wahoo  (D) P P 


Ivan  French,  Wahoo  (A) 

SCOTTS  BLUFF— 

C.  N.  Sorensen,  Scottsbluff  (D) 
E.  J.  Loeffel,  Mitchell  (A) 

SEWARD— 


W.  R.  Hill,  Seward  (D) P P ' 

R.  W.  Herpolsheimer,  Staplehurst  (A) 

SOUTHWEST  NEBRASKA— 

Van  Magill.  Curtis  (D) P P P 

L.  E.  Dickinson,  McCook  (A) 

THAYER— 

L.  G.  Bunting,  Hebron  (D) P P 

R.  E.  Penry,  Hebron  (A) 


WASHINGTON— 

C.  D.  Howard,  Blair  (D) 
R.  F.  Sievers,  Blair  (A) 


WEBSTER—  ( 

YORK— 

R.  E.  Harry,  York  (D) P P 

J.  S.  Bell,  York  (A) 

36  45  34 

Fritz  Teal,  Speaker <_  P P P 

•T.  B.  Christensen,  Vice  Speaker P P P 
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PROCEEDINGS  OF  HOUSE 
OF  DELEGATES 

NEBRASKA  STATE  MEDICAL  ASSOCIATION 
May  16,  1955 

The  first  session  of  the  House  of  Delegates  was 
held  in  Parlor  B-C,  Hotel  Paxton,  Omaha.  Roll  call 
showed  36  members  present. 

The  meeting  was  called  to  order  at  1:15  p.m.,  by 
Dr.  Fritz  Teal,  Speaker  of  the  House  of  Delegates. 

Dr.  Teal  stated  the  list  of  certified  delegates  re- 
mained the  same  as  approved  by  the  Credentials 
Committee  for  the  Interim  Session  with  the  addition 
of  the  names  of  the  delegate  and  alternate  from 
Cheyenne-Kimball-Deuel  County  Medical  Society. 

A motion  was  made  and  seconded  that  the  reading 
of  the  minutes  of  the  last  session  be  dispensed  with 
and  that  they  be  approved  as  published.  The  motion 
carried. 

Dr.  Teal  stated  the  reference  committees  as  chosen 
at  the  Interim  Session  would  be  the  reference  com- 
mittees for  the  Annual  Session  and  read  the  names 
of  the  members  as  follows: 

Reference  Committee  No.  1 — Officers: 

O.  A.  Kostal,  M.D.,  Chairman 
R.  D.  Bryson,  M.D. 

W.  L.  Howell,  M.D. 

Reference  Committee  No.  2 — Council: 

R.  H.  Kothz,  M.D.,  Chairman 
L.  Morrow,  M.D. 

Van  Magill,  M.D. 

Reference  Committee  No.  3 — Constitution  and 
By-Laws : 

R.  S.  Wycoff,  M.D.,  Chairman 
R.  E.  Garlinghouse,  M.D. 

Lloyd  Wagner,  M.D. 

Reference  Committee  No.  4 — Voluntary  Pre- 
payment : 

E.  E.  Koebbe,  M.D.,  Chairman 
Richard  L.  Egan,  M.D. 

L.  S.  McNeil,  M.D.  (substitute  for  D.  R.  Marples, 
M.D.,  Nelson) 

Reference  Committee  No.  5 — Planning: 

John  T.  McGreer,  Jr.,  M.D.,  Chairman 
Joseph  Gross,  M.D. 

F.  McClanahan,  M.D. 

Reference  Committee  No.  6 — Public  Health: 

Otis  Miller,  M.D.,  Chairman 
J.  C.  Waddell,  M.D. 

E.  E.  Angle,  M.D. 

Reference  Committee  No.  7 — Miscellaneous: 

Wm.  Nutzman,  M.D.,  Chairman 
D.  D.  Stonecypher,  M.D. 

R.  R.  Andersen,  M.D. 

Dr.  E.  E.  Koebbe,  Chairman,  Reference  Commit- 
tee No.  4,  stated  his  committee  would  meet  in  room 
211  immediately  after  adjournment  of  the  House  of 
Delegates. 

A recess  was  called  by  the  chair  for  the  selection 
of  a Nominating  Committee.  The  House  was  again 
called  to  order  and  the  following  names  were  pre- 
sented for  members  of  the  Nominating  Committee: 
1st  District — Richard  L.  Egan,  M.D.,  Omaha 
2nd  District — John  T.  McGreer,  Jr.,  M.D.,  Lincoln 
3rd  District — Wm.  Shook,  M.D.,  Shubert 
4th  District — R.  P.  Carroll,  M.D.,  Laurel 
5th  District — Lloyd  Wagner,  M.D.,  Leigh 
6th  District — E.  J.  Hinrichs,  M.D.,  Wahoo 
7th  District — B.  L.  Brown,  M.D.,  Superior 


8th  District — 

9th  District — Otis  Miller,  M.D.,  Ord 

10th  District — H.  A.  McConahay,  M.D.,  Holdrege 

11th  District — 

12th  District — W.  L.  Howell,  M.D.,  Hyannis 

The  chair  made  the  announcement  that  the  com- 
mittee would  select  their  own  chairman. 

Reports  of  committees  were  called  for  by  the  chair. 

Dr.  R.  S.  Wycoff,  Chairman,  Reference  Committee 
No.  3,  stated  there  were  three  matters  he  would  like 
to  present  for  study  by  the  House,  and  read  the 
following: 

Item  1 

“Several  times  during  the  past  year  the  sugges- 
tion has  been  made  that  the  present  standing  com- 
mittees on  arthritis,  poliomyelitis,  and  cerebral  palsy 
be  combined  into  a single  committee,  to  be  known 
as  the  Rehabilitation  Committee.  At  the  request 
of  Dr.  Leininger,  Dr.  Neu,  and  others,  this  commit- 
tee presents  this  idea  for  your  consideration,  and 
feels  that  it  does  present  certain  possibilities  of 
providing  an  even  increased  helpfulness  in  this  field. 

“It  has  also  been  suggested  in  period  of  discussion 
that  other  names  might  be  more  suitable;  particu- 
larly ‘Committee  on  Crippling  Diseases’  or  ‘Commit- 
tee on  Muscular  Rehabilitation.’ 

“It  is  the  wish  of  this  committee  to  present  this 
idea  to  the  House  of  Delegates  for  their  discussion 
and  consideration,  and  we  do  this  now.” 

Item  2 

“With  the  continuing  growth  of  the  work  of  the 
medical  association,  there  seems  to  be  developing 
among  the  officers  and  those  who  are  doing  the  work 
of  the  association,  a definite  feeling  that  it  would 
be  wise  to  establish  a committee  on  policy.  This 
committee  should  be  empowered  to  act  on  matters 
that  arise  at  other  times  than  during  the  meetings 
of  the  House  of  Delegates,  and  would  tend  to  serve 
as  a liaison  committee  between  the  House  of  Dele- 
gates and  the  officers  of  the  association. 

“Suggestions  have  been  made  as  to  several  ways 
in  which  this  committee  might  be  made  up: 

“1.  The  Board  of  Trustees,  with  the  Presi- 
dent and  the  Immediate  Past  President 
as  members,  all  of  these  with  the  right  to 
vote;  or 

“2.  The  House  of  Delegates  might  appoint  its 
own  committee  of  such  a number  as  it 
would  wish  to  have  on  the  committee;  or 
“3.  It  might  be  thought  advisable  to  have  the 
five  Immediate  Past  Presidents  forming 
such  a committee  on  policy,  since  they 
would  be  most  immediately  in  touch  with 
the  past  and  present  work  of  the  asso- 
ciation; or 

“4.  The  House  of  Delegates  may  wish  to  desig- 
nate some  other  method. 

“This  matter  is  presented  for  discussion.” 

Item  3 which  Dr.  Wycoff  asked  the  House  to  con- 
sider was  a letter  and  resolution  from  the  Five 
County  Medical  Society  which  pertained  to  a by-law 
amendment  to  be  introduced  which  would  no  longer 
make  A.M.A.  membership  mandatory. 

Dr.  Teal  next  read  a letter  from  Dr.  Earl  Lein- 
inger relative  to  the  enlargement  of  the  Board  of 
Trustees,  and  then  referred  the  letter  to  Reference 
Committee  No.  3 — Constitution  and  By-Laws. 
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There  being  no  further  committee  reports,  and  no 
unfinished  business,  the  chair  stated  the  next  item 
on  the  agenda  was  new  business. 

Dr.  A.  J.  Offerman  asked  for  permission  of  the 
floor  and  presented  the  General  Report  of  Blue 
Cross-Blue  Shield  for  the  year  1954. 

The  chair  ruled  this  report  would  be  referred  to 
Reference  Committee  No.  4 — Voluntary  Prepayment. 

Dr.  Offerman  next  read  the  following  resolution: 

RESOLUTION 

EXTENDED  HEALTH  BENEFITS— BLUE  CROSS- 
BLUE  SHIELD 

“WHEREAS,  Recent  surveys  reveal  that  people  desire  to  pro- 
tect themselves  against  the  cost  of  prolonged  illness. 

“WHEREAS,  Extended  Health  Benefit  contracts  to  provide 
protection  against  the  costs  of  prolonged  illness  are  both  desir- 
able and  necessary. 

“WHEREAS,  Blue  Cross  and  Blue  Shield  are  both  willing 
and  able  to  provide  protection  against  extended  and  prolonged 
illness  costs,  without  resorting  to  re-insurance. 

“THEREFORE  BE  IT  RESOLVED,  That  the  Nebraska  State 
Medical  Association  approve  the  proposed  Blue  Cross  and  Blue 
Shield  contracts  for  Extended  Health  Benefits,  specifications 
for  which  are  attached. 

“I  move  the  adoption  of  this  resolution. 

“May  16,  1955. 

Arthur  J.  Offerman,  M.D.” 

The  chair  ruled  this  resolution  would  be  referred 
to  Reference  Committee  No.  4 — Voluntary  Prepay- 
ment. 

Dr.  Offerman  then  read  the  following  resolution: 
RESOLUTION 

FEES  FOR  LIFE  INSURANCE  EXAMINATIONS 

“WHEREAS,  The  cost  of  living  has  advanced  approximately 
fifty  per  cent  since  1945. 

“WHEREAS,  Many  Life  Insurance  Companies  still  pay  $5.00 
for  a medical  examination  for  life  insurance. 

“WHEREAS,  It  is  desirable  that  this  fee  for  a life  insur- 
ance medical  examination  be  raised  to  $7.50. 

“THEREFORE  BE  IT  RESOLVED,  That  the  Nebraska  State 
Medical  Association  is  in  favor  of  setting  the  fee  for  a life 
Insurance  medical  examination  at  $7.50'.  That  the  Executive 
Office  of  the  Nebraska  State  Medical  Association  notify  all 
Life  Insurance  Companies  doing  business  in  Nebraska  of  this 
action  and  requests  that  they  make  payment  of  $7.50  for  a 
medical  examination  for  life  insurance. 

“I  move  the  adoption  of  this  resolution. 

“May  16,  1955. 

Arthur  J.  Offerman,  M.D.” 

The  chair  referred  this  resolution  to  Reference 
Committee  No.  5 — Planning. 

The  announcement  was  made  that  the  Nominiat- 
ing  Committee  would  meet  in  Room  310  during  the 
session. 

Dr.  Teal  stated  that  the  committee  was  required 
to  meet  once  on  Tuesday,  and  twice  on  Wednesday; 
and  that  the  time  of  the  meetings  would  be  placed  on 
the  bulletin  board. 

Dr.  Teal  read  a letter  from  O.  C.  Nickum  relative 
to  the  Salk  vaccine,  and  referred  the  letter  to  Ref- 
erence Committee  No.  7 — Miscellaneous. 

A motion  was  made  to  adjourn.  It  was  seconded 
and  carried. 

HOUSE  OF  DELEGATES 

May  17,  1955 

The  second  session  of  the  House  of  Delegates  was 
called  to  order  by  Dr.  Fritz  Teal,  Speaker,  in  Par- 
lor B-C,  Hotel  Paxton,  Omaha,  at  8:00  a.m.  Roll 
call  showed  45  members  present. 

The  minutes  of  the  first  session  were  reviewed  by 
Dr.  Teal. 

A motion  was  made  that  the  minutes  would  stand 


approved  as  given.  The  motion  was  seconded  and 
carried. 

In  the  absence  of  the  chairman  of  the  Insurance 
Committee,  Dr.  H.  D.  Runty  read  a supplemental 
report  of  that  committee. 

The  chair  ruled  the  report  would  be  referred  to 
Reference  Committee  No.  5 — Planning. 

The  chair  announced  the  next  order  of  business 
would  be  the  reporting  of  reference  committees  and 
called  for  the  report  of  Reference  Committee  No.  1 
— Officers. 

Dr.  O.  A.  Kostal,  chairman,  gave  the  following  re- 
port: 

“The  report  of  the  Secretary-Treasurer,  sub- 
mitted by  R.  B.  Adams,  M.D.,  has  been  reviewed 
— exclusive  of  the  audit.  It  is  a concise,  com- 
prehensive report  and  highlights  the  activities 
of  the  Association  during  the  past  year.  We 
move  its  adoption.” 

The  motion  was  seconded  and  carried. 

“The  report  of  the  Executive  Secretary,  sub- 
mitted by  Mr.  M.  C.  Smith,  has  been  reviewed. 
The  report  is  highly  acceptable  and  again  re- 
flects the  fine  work  of  the  executive  secretary 
and  his  very  efficient  staff.  The  committee 
would  like  to  take  this  opportunity  to  commend 
them  for  their  fine  work. 

“Mr.  Speaker,  I move  its  adoption.” 

The  motion  was  seconded  and  carried. 

“The  report  of  the  Delegate  to  the  North  Cen- 
tral Medical  Conference,  submitted  by  Arthur  J. 
Offerman,  M.D.,  was  reviewed.  It  is  a very  in- 
teresting report  and  the  quotation  from  the 
presidential  address,  as  well  as  the  other  infor- 
mation presented,  merits  the  attention  of  the 
entire  profession. 

“We  move  the  adoption  of  this  report  as  pre- 
sented.” 

The  motion  was  seconded  and  carried. 

“The  report  of  the  Editor,  submitted  by  Geo. 
W.  Covey,  M.D.,  has  been  reviewed.  The  sug- 
gestions made  are  all  good,  and  particularly  does 
the  committee  think  that  manuscripts  from  the 
speakers  at  the  Annual  Session  should  be  ob- 
tained for  publication  in  the  Nebraska  State 
Medical  Journal  in  every  instance,  if  possible. 

“We  move  the  adoption  of  this  report.” 

The  motion  was  seconded  and  carried. 

“The  report  of  the  Medicolegal  Advisory  Com- 
mittee, submitted  by  J.  P.  Gilligan,  M.D.,  has 
reviewed.  This  report  reflects  a considerable 
amount  of  activity  on  the  part  of  the  committee, 
and  stresses  the  problem  of  prophylaxis  against 
malpractice  suits.  The  medicolegal  problems 
which  have  arisen  appear  to  be  well  handled. 

“We  move  the  adoption  of  the  report  of  the 
Medicolegal  Committee. 

The  motion  was  seconded  and  carried. 

A motion  was  made  that  the  report  of  Reference 
Committee  No.  1 be  accepted  in  toto.  The  motion 
was  seconded  and  carried. 

Report  of  Ferfence  Committee  No.  2 — Council, 
was  called  for,  and  Dr.  R.  H.  Kohtz,  Chairman,  gave 
the  following  report: 

“Your  committee  has  reviewed  the  report  of 
the  auditors  and  recommends  that  the  Audit 
be  accepted. 
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“I  move  the  adoption  of  the  report.” 

The  motion  was  seconded  and  carried. 

“We  have  reviewed  the  report  of  the  Board  of 
Trustees  and  recommend  that  this  report  be 
adopted.  We  move  its  adoption.” 

The  motion  was  seconded  and  carried. 

“We  reviewed  the  report  of  the  A.M.A.  Dele- 
gates, both  regular  and  interim  sessions,  and  we 
move  the  reports  be  adopted.” 

The  motion  was  seconded  and  carried. 

“The  committee  has  been  referred  the  follow- 
ing Life  Membership  recommendations: 

“Geo.  Hand,  M.D.,  Alliance  (Box  Butte 
County) 

A.  C.  Colman,  M.  D.,  Chappell  (Cheyenne- 
Kimball-Deuel  County) 

M.  M.  Sullivan,  M.D.,  Spalding,  Four  County 
I.  C.  Munger,  M.D.,  Lincoln,  Lancaster  County 

John  J.  Gleeson,  M.D.,  Omaha  (Omaha-Doug- 
las  County) 

Wm.  L.  Sucha,  M.D.,  Omaha  (Omaha-Doug- 
las  County) 

Samuel  Swenson,  Sr.,  M.D.,  Omaha  (Oma- 
ha-Douglas  County) 

“Your  committee  recommends  that  Life  Mem- 
berships for  these  physicians  be  approved,  and 
we  so  move.” 

The  motion  was  seconded  and  carried. 


A motion  was  made  that  we  accept  the  report 
of  Reference  Committee  No.  2 as  given.  The  mo- 
tion was  seconded  and  carried. 

Report  of  Reference  Committee  No.  3 — Constitu- 
tion and  By-Laws,  was  called  for,  and  Dr.  R.  S. 
Wycoff,  Chairman,  presented  the  following  by-law 
changes : 

Item  1 

“In  Chapter  I of  the  By-Laws  and  Section  4, 
page  12,  associate  membership  is  provided  for 
those  physicians  who  are  serving  resident  ap- 
pointments in  recognized  hospitals  in  Nebraska. 
Actually,  the  Constitution  provides  for  asso- 
ciate membership  for  interns,  also,  so,  in  order 
to  bring  this  chapter  into  harmony  with  the 
Constitution,  and  further,  to  extend  the  privilige 
of  associate  membership  to  those  residents  and 
interns  who  are  citizens  of  Nebraska,  but  who 
are  serving  residencies  or  internships  in  recog- 
nized hospitals  in  other  states,  we  propose  the 
following  changes: 

“I.  In  the  second  line  of  Section  IV,  after  the 
word  resident,  add  the  words  and  intern. 

“II.  Place  a semi-colon  after  the  word  Ne- 
braska, at  the  end  of  Line  II. 

“III.  Then  insert  the  following:  To  citizens 

of  Nebraska  who  may  be  serving  approved  resi- 
dencies or  internships  in  recognized  hospitals  in 
other  states. 

“IV.  Then  in  Line  3 after  the  word  residency 
add  the  words  or  internship  thus  making  the 
entire  paragraph  read  as  follows:  ‘Associate 

membership  may  be  issued  through  a component 
society  to  physicians  serving  resident  and  intern 
appointments  in  recognized  hospitals  in  Nebras- 
ka; or  to  citizens  of  Nebraska  who  are  serving 
in  approved  residencies  or  internships  in  recog- 
nized hospitals  in  other  states.’ 

“Then  complete  paragraph  beginning  with 


Line  3,  ‘Such  membership  shall  prevail  only 
during  such  residency  or  internship,  and  shall 
not  entitle  the  holder  thereof  to  vote  or  hold 
office  in  the  Association.  Associate  member- 
ship in  this  Association  does  not  qualify  a mem- 
. ber  for  membership  in  the  American  Medical 
Association,  although  on  application  he  may 
register  for  the  scientific  session.’ 

“Then  it  would  seem  wise  to  delete  the  final 
sentence,  ‘Physicians  eligible  for  associate  mem- 
bershipv  may  choose  active  membership  should 
they  so  desire.’,  since  it  is  in  conflict  with  Sec- 
tion I of  this  Chapter.” 

The  chair  stated  that  according  to  rales  of  pro- 
cedure, this  recommendation  change  will  lay  over 
until  tomorrow’s  session. 

Item  2 

“Then  in  Chapter  X of  the  By-Laws,  Section 
I and  Item  12,  page  38,  your  committee  believes 
that  in  the  fourth  line  the  word  annual  should 
be  deleted  and  in  its  place  should  be  inserted 
the  word  regular.  This  will  make  it  possible 
for  the  Board  of  Trustees  to  fill  vacancies  at 
the  next  regular  session,  instead  of  the  next  an- 
nual session  only.” 

The  chair  ruled  this  amendment  would  lay  over 
until  tomorrow. 

Item  3 

“In  Section  III  of  Chapter  7 of  the  By-Laws, 
on  page  26,  your  committee  feels  that  there  are 
some  discrepancies  which  should  be  corrected  to 
bring  this  section  into  harmony  with  our  pres- 
ent two  regular  meetings  of  the  House  of  Dele- 
gates. To  this  end  we  believe  that  we  should 
delete  in  the  third  line  the  two  words  the  annual, 
and  insert  the  words  a regular;  also,  in  the  last 
line  we  advise  the  deletion  of  the  words  and 
registered  at  the  regular  session. 

“This  will  make  the  first  paragraph  of  Sec- 
tion III  read  as  follows:  ‘The  House  of  Dele- 

gates shall  meet  twice  yearly.  One  meeting 
shall  be  at  the  time  and  place  of  the  annual  ses- 
sion. It  may  meet  in  advance  of,  or  remain  in 
session  after,  the  adjournment  of  a regular  ses- 
sion on  call  of  the  Speaker.  The  meetings  of 
the  House  shall  not  conflict  with  the  scientific 
programs  scheduled  unless  unavoidable.  Open 
meetings  of  the  House  of  Delegates  may  be  at- 
tended by  all  members  of  the  Association  who 
are  in  good  standing’.” 

The  chair  stated  this  amendment  would  lay  on 
the  table  until  tomorrow’s  session. 

“Then  in  Chapter  XI,  Section  III,  on  page  41, 
provision  is  made  for  the  Board  of  Councilors 
to  hold  a midwinter  meeting  prior  to  the  annual 
session  of  the  Association;  since  we  have  already 
arranged  for  an  interim  session  following  the 
midwinter  meeting  of  the  Board  of  Councilors, 
your  committee  feels  that  it  would  be  wise  to 
delete  in  the  second  line  the  words  annual  ses- 
sion of  the  Association  and  to  substitute  there- 
fore the  words  interim  session  of  the  House  of 
Delegates.  This  would  make  the  first  sentence 
read  as  follows:  ‘The  Board  of  Councilors  shall 

hold  a midwinter  meeting  prior  to  the  interim 
session  of  the  House  of  Delegates,  for  the  pur- 
pose of  organizing  and  outlining  the  work  for 
the  ensuing  year.’ 
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“This  would  leave  the  remainder  of  the  Sec- 
tion unchanged.” 

The  chair  stated  this  change  would  lay  on  the 
table  24  hours. 

Item  5 

“On  page  32,  Chapter  9 of  the  By-Laws  and 
Section  2,  in  the  6th  line,  provision  is  made  for 
the  appointing  of  committees  by  the  president- 
elect as  authorized  in  Chapter  12,  Section  2. 
Since  Section  3 in  Chapter  12  also  authorizes 
the  appointing  of  certain  committees,  your  com- 
mittee proposes  to  insert  the  words  and  three 
after  the  words  Section  2,  making  the  sentence 
read  as  follows:  ‘He  shall  appoint  committees 

as  authorized  in  Chapter  12,  of  the  By-Laws, 
Sections  2 and  3,  for  the  next  ensuing  year’.” 

The  chair  ruled  this  would  lay  on  the  table  until 
tomorrow’s  session. 

Item  6 

“In  Chapter  9 of  the  By-Laws,  Section  10, 
page  37,  provision  is  made  for  the  reporting  by 
the  officials  of  the  Association  to  the  Board  of 
Councilors  at  its  midwinter  meeting.  In  order, 
to  bring  this  section  into  harmony  with  the 
changes  made  by  having  an  interim  session  in 
the  winter,  your  committee  advises  the  striking 
of  the  words  annual  session  in  Line  5,  and  the 
substitution  therefore  of  the  words  interim  ses- 
sion of  the  House  of  Delegates.  This  will  make 
the  first  sentence  of  Section  10  read  as  follows: 
‘Officers  of  the  Association,  the  Eexecutive  Sec- 
retary, the  Editor  of  the  Journal,  Chairmen  of 
the  various  committees,  and  Delegates  to  the 
American  Medical  Association  and  selected 
meetings  shall  submit  an  annual  report  of  their 
activities  to  the  Board  of  Councilors  at  its  mid- 
winter meeting  preceding  the  interim  session  of 
the  House  of  Delegates,  any  one  or  all  of  which 
may  be  published  in  the  Journal  on  order  of  the 
Board.’,  and  leaving  the  rest  of  the  Section  un- 
changed.” 

The  chair  stated  this  amendment  would  lay  on  the 
table  until  tomorrow’s  session. 

Item  7 

“In  Chapter  10  of  the  By-Laws,  in  Section  1 
and  Item  12  on  page  38,  in  outlining  the  duties 
of  the  Board  of  Trustees,  there  is  provision  for 
the  appointment  of  members  to  fill  vacancies 
in  certain  offices  and  the  provision  is  for  this 
to  be  subject  to  the  approval  of  the  House  of 
Delegates  at  its  next  annual  session. 

“Your  committee  recommends  that  the  word 
annual  be  stricken  here  and  that  instead  the 
word  regular  be  substituted,  providing  for  such 
approval  to  be  also  given  at  the  interim  session.” 
The  chair  ruled  the  amendment  would  lay  on  the 
table  24  hours. 

Item  8 

“Because  of  the  fact  that  new  standing  and 
research  committees  are  at  present  appointed 
only  by  special  action  of  the  House  of  Dele- 
gates, and  which  action  requires  an  amend- 
ment to  the  By-Laws  each  time  that  a commit- 
tee is  brought  into  being,  we  feel  that  perhaps 
the  addition  of  a new  paragraph  to  Section  1, 
of  Chapter  XII,  on  page  43),  might  be  helpful 
in  avoiding  some  of  these  complications.  Our 
suggestion  is  a wording  about  as  follows:  ‘The 


House  of  Delegates  may  create  new,  or  abolish 
old,  standing,  education  or  research  committees 
at  their  discretion;  the  number  of  members  of 
such  newly-appointed  committees  to  be  deter- 
mined by  the  House  of  Delegates  at  the  time  of 
creation  of  the  committee’.” 

The  chair  ruled  this  amendment  would  lay  on  the 
table  until  tomorrow’s  session. 

Dr.  Wycoff  then  read  two  amendments  to  the 
Constitution  as  follows: 

Item  A 

“At  the  Annual  Session  of  1954  an  amend- 
ment to  the  Constitution,  Article  XIII,  on  page 
9,  was  presented,  to  provide  that  proposed 
amendments  to  the  Constitution  might  be  sub- 
mitted at  either  the  Annual  or  Interim  sessions. 
We  now  note  that  this  amendment  contains  the 
provision  for  a two-thirds  vote  of  the  House  of 
Delegates  to  amend  any  Article  of  the  Con- 
stitution, without  saying  whether  this  is  two- 
thirds  of  the  entire  membership,  two-thirds  of 
those  present,  or  two-thirds  of  those  present 
and  voting.  For  this  reason  your  committee  rec- 
ommends that  the  proposed  amendment  of  1954 
be  withdrawn,  and  we  now  recommend  the  fol- 
lowing changes: 

“I.  That  the  words  an  annual  be  deleted  from 
the  second  line  and  the  word  regular  be  sub- 
stituted in  its  place,  making  the  first  sentence 
read:  ‘Proposed  amendments  to  any  Article  of 
this  Constitution  shall  be  presented  in  writing  in 
open  meeting  during  a regular  session  of  the 
House  of  Delegates.’ 

“II.  Then  in  the  fourth  line,  in  order  to  bring 
this  into  harmony  with  the  first  sentence,  we 
propose  to  delete  the  words  following  annual 
and  to  substitute  therefore  the  words  corre- 
sponding regular,  making  the  second  sentence 
read:  ‘Copies  of  such  amendments  shall  be  sent 
to  each  component  society  at  least  sixty  days 
prior  to  the  opening  of  the  next  corresponding 
regular  session,  at  which  time  final  vote  shall 
be  taken.’ 

“HI.  Then  in  the  final  sentence,  we  propose 
to  delete  the  words  of  the  House  of  Delegates, 
and  to  substitute  therefore  the  phrase  of  the 
members  present  at  the  time  of  the  vote,  making 
the  last  sentence  read  as  follows:  ‘Two-thirds 

vote  of  the  members  of  the  House  of  Delegates 
present  at  the  time  of  the  vote  shall  amend  any 
article  of  this  Constitution.’ 

“This  will  make  the  entire  Article  XIII  then 
read  as  follows:  ‘Proposed  amendments- to  any 
Article  of  this  Constitution  shall  be  presented 
in  writing  in  open  meeting  during  a regular 
ession  of  the  House  of  Delegates.  Copies  of 
such  amendments  shall  be  sent  to  each  compon- 
ent society  at  least  sixty  days  prior  to  the  open- 
ing of  the  next  corresponding  regular  session, 
at  which  time  final  vote  shall  be  taken.  Two- 
thirds  vote  of  the  members  of  the  House  of  Dele- 
gates present  at  the  time  of  the  vote  shall  amend 
any  Article  of  this  Constitution’.” 

As  this  was  a constitutional  amendment,  the  chair 
ruled  it  would  lay  on  the  table  until  the  next  An- 
nual Session. 
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Item  B 

“In  Article  4 of  the  Constitution  and  in  Sec- 
tion 2 of  this  Article,  on  page  2,  where  provi- 
vision  is  made  for  varynig  types  of  membership, 
there  have  already  arisen  some  problems  which 
lead  your  committee  to  believe  that  Paragraph  E 
is  not  as  clear  as  it  could  have  been  made.  It 
proposes  to  rewrite  Paragraph  E,  Service  Mem- 
bership, as  follows:  ‘Regularly  commissioned 

officers  of  the  Armed  Forces  of  the  United 
States,  may  become  service  members  on  approv- 
al of  the  Board  of  Councilors.  Service  Mem- 
bers may  retain  such  membership  as  long  as 
they  are  on  active  duty  with  the  armed  forces, 
and  thereafter,  if  they  have  been  retired  in  ac- 
cordance with  Federal  Law  and  do  not  engage  in 
the  active  practice  of  medicine.’ 

“The  paragraph  previously  included  also  mem- 
bers of  the  United  States  Public  Health  Service, 
of  the  Veterans  Administration,  and  of  the  In- 
dian Service,  and  provision  further  was  made 
that  their  dues  should  be  fixed  by  the  Board 
of  Councilors. 

“As  your  committee  has  studied  this  situation, 
they  feel  that  service  membership  should  be 
limited  to  members  of  the  Armed  Forces;  and 
that  employees  of  the  Federal  Government  in 
positions  other  than  with  the  Armed  Forces, 
should  be  active  members,  subject  to  the  same 
regulations  as  all  other  active  members.” 

The  chair  ruled  this  constitutional  change  would 
lay  over  until  the  next  Annual  Session. 

Dr.  Wycoff  then  again  read  the  following  com- 
munication and  resolution  from  the  Five  County 
Medical  Society: 

“Members  of  the  Five  County  Medical  So- 
ciety at  their  January  meeting  passed  the  fol- 
lowing resolution  to  amend  the  By-Laws,  Chap- 
ter I — Membership,  Section  1,  to  read  as  fol- 
lows: 

“Section  1.  A member  of  this  Association  must  be  an 
active  member  of  one  of  the  component  societies.  When  he 
is  certified  to  the  Secretary-Treasurer  of  the  Association  as 
a member  of  a component  society  and  classified  as  to  type 
of  membership  by  the  secretary  of  the  component  society,  his 
name  shall  be  included  in  the  official  roster  of  the  Association 
and  he  shall  be  entitled  to  all  priviliges  of  this  class  of  mem- 
bership. 

“Also  Section  3 of  the  By-Laws  to  read  as  follows:  ‘Section 
3.  To  maintain  active  membership  in  this  Association,  all 
members  must  pay  dues  and  assessments  as  prescribed  in  the 
Constitution  and  By-Laws  of  the  Nebraska  State  Medical  As- 
sociation. Eligible  physicians  in  the  service  of  the  Federal  or 
Nebraska  State  Government  who  reside  in  Nebraska  and  those 
on  full-time  teaching  assignments  in  a recognized  school  or 
college  of  medicine  in  Nebraska  may  become  active  members 
of  this  Association  through  membership  in  a component  society.’ 
“Yours  truly, 

HENRY  J.  BILLERBECK,  M.D., 
Secretary-Treasurer, 

Five  County  Medical  Society. 

Dr.  Wycoff  further  stated  that  the  effect  of  this 
resolution  was  to  remove  the  requirement  that  mem- 
bers of  the  Nebraska  State  Medical  Association 
must  also  be  members  of  the  A.M.A.,  and  that  in 
order  to  bring  the  matter  before  the  House  for  dis- 
cussion, the  committee  moved  its  adoption  without 
recommendation  from  the  committee.  The  motion 
was  seconded. 

General  discussion  followed  relative  to  the  privil- 
eges and  disadvantages  of  compulsory  A.M.A.  mem- 
bership, several  members  speaking  both  for  and 
against  the  resolution. 

Dr.  Teal  stated  the  matter  could  be  handled  in 
one  or  two  ways;  that  the  House  could  call  for  the 


question,  or  ask  that  action  on  the  amendment  be 
postponed  until  more  time  could  be  taken  to  think 
it  over. 

The  question  was  called  for,  and  the  motion  was 
lost. 

The  report  of  Reference  Committee  No.  4 — Volun- 
tary Prepayment,  was  called  for,  and  Dr.  E.  E. 
Koebbe,  Chairman,  gave  the  following: 

“The  report  of  the  United  Health  Fund  Com- 
mittee was  studied.  Your  reference  committee 
recommends  the  adoption  of  this  report  as  pub- 
lished. 

“I  so  move.” 

The  motion  was  seconded  and  carried. 

“The  report  of  the  Prepayment  Medical  Care 
Committee  was  reviewed  and  your  reference 
committee  recommends  the  adoption  of  this  re- 
port as  published. 

“I  so  move.” 

The  motion  was  seconded  and  carried. 

“The  next  report  is  that  of  the  Rural  Medical 
Service  Committee,  and  your  reference  commit- 
tee recommends  the  adoption  of  this  report,  as 
published. 

“I  so  move.” 

The  motion  was  seconded  and  carried. 

“Your  committee  was  given  the  report  of  the 
Medical  Education  Committee  and  we  recom- 
mend the  adoption  of  this  report  as  published. 

“I  so  move.” 

The  motion  was  seconded  and  carried. 

“We  studied  the  general  report  of  Blue  Shield 
(Nebraska  Medical  Service)  for  the  year  1954. 
Your  reference  committee  recommends  the  adop- 
tion of  this  report  as  published. 

“I  so  move.” 

The  motion  was  seconded  and  carried. 

“The  resolution  of  Blue  Cross  and  Blue  Shield 
for  an  extended  health  benefit  contract  was 
studied.  Your  reference  committee  recommends 
the  adoption  of  this  resolution. 

“I  so  move.” 

The  motion  was  seconded  and  carried. 

“Mr.  Speaker,  I move  the  adoption  of  Ref- 
erence Committee  No.  4‘s  report  as  given.” 

The  motion  was  seconded  and  carried. 

The  report  of  Reference  Committee  No.  5 — Plan- 
ning, was  the  next  order  of  business,  and  Dr.  John 
T.  McGreer,  Jr.,  Chairman,  stated  the  committee 
recommended  the  adoption  of  the  resolution  pre- 
sented by  Dr.  A.  J.  Offerman  relative  to  fees  for 
life  insurance  examinations  with  the  addition  of  the 
words  “a  minimum  of”  before  the  fee  as  stated  for 
life  insurance  examinations,  thus  making  the  reso- 
lution read  as  follows: 

RESOLUTION 

FEES  FOR  LIFE  INSURANCE  EXAMINATIONS 
“WHEREAS,  The  cost  of  living  has  advanced  approximately 
fifty  per  cent  since  1945. 

“WHEREAS,  Many  Life  Insurance  Companies  still  pay  $5.00 
for  a medical  examination  for  life  insurance. 

“WHEREAS,  It  is  desirable  that  this  fee  for  a life  insurance 
medical  examination  be  raised  to  a minimum  of  $7.50. 

“THEREFORE,  BE  IT  RESOLVED,  That  the  Nebraska  State 
Medical  Association  is  in  favor  of  setting  the  fee ^ for  a life 
insurance  medical  examination  at  a minimum  of  $7,501  That 
the  Executive  Office  of  the  Nebraska  State  Medical  Association 
notify  all  Life  Insurance  Companies  doing  business  in  Nebraska 
of  this  action  and  requests  that  they  make  payment  of  a mini- 
mum of  $7.50  for  a medical  examination  for  life  insurance. 
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“Your  reference  committee  now  moves  the 
adoption  of  this  resolution  as  amended  and 
read.” 

The  motion  was  seconded  and  carried. 

The  report  of  Reference  Committee  No.  6 — Public 
Health,  was  the  next  order  of  business.  Dr.  Otis 
Miller,  Chairman,  gave  the  following  report: 

“Your  committee  approved  as  published  in  the 
brochure  the  report  of  the  Fracture  Committee. 
We  move  it  be  accepted.” 

The  motion  was  seconded  and  carried. 

“We  approve  as  published  in  the  brochure  the 
report  of  the  Public  Health  Committee.  We  move 
its  adoption.” 

The  motion  was  seconded  and  carried. 

“We  approve  as  published  in  the  brochure  the 
report  of  the  Tuberculosis  Committee.  We  move 
its  adoption.” 

The  motion  was  seconded  and  carried. 

“We  move  the  acceptance  of  the  report  of  the 
Mental  Hygiene  report  as  published  in  the  bro- 
chure.” 

The  motion  was  seconded  and  carried. 

“Your  committee  approved  as  published  in  the 
brochure  of  committee  reports  the  report  of  the 
Maternal  and  Child  Health  Committee. 

“I  so  move.” 

The  motion  was  seconded  and  carried. 

“Your  committee  approved  as  published  in  the 
brochure  the  report  of  the  Polio  Coordinating 
Committee. 

“I  so  move.” 

The  motion  was  seconded  and  carried. 

“Your  committee  approved  as  published  in  the 
brochure  the  report  of  the  Venereal  Disease 
Committee. 

“I  so  move.” 

The  motion  was  seconded  and  carried. 

A motion  was  made  that  the  entire  report  of  Ref- 
erence Committee  No.  6 be  adopted.  The  motion  was 
seconded  and  carried. 

Reference  Committee  No.  7 — Miscellaneous,  stated 
they  had  no  report  at  this  time,  but  that  a meeting 
of  this  committee  would  be  held  at  10:15  a.m.,  in 
room  No.  310. 

Dr.  Wycoff  announced  he  would  like  a meeting  of 
Reference  Committee  No.  3 at  11:30  a.m.  in  room 
211;  and  Dr.  E.  E.  Koebbe  announced  that  Reference 
Committee  No.  4 would  meet  in  room  211  immedi- 
ately after  adjournment  of  the  House. 

New  business  was  called  for  by  the  chair. 

Dr.  James  F.  Kelly  asked  for  permission  of  the 
floor  and  stated  he  thought  either  a wire  or  flowers, 
or  some  expression  from  the  House  of  Delegates 
should  be  sent  to  Dr.  R.  B.  Adams  who  was  absent 
on  account  of  illness. 

Dr.  Teal  stated  the  mater  would  be  taken  care  of 
after  adjournment. 

A motion  was  made  to  adjourn.  The  motion  was 
seconded  and  carried. 

HOUSE  OF  DELEGATES 

May  18,  1955 

The  third  session  of  the  House  of  Delegates  was 
called  to  order  at  8:00  a.m.,  in  Parlor  B-C,  Hotel 
Paxton,  Omaha,  by  Dr.  Fritz  Teal,  Speaker.  Thirty- 
four  members  were  present. 


The  chair  announced  that  due  to  the  death  of  the 
alternate  from  Lincoln  County,  a letter  had  been 
presented  from  that  county  which  would  officially 
seat  Dr.  Harvey  Clarke  as  alternate  delegate. 

A motion  was  made  and  seconded  that  Dr.  Harvey 
Clarke  be  seated  as  the  representative  from  Lincoln 
County.  The  motion  carried. 

Dr.  J.  B.  Christensen  read  the  minutes  of  the  sec- 
ond session  of  the  House,  and  they  were  approved  as 
read. 

Mr.  M.  C.  Smith  was  given  permission  of  the 
floor,  and  introduced  Mr.  Ed  Uzemack  from  the  De- 
partment of  Public  Relations  of  the  American  Medi- 
cal Association.  Mr.  Uzemack  spoke  briefly  to  the 
House. 

Next  order  of  business  was  reports  of  reference 
committees,  and  Dr.  R.  H.  Kohtz,  Chairman,  Refer- 
ence Committee  No.  2 — Council,  was  given  permis- 
sion of  the  floor. 

Dr.  Kohtz: 

“It  has  been  requested  of  our  committee  by  a 
number  of  members  of  the  medical  association, 
including  several  members  of  the  House  of  Dele- 
gates, several  members  of  the  Board  of  Coun- 
cilors, and  the  President,  to  make  the  motion  to 
reconsider  the  report  of  the  Maternal  and  Child 
Health  Committee. 

“It  is  felt  that  the  recommendations  included 
in  this  report  are  so  important  to  most  of  us 
that  they  should  be  reconsidered. 

“It  was  also  felt  that  due  to  limited  time  of 
yesterday’s  meeting,  many  of  the  reports  were 
approved  and  adopted  with  very  little  discussion, 
most  of  us  merely  voting  to  adopt  the  reports 
so  that  we  could  adjourn  the  meeting. 

“I,  therefore,  move  the  Report  of  the  Maternal 
and  Child  Health  Committee  be  read  in  its  en- 
tirety to  the  House  of  Delegates  at  this  time 
and  considered  for  discussion.” 

The  motion  was  seconded  and  carried. 

The  report  of  the  Maternal  and  Child  Health  Com- 
mittee was  read  by  Dr.  J.  B.  Christensen. 

After  general  discussion,  a motion  was  made  that 
the  report  of  the  Maternal  and  Child  Health  Com- 
mittee be  revamped,  and  laid  on  the  table  until  our 
Interim  Session.  The  motion  was  seconded  and  car- 
ried. 

Report  of  Reference  Committee  No.  3 — Constitu- 
tion and  By-Laws,  was  called  for,  and  Dr.  R.  S.  Wy- 
coff, Chairman,  gave  the  following  report: 

Item  1 — rereading  of  proposed  change  in  the  By- 
Laws: 

“Because  of  the  fact  that  new  standing  and 
research  committees  are  at  present  appointed 
only  by  special  action  of  the  House  of  Delegates, 
and  which  action  requires  an  amendment  to  the 
By-Laws  each  time  that  a committee  is  brought 
into  being,  we  feel  that  perhaps  the  addition  of 
a new  paragraph  to  Section  1,  of  Chapter  XII, 
on  page  43,  might  be  helpful  in  avoiding  some 
of  these  complications.  Our  suggestion  is  a 
wording  about  as  follows: 

“The  House  of  Delegates  may  create  new,  or 
abolish  old,  standing,  education  or  research  com- 
mittees at  their  discretion;  the  number  of  mem- 
bers of  such  newly-appointed ' committees  to  be 
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determined  by  the  House  of  Delegates  at  the 
time  of  creation  of  the  committee.” 

A motion  was  made  to  adopt  this  change  in  the 
By-Laws.  The  motion  was  seconded  and  carried. 

Item  2 

“Since  the  House  of  Delegates  has  seen  fit  to 
provide  for  the  discontinuance  of  unneeded  old 
committees,  and  for  the  appointment  of  neces- 
sary new  committees,  your  committee  believes 
that  the  paragraph  at  the  bottom  of  page  50, 
Section  III,  of  Chapter  12,  would  seem  to  be  re- 
dundant and  we,  therefore,  advise  the  deletion 
of  the  entire  paragraph. 

“The  paragraph  reads  as  follows:  ‘Additional 
committees  to  cover  research  problems  other 
than  those  listed  above  may  be  created  on  rec- 
ommendation of  the  Board  of  Councilors.  Mem- 
bers of  newly  organized  committees  shall  be  ap- 
pointed by  the  President-Elect,  one  to  serve  un- 
til the  next  ensuing  Annual  Session,  one  to  serve 
until  the  second  next  Annual  Session  following 
his  appointment,  and  the  other  to  serve  until  the 
third  next  Annual  Session  following  his  appoint- 
ment. As  the  terms  of  those  members  expire, 
new  members  shall  be  appointed  to  these  com- 
mittees as  provided  in  paragraph  one  of  this 
section’.” 

As  this  was  the  first  reading  of  the  proposed 
change  in  By-Laws,  the  chair  ruled  it  would  lay 
over  until  tomorrow’s  session. 

Item  3 

“Your  committee  recommends  the  formation 
of  a standing  research  committee,  to  be  known 
as  the  Committee  on  Muscular  Rehabilitation. 

“This  committee  is  designed  to  combine  the 
activities  of  the  interim  Committee  on  Polio- 
myelitis, with  the  standing  committees  on  Cere- 
bral Palsy  and  Arthritis.  As  a research  com- 
mittee, their  duties  and  activities  are  outlined  in 
the  By-Laws,  Chapter  XII,  Section  3,  page  51.” 
The  chair  announced  this  was  the  first  reading, 
and  so  would  lay  on  the  table  for  one  day. 

Item  4 

“In  Chapter  I of  the  By-Laws  and  Section  4, 
page  12,  associate  membership  is  provided  for 
those  physicians  who  are  serving  resident  ap- 
pointments in  recognized  hospitals  in  Nebraska. 
Actually,  the  Constitution  provides  for  associate 
membership  for  interns  also,  so,  in  order  to  bring 
this  chapter  into  harmony  with  the  Constitution, 
and  further,  to  extend  the  privilege  of  associate 
membership  to  those  residents  and  interns  who 
are  citizens  of  Nebraska,  but  who  are  serving 
residencies  or  internships  in  recognized  hospitals 
in  other  states,  we  propose  the  following 
changes: 

“I.  In  the  second  line  of  Section  IV,  after 
the  word  resident,  add  the  words  and  intern. 

“II.  Place  a semi-colon  after  the  word  Ne- 
braska, at  the  end  of  Line  2. 

“HI.  Then  insert  the  following:  To  citizens 

of  Nebraska  who  may  be  serving  approved  resi- 
dencies or  internships  in  recognized  hospitals  in 
other  states. 

“IV.  Then  in  Line  3,  after  the  word  residency 
add  the  words  or  internship,  thus  making  the 


entire  paragraph  read  as  follows:  ‘Associate 

membership  may  be  issued  through  a component 
society  to  physicians  serving  resident  and  intern 
appointments  in  recognized  hospitals  in  Ne- 
braska; or  to  citizens  of  Nebraska  who  are  serv- 
ing in  approved  residencies  or  internships  in 
recognized  hospitals  in  other  states.’ 

“Then  complete  paragraph  beginning  with 
Line  3,  ‘Such  membership  shall  prevail  only  dur- 
ing such  residency  or  internship,  and  shall  not 
entitle  the  holder  thereof  to  vote  or  hold  office 
in  the  v Association.  Associate  membership  in 
this  Association  does  not  qualify  a member  for 
membership  in  the  American  Medical  Associa- 
tion, although  on  application  he  may  register 
for  the  scientific  session.’ 


“Then  it  would  seem  wise  to  delete  the  final 
sentence,  ‘Physicians  eligible  for  associate  mem- 
bership may  choose  active  membership  should 
they  so  desire.’,  since  it  is  in  conflict  with  Sec- 
tion I of  this  chapter.” 

A motion  was  made  that  we  adopt  this  change  in 
the  By-Laws.  The  motion  was  seconded  and  car- 
ried. 

Item  5 


“Then  in  Chapter  X of  the  By-Laws,  Section 
I and  Item  12,  page  38,  your  committee  believes 
that  in  the  fourth  line  the  word  annual  should 
be  deleted  and  in  its  place  should  be  inserted  the 
word  regular.  This  will  make  it  possible  for 
the  Board  of  Trustees  to  fill  vacancies  at  the 
next  regular  session,  instead  of  the  next  annual 
session  only. 

“Mr.  Speaker,  I move  the  adoption  of  this 
change.” 

The  motion  was  seconded  and  carried. 


Item  6 

“In  Section  III  of  Chapter  7 of  the  By-Laws, 
on  page  26,  your  committee  feels  that  there  are 
some  discrepancies  which  should  be  corrected  to 
bring  this  section  into  harmony  with  our  pres- 
ent two  regular  meetings  of  the  House  of  Dele- 
gates. To  this  end  we  believe  that  we  should 
delete  in  the  third  line  the  two  words  the  annual, 
and  insert  the  words  a regular;  also,  in  the  last 
line,  we  advise  the  deletion  of  the  words  and 
registered  at  the  regular  session. 

“This  will  make  the  first  paragraph  of  Section 
III  read  as  follows:  ‘The  House  of  Delegates 

shall  meet  twice  yearly.  One  meeting  shall  be  at 
the  time  and  place  of  the  annual  session.  It 
may  meet  in  advance  of,  or  remain  in  session 
after,  the  adjournment  of  a regular  session  on 
call  of  the  Speaker.  The  meetings  of  the  House 
shall  not  conflict  with  the  scientific  programs 
scheduled  unless  unavoidable.  Open  meetings  of 
the  House  of  Delegates  may  be  attended  by  all 
members  of  the  Association  who  are  in  good 
standing.’ 

“Mr.  Speaker,  I move  the  adoption  of  this 
amendment.” 

The  motion  was  seconded  and  carried. 


Item  7 

“Then  in  Chapter  XI,  Section  III,  on  page  41, 
provision  is  made  for  the  Board  of  Councilors 
to  hold  a midwinter  meeting  prior  to  the  annual 
session  of  the  Association;  since  we  have  already 
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arranged  for  an  interim  session  following  the 
midwinter  meeting  of  the  Board  of  Councilors, 
your  committee  feels  that  it  would  be  wise  to 
delete  in  the  second  line  the  words  annual  ses- 
sion of  the  Asociation  and  to  substitute,  there- 
fore, the  words  interim  session  of  the  House  of 
Delegates.  This  would  make  the  first  sentence 
read  as  follows:  ‘The  Board  of  Councilors  shall 
hold  a midwinter  meeting  prior  to  the  interim 
session  of  the  House  of  Delegates,  for  the  pur- 
pose of  organizing  and  outlining  the  work  for 
the  ensuing  year.’ 

“This  would  leave  the  remainder  of  the  sec- 
tion unchanged. 

“Mr.  Speaker,  I move  the  passage  of  this 
amendment.” 

The  motion  was  seconded  and  carried. 

Item  8 

“On  page  32,  Chapter  9 of  the  By-Laws  and 
Section  2,  in  the  6th  line  provision  is  made  for 
the  appointing  of  committees  by  the  president- 
elect as  authorized  in  Chapter  12,  Section  2. 
Since  Section  3 in  Chapter  12  also  authorizes  the 
appointing  of  certain  committees,  your  commit- 
tee proposes  to  insert  the  words  and  three  after 
the  words  Section  2,  making  the  sentence  read 
as  follows:  ‘He  shall  appoint  committees  as 

authorized  in  Chapter  12  of  the  By-Laws,  Sec- 
tions 2 and  3,  for  the  next  ensuing  year.’ 

“Mr.  Speaker,  I move  the  passage  of  this 
amendment.” 

The  motion  was  seconded  and  carried. 

Item  9 

“In  Chapter  9 of  the  By-Laws,  Section  10, 
page  37,  provision  is  made  for  the  reporting  by 
the  officials  of  the  Association  to  the  Board  of 
Councilors  at  its  midwinter  meeting.  In  order 
to  bring  this  section  into  harmony  with  the 
changes  made  by  having  an  interim  session  in 
the  winter,  your  committee  advises  the  striking 
of  the  words  annual  session  in  Line  5,  and  the 
substitution  therefore  of  the  words  interim  ses- 
sion of  the  House  of  Delegates.  This  will  make 
the  first  sentence  of  Section  10  read  as  follows: 
‘Officers  of  the  Association,  the  Executive  Sec- 
retary, the  Editor  of  the  Journal,  Chairmen  of 
the  various  committees,  and  Delegates  to  the 
American  Medical  Association  and  selected 
meetings  shall  submit  an  annual  report  of  their 
activities  to  the  Board  of  Councilors  at  its  mid- 
winter meeting  preceding  the  interim  session  of 
the  House  of  Delegates,  any  one  or  all  of  which 
may  be  published  in  the  Journal  on  order  of  the 
Board.’,  and  leaving  the  rest  of  the  Section  un- 
changed. 

“Mr.  Speaker,  I move  the  adoption  of  this 
change.” 

The  motion  was  seconded  and  carried. 

Item  10 

“In  Chapter  10  of  the  By-Laws,  in  Section  1 
and  Item  12  on  page  38,  in  outlining  the  duties 
of  the  Board  of  Trustees,  there  is  provision  for 
the  appointment  of  members  to  fill  vacancies  in 
certain  offices  and  the  provision  is  for  this  to  be 
subject  to  the  approval  of  the  House  of  Dele- 
gates at  its  next  annual  session. 


“Your  committee  recommends  that  the  word 
annual  be  stricken  here  and  that  instead  the 
word  regular  be  substituted,  providing  for  such 
approval  to  be  also  given  at  the  interim  session. 

“Mr.  Speaker,  I move  the  adoption  of  this 
change.” 

The  motion  was  seconded  and  carried. 

Item  11 

“Following  our  suggestion  of  Monday,  regard- 
ing the  possibility  of  providing  for  the  forma- 
tion of  a Committee  on  Policy,  and  after  some 
study  along  the  lines  suggested  by  Dr.  Earl 
Leininger,  your  committee  believes  that  this 
plan  does  have  considerable  merit.  For  this  rea- 
son we  propose  the  passage  of  the  following: 

“There  shall  be  appointed  a Committee  on 
Policy,  which  shall  consist  of  the  President  of 
the  Association,  the  President-Elect,  and  the 
three  living  immediate  Past  Presidents. 

“This  committee  shall  have  as  its  duty  the 
guidance  of  the  Association  on  questions  of 
policy  arising  during  intervals  between  meetings 
of  the  House  of  Delegates.  It  shall  be  empow- 
ered to  act  on  all  matters  arising  at  other  times 
than  during  meetings  of  the  House  of  Delegates, 
and  shall  serve  as  a liaison  committee  between 
the  House  of  Delegates  and  the  officers  of  the 
Association. 

The  chair  ruled  this  change  would  lay  on  the 
table  for  24  hours. 

Item  12 

“At  the  May  1954  session  of  the  House  of 
Delegates  the  following  constitutional  changes 
were  presented. 

“In  the  following  places  in  the  Constitution 
and  By-Laws  where  the  word  ‘Council’  occurs, 
it  shall  be  understood  to  mean  ‘The  Board  of 
Councilors.’ 

“In  the  Constitution:  ARTICLE  VI,  Section 

4,  lines  2 and  4,  p.  5;  ARTICLE  VIII,  Section 
2,  lines  2,  3,  and  9,  p.  7. 

“In  the  By-Laws:  CHAPTER  II,  Section  2 
line  6,  and  Section  4,  line  4,  pgs.  15  and  16; 
CHAPTER  VII,  Section  3,  line  9,  p.  26;  CHAP- 
TER IX,  Section  4,  line  6;  Section  5,  lines  5 and 
8;  Section  7,  line  20,  pgs.  32,  33,  35;  CHAP- 
TER X,  Section  1,  part  5,  line  2,  p.  38;  CHAP- 
TER XI,  Section  2,  lines  1 and  5;  Section  5,  line 
2,  pgs.  40,  42;  CHAPTER  XII,  Section  2,  E, 
line  7;  M,  line  4;  Section  5,  line  2;  and  part  4 
under  duties,  lines  1,  2,  and  4,  p.  52. 

A motion  was  made  and  seconded  that  the  con- 
stitutional changes,  as  presented  at  the  1954  ses- 
sion, be  adopted.  The  motion  was  seconded  and  car- 
ried. 

A motion  was  made  that  the  changes  as  presented 
at  the  1954  session  relative  to  the  By-Laws  be 
adopted.  The  motion  was  seconded  and  carried. 

The  report  of  Reference  Committee  No.  4 — Volun- 
tary Prepayment,  was  called  for.  Dr.  E.  E.  Koebbe, 
Chairman,  reviewed  a few  of  the  suggested  changes 
in  the  fee  schedule,  then  made  the  folowing  report: 

“We  have  studied  the  resolution  recommend- 
ing changes  in  the  Uniform  Fee  Schedule  and 
Advisory  to  Governmental  Agencies,  and  your 
committee  recommends  the  acceptance  of  this 
fee  schedule  with  its  proposed  changes. 
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“I  so  move.” 

The  motion  was  seconded  and  discussion  ensued. 
The  question  was  called  for  and  the  motion  car- 
ried. 

The  report  of  Reference  Committee  No.  5 — Plan- 
ning, was  the  next  order  of  business. 

Dr.  John  T.  McGreer,  Chairman,  stated  that  the 
report  of  the  Committee  on  Hospital  and  Profes- 
sional Relations  as  published  had  been  reviewed  and 
the  committee  recommended  its  acceptance. 

A motion  was  made  that  the  report  be  adopted. 
The  motion  was  seconded  and  carried. 

Dr.  McGreer  further  stated: 

“We  recommend  the  acceptance  of  the  Insur- 
ance Committee  report  which  was  read  by  Dr. 
Runty  yesterday  morning,  and  the  reference 
commitee  advised  that  the  Insurance  Committee 
bring  in  further  recommendations  concerning 
their  report. 

“I  move  the  acceptance  of  the  report.” 

The  motion  was  seconded  and  carried. 

“Your  committee  recommends  that  the  Plan- 
ning Committee  report  as  published  be  accepted. 

I so  move.” 

The  motion  was  seconded  and  carried. 

“It  is  recommended  that  the  report  of  the  Pub- 
lic Relations  Committee  be  accepted.  I so 
move.” 

The  motion  was  seconded  and  carried. 

“We  have  the  supplemental  report  of  the  Plan- 
ning Committee  which  has  been  accepted  by  this 
committee,  and  I so  move  its  acceptance.” 

The  motion  was  seconded  and  carried. 

The  report  of  Reference  Committee  No.  7 — Mis- 
cellaneous, was  the  next  order  of  business. 

Dr.  Wm.  Nutzman,  Chairman,  gave  the  follow- 
ing report: 

“Mr.  Speaker: 

“Your  Reference  Committee  No.  7 has  re- 
viewed the  report  of  the  Cancer  Committee  and 
we  move  the  adoption  of  this  report.” 

The  motion  was  seconded  and  carried. 

“I  would  like  at  this  time  to  read  Dr.  R.  S. 
Wycoff’s  report  to  the  Board  of  Councilors  of 
his  two  meetings  with  the  Governor’s  Lay-lead- 
ership Conference  on  Education.” 

Dr.  Nutzman  read  the  report  as  follows: 

“To  the  Board  of  Councilors 
Nebraska  State  Medical  Association 
In  Annual  Session  May  10  to  13,  1954. 

“Early  this  year  I was  requested  by  President 
Kelly  to  represent  this  Association  at  the  Gov- 
ernor’s Lay-leadership  Conference  on  Educa- 
tion, which  was  held  at  the  State  Capitol  Build- 
ing on  February  2nd,  and  since,  so  far  as  I know, 
none  of  the  other  members  were  able  to  attend, 
it  becomes  incumbent  on  me  to  make  this  brief 
report  to  your  body. 

“It  was  a day  of  deliberation.  The  entire 
group  of  one  hundred  and  forty  interested,  earn- 
est, thoughtful  people,  from  all  walks  of  life 
and  from  all  parts  of  the  state,  were  divided 
into  three  discussion  groups  which  met  to  con- 
sider separately  each  of  the  three  following  sub- 
jects: 

“A.  Organizing  and  financing  of  Nebraska 
schools. 


“B.  Supplying  capable  teachers  for  Nebraska 
schools. 

“C.  Assuring  lay-leadership  for  Nebraska 
schools. 

“The  meeting  was  designed  to  be  primarily 
one  for  discussion  and  consideration  of  the  prob- 
lems involved,  and  the  groups  were  specifically 
asked  to  not  make  any  definite  recommendations 
as  to  what  should  be  done  about  the  many  ques- 
tions arising  in  the  consideration  of  these  prob- 
lems. At  the  close  of  the  meeting  it  was  the 
conclusion  of  the  entire  group  that  a small  com- 
mittee should  be  appointed  for  more  thorough 
study  into  the  various  problems  involved,  and 
that  the  Governor  should  be  requested  to  ap- 
point such  a committee;  further,  it  was  felt  that 
after  this  committee  has  had  ample  time  for 
study,  the  main  committee  should  again  be  asked 
to  come  together,  perhaps  for  a session  of  two  or 
three  days  discussion,  and  for  the  purpose  of 
considering  any  suggestions  that  might  come 
from  the  studies  of  the  smaller  research  com- 
mittee. 

“Let  me  cite  a few  facts  for  comparison  and 
for  study: 

“Nebraska  has  6,363  school  districts,  Kansas 
has  3,514,  Utah  has  40,  Idaho  has  221,  Iowa  has 
3,400,  Colorado  has  1,140,  Arkansas  has  423. 

“Again,  some  elementary  school  districts  have 
valuations  as  high  as  $5,470,00  and  others  as 
low  as  $31,000.  Nebraska  has  more  school  board 
members  than  it  has  teachers,  there  being  about 
five  school  board  members  for  each  three  teach- 
ers in  the  public  schools;  over  1,700  districts  in 
this  State  are  sending  their  children  to  other 
public  school  districts  for  instruction,  so  that 
thousands  of  parents  have  no  vote  in  the  school 
district  in  which  their  children  attend  school; 
the  1952-53  Educational  Directory  of  Nebraska 
lists  75  high  schools  with  enrollments  of  25  pu- 
pils or  less;  and  four  of  these  four-year  high 
schools  have  enrollments  of  not  more  than  ten, 
twenty-three  have  enrollments  of  not  more  than 
esighteen.  These  are  only  a few  of  the  facts 
that  exist  in  regard  to  the  present  educational 
set-up  in  the  State  of  Nebraska. 

“Governor  Crosby  was  in  attendance  at  the 
meetings  throughout  the  entire  day,  taking  an 
active  part  in  all  of  the  discussions.  At  the 
banquet  that  evening,  Mr.  Samuel  Brownell, 
United  States  Commissioner  of  Education,  ad- 
dressed the  group,  and  in  his  interesting  and 
helpful  talk,  outlined  many  of  the  problems 
that  must  be  considered  in  the  management  of 
today’s  schools. 

“In  the  latter  part  of  April,  I received  an  in- 
vitation from  the  Nebraska  Council  for  Better 
Education,  signed  by  the  Secretary-Treasurer, 
Richard  E.  Johnson,  requesting  that  our  organ- 
ization become  a member  of  the  Council  for 
Better  Education  and  inviting  me  as  representa- 
tive of  the  organization  to  attend  a meeting  of 
the  Council  in  Lincoln,  on  May  3rd.  This  I was 
unable  to  do,  but  I do  want  to  pass  this  infor- 
mation on  to  you,  since  I feel  that  physicians 
as  a group  should  be  taking  an  active  interest 
in  the  educational  problems  of  our  state.  There 
are  no  membership  dues  in  this  Nebraska  Coun- 
cil for  Better  Education,  but  we  are  requested 
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to  pay  a maintenance  fee  of  $5.00  per  year, 
which  is  assessed  to  each  member  organization. 

“Personally  I feel  that  the  Nebraska  State 
Medical  Asociation  should  take  enough  interest 
in  education  to  accept  membership  in  this  or- 
ganization and  to  authorize  the  president  to  ap- 
point a committee  of  three,  (the  number  of  rep- 
resentatives to  which  each  organization  is  en- 
titled) as  members  of  the  Council. 

“Respectfully  submitted, 

Ray  S.  Wycoff,  M.D.” 

The  following  further  report  was  read  by  Dr. 

Nutzman: 

“Board  of  Councilors: 

“The  report  thus  far  was  prepared  for  presen- 
tation to  the  Board  of  Councilors  and  the  House 
of  Delegates  last  spring  at  the  annual  meeting, 
but  was  not  given.  Following  the  preliminary 
meeting  of  the  Governor’s  Lay-leadership  Con- 
ference on  Education,  the  Steering  Committee 
did  some  intensive  work  for  several  months  and 
the  Governor  called  a second  Lay-leadership 
Conference  which  met  at  Kearney,  Nebraska,  on 
November  22nd,  1954. 

“The  representatives  of  the  various  organiza- 
tions in  attendance  at  that  time  met  in  three 
groups,  each  of  which  discussed  and  debated  one 
of  the  following  topics: 

“I.  Redistricting 
II.  Finance 

III.  Teacher’s  Certification 

“Following  a day  of  discussion,  each  group 
came  up  with  certain  specific  recommendations 
and  the  meeting  adjourned  with  instructions  to 
the  Steering  Committee  to  prepare  legislative 
bills  along  the  lines  indicated  for  presentation 
to  the  state  legislature.  At  the  same  time,  it 
was  planned  that  another  meeting  of  this  lay 
group  would  be  held  about  the  first  of  the  year; 
however,  this  was  not  feasible,  and  so  the 
Steering  Committee  has  at  this  time  introduced 
into  the  legislature  a number  of  bills  which  are 
in  accord  with  the  recommendations  of  the  dis- 
cussion groups. 

“At  present  these  bills  have  not  been  acted 
on,  so  far  as  I know,  but  it  is  the  feeling  of 
those  in  attendance  that  they  are  a definite  be- 
ginning in  the  direction  of  improved  educational 
methods  and  facilities  in  the  State  of  Nebraska. 

“The  United  States  Commissioner  of  Educa- 
tion, Mr.  Samuel  Brownell,  was  speaker  at  the 
evening  session  of  the  first  conference,  and  I 
think  it  should  be  noted  that  a few  months  la- 
ter he  persuaded  Congress  to  allocate  funds  and 
initiate  plans  for  a nation-wide  study  by  states 
of  public  education  methods,  looking  to  a na- 
tional conference  in  the  near  future. 

“It  is  my  own  personal  feeling  that  it  has  been 
a distinct  privilege  to  serve  on  this  committee 
and  that  the  Nebraska  State  Medical  Associa- 
tion should  in  every  way  support  the  plans 
looking  toward  planned  improvement  in  the  edu- 
cational system  of  this  state. 

“I  am  submitting  as  a part  of  the  report  the 
resolutions  that  were  adopted  at  the  second  Lay- 
leadership  Conference  in  Kearney  on  November 
22nd,  1954. 

Ray  S.  Wycoff,  M.D.” 


Dr.  Nutzman  continued  his  report. 

“The  committee  is  desirous  of  this  report  be- 
coming part  of  the  official  minutes  of  this  ses- 
sion of  the  House  of  Delegates,  and  I so  move.” 
The  motion  was  seconded  and  carried. 

“Whereas  Reference  Committee  No.  7 feels 
that  the  medical  profession  should  be  closely 
concerned  with  the  problems  of  education,  we 
move  that  the  President  of  the  Nebraska  State 
Medical  Association  appoint  a committee  of 
three  as  members  of  the  Nebraska  Council  for 
Better  Education.” 

The  motion  was  seconded  and  carried. 

“We  also  move  that  the  Nebraska  State  Medi- 
cal Asociation  pay  to  the  Nebraska  Council  for 
Better  Education  the  present  annual  fee  of 
$6.00.” 

The  motion  was  seconded  and  carried. 

“The  following  letter  from  Dr.  0.  C.  Nickum 
was  read  before  this  body  on  Monday,  May  16, 
1955.  I would  like  to  reread  the  letter  at  this 
time: 

“Delegates  to  the  Nebraska  State  Medical 
Convention 

“Gentlemen: 

“I  would  like  this  letter  read  to  your  group  as 
a preliminary  to  understanding  my  request  for 
the  formal  presentation  of  a resolution  to  the 
convention. 

“In  one  T.V.  interview  Dr.  Scheele  stated  that 
as  his  inspection  group  progressed  with  their 
survey  of  the  biological  firms  making  Salk  vac- 
cine, he  would  keep  physicians  in  general,  in- 
formed as  to  what  he  wanted  them  to  do.  He 
became  less  dictatorial  in  a second  interview, 
but  it  was  still  evident  that  for  the  first  time 
in  history  the  profession  was  not  to  be  allowed 
to  again  assume  the  responsibilities  given  them 
in  regard  to  smallpox,  whooping  cough,  diph- 
theria and  tetanus  among  other  once  dreaded 
conditions.  It  was  obvious  that  full  time  salaried 
physicians  are  not  necessarily  bound  by  all 
codes  determined  to  be  essential  by  our  group. 
It  was  also  clear  that  the  many  enormous  funds 
being  developed  for  research  in  other  fields  will 
attract  an  ever  increasing  number  of  laymen 
interested  in  control.  Furthermore,  as  long  as 
the  non-profit  theme  can  be  kept  foremost  they 
are  absolved  of  any  professional  liability  for 
sequela,  but  the  private  practitioner  is  not.  One 
who  lives  solely  from  a salary  develops  great- 
est loyalty  to  the  one  who  pays  it.  The  AMA 
is  shadow  boxing  in  many  situations  where  a 
more  homogeneous  group  would  have  a more  de- 
termined effect. 

“I  would  therefore  like  to  present  the  follow 
ing: 

“Resolved  that  among  other  qualifications  al- 
ready observed  for  membership  in  the  State 
Medical  Association,  it  be  also  required  that  at 
least  fifty  per  cent  of  the  practitioners  profes- 
sional income  be  derived  from  fees  paid  to  him 
by  private  patients. 

Oliver  C.  Nickum,  M.D.” 

“Your  committee  recommends  that  this  reso- 
lution not  be  adopted,  and  I so  move.” 

The  motion  was  seconded  and' canned. 
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“In  keeping  with  Dr.  Nickum’s  apparent 
thinking  but  misstatements,  we  were  asked  by 
Dr.  Rogers  for  a little  help  in  the  polio  situa- 
tion and  drafted  a resolution  as  follows: 

“WHEREAS,  It  is  apparent  the  supply  of  Salk  vaccine  will 
be  inadequate  for  several  months  to  meet  all  demands,  and 

“WHEREAS,  it  has  been  definitely  established  that  the  inci- 
dence of  polio  is  greater  in  certain  age  groups,  and 

“WHEREAS,  the  present  administration  has  recognized  the 
need  of  voluntary  control  and  has  appointed  a National  Ad- 
visory Group  to  formulate  recommendations  in  regard  to  the 
allocation  of  Salk  vaccine ; 

“We  recommend  that  the  members  of  the  Nebraska  State 
Medical  Association  accept  the  forthcoming  report  of  the  Na- 
tional Advisory  Group,  and  that  they  abide  by  their  recommen- 
dations in  the  use  of  individual  member’s  supply  so  that  the 
necessity  for  strict  federal  control  of  Salk  vaccine  will  be 
eliminated.” 

“We  recommend  that  the  members  of  the  Ne- 
braska State  Medical  Association  accept  the 
forthcoming  report  of  the  National  Advisory 
Group,  and  that  they  abide  by  their  recommen- 
dations in  the  use  of  individual  member’s  supply 
so  that  the  necessity  for  strict  federal  control  of 
Salk  vaccine  will  be  eliminated.” 

Dr.  Nutzman  then  asked  for  permission  of  the 
floor  for  Dr.  E.  A.  Rogers,  and  Dr.  Rogers  explained 
the  formation  and  purpose  of  the  National  Advisory 
Committee  on  the  Allocation  of  Salk  Vaccine. 

A motion  was  made  and  seconded  that  the  report 
of  Reference  Committee  No.  7 relative  to  Salk  vac- 
cine be  accepted.  The  motion  carried. 

Unfinished  business  was  called  for  but  none  pre- 
sented. 

New  business  was  the  next  item  on  the  agenda 
and  Dr.  R.  E.  Garlinghouse  asked  permission  to  pre- 
sent three  resolutions — one  from  Indiana,  one  from 
Kansas,  and  another  from  Wisconsin,  as  follows: 

“Indiana  Medical  Society  has  passed  the  fol- 
lowing resolution: 

“WHEREAS,  a report  was  made  and  adopted  at  the  A.M.A. 
meeting  of  Delegates  in  June,  1954,  in  San  Francisco,  concern- 
ing the  ownership  of  drug  stores  and  dispensing  of  drugs  and 
appliances  as  follows : 

“ ‘Sec,  8 : 

1.  It  is  unethical  for  a physician  to  participate  in  the 
ownership  of  a drug  store  in  his  medical  practice  area 
unless  adequate  drug  store  facilities  are  otherwise  un- 
available. 

2.  This  inadequacy  must  be  confirmed  by  his  component 
medical  society. 

3.  The  same  principle  applies  to  physicians  who  dispense 
drugs  or  appliances. 

4.  In  both  instances,  the  practice  is  unethical  if  secrecy 
and  coercion  are  employed  or  if  financial  interest  is 
placed  above  the  quality  of  medical  care. 

5.  On  the  other  hand,  sometimes  it  may  be  advisable  and 
even  necessary  for  physicians  to  provide  certain  ap- 
pliances or  remedies  without  profit  which  patients  can- 
not  procure  from  other  sources/ 

“WHEREAS,  We  do  not  believe  that  the  declaration  of 
section  8,  above  quoted,  can  reasonably  withstand  analysis  as 
being  a sound  statement  of  professional  ethics; 

■ r*g^t  to  dispense  medicines  has  been  the 

right  of  the  doctor  from  time  immemorial.  In  fact,  it  would 
seem  to  be  one  of  the  fundamental  rights,  a right  which  the 
code  of  ethics  has  now  so  arbitrarily  taken  from  him ; 

WHEREAS,  The  individual  pharmacists  and  physicians  have 
in  the  past  considered  themselves  friends  and  partners  in  the 
medical  care  of  the  public,  and  this  strong  campaign  of  the 
Amencan  Pharmaceutical  Association  and  some  of  the  Executive 
Secretaries  of  the  State  Pharmaceutical  Associations  has  al- 
ready begun  to  create  an  attitude  of  ill  will  between  the  doc- 
tors  and  the  . pharmacists  ; and  we  feel  that  this  provision 
should  be  eliminated  from  the  code  in  the  interest  of  the  public, 
the  medical  profession,  and  the  pharmacists  themselves  ; 

THEREFORE  BE  IT  RESOLVED,  That  sentences  (1)  and 
(5)  of  Section  8 of  Chapter  I of  the  Principles  of  Medical 
Ethics  of  the  American  Medical  Association  be  deleted,  and 
BE  IT  FUURTHER  RESOLVED,  That  the  Indiana  dele- 
gates to  the  American  Medical  Association  be  instructed  to 
present  this  resolution  at  the  annual  meeting  of  the  House  of 
Delegates  of  the  American  Medical  Association  in  June,  1955.” 

“Wisconsin  Medical  Society  has  passed  the 
following  resolution: 


“The  whole  section  be  repealed  and  the  following  substituted : 
‘The  sale  of  appliances,  devices  and  remedies  prescribed 
for  patients  is  incidental  to  the  practice  of  ethical  physi- 
cians and  is  without  exploitation  of  the  patient.’  ” 

“Kansas  Medical  Society  has  passed  the  fol- 
lowing two  resolutions: 

“WHEREAS,  Section  8,  Chapter  I of  the  A.M.A.  Code  of 
Ethics,  as  recently  revised,  denies  to  physicians  the  right  to 
dispense  drugs,  one  of  their  privileges  and  duties  from  time 
immemorial,  and 

“WHEREAS,  This  restriction  of  his  rights  is  not  justified 
and  is  not  in  the  interest  of  either  the  public  or  the  physicians, 
and 

“WHEREAS,  Section  8 further  denies  to  physicians  the  right 
to  ownershipvof  a pharmacy  if  they  so  desire,  one  of  the  con- 
stitutional rights  of  any  American  citizen,  and 

“WHEREAS,  This  restriction  of  his  rights  is  not  justified 
and  is  not  in  the  interest  of  either  the  public  or  the  physician, 
and 

“WHEREAS,  Section  8 further  denies  to  physicians  the  right 
to  a fair  and  reasonable  profit  in  the  providing  of  remedies 
to  patients,  and 

“WHEREAS,  This  restriction  is  contrary  to  every  sound  eco- 
nomic principle  in  the  system  of  free  enterprise,  and 

“WHEREAS,  these  provisions  in  Section  8 imply  on  the 
part  of  our  A.M.A.  leadership,  a lack  of  faith  in  the  integrity 
of  the  medical  profession  as  a whole  to  honestly  exercise  these 
rights  in  the  best  interests  of  their  patients,  and 

“WHEREAS,  This  implication  is  entirely  unwarranted  and 
highly  repugnant  to  all  of  us  as  honest  and  conscientious 
practitioners  of  medicine. 

“THEREFORE,  LET  IT  BE  RESOLVED,  That  Section  8, 
Chapter  I of  the  Code  of  Ethics  be  revised  by  the  A.M.A.  House 
of  Delegates  with  elimination  of  sentences  1,  2,  3 and  5 . in 
Section  8,  and  hy  substituting  in  their  place  an  affirmation 
of  the  above  fundamental  rights  of  physicians  in  the  interest 
of  both  the  public  and  the  medical  profession. 

“LET  IT  BE  RESOLVED,  That  Section  8,  Chapter  I of  the 
Code  of  Ethics  of  the  A.M.A.  be  eliminated  from  the  Kansas 
State  Medical  Society  Code  of  Ethics.” 

The  chair  ruled  these  resolutions  would  be  re- 
ferred to  Reference  Committee  No.  7 — Miscellaneous. 

Dr.  A.  J.  Offerman  presented  the  following  resolu- 
tion: 

RESOLUTION 

“BE  IT  RESOLVED,  That  the  fee  for  a Medical  Report  to 
an  insurance  company,  excluding  physical  examination,  be  set 
at  a minimum  of  $5.00.  I move  the  adoption  of  this  resolution. 

ARTHUR  J.  OFFERMAN,  M.D.” 

The  chair  ruled  the  resolution  would  be  referred 
to  Reference  Committee  No.  6 — 'Public  Health. 

A motion  was  made  to  adjourn.  The  motion  was 
seconded  and  carried. 

HOUSE  OF  DELEGATES 

May  19,  1955 

The  fourth  session  of  the  House  of  Delegates  was 
called  to  order  at  8 a.m.  by  Dr.  Fritz  Teal,  Speaker, 
in  Parlors  B-C,  Hotel  Paxton,  Omaha.  Roll  call 
showed  27  members  present. 

The  chair  stated  the  minutes  of  the  third  session 
had  been  reviewed  by  both  the  Speaker  and  Vice 
Speaker. 

A motion  was  made  that  we  dispense  with  the 
reading  of  the  minutes  of  the  third  session.  The 
motion  was  seconded  and  carried. 

The  report  of  the  Nominating  Committee  was 
called  for  by  the  chair,  and  Dr.  W.  L.  Howell,  Chair- 
man, presented  the  following  slate: 

President-Elect — Dr.  J.  M.  Woodward 
Vice  President — Dr.  F.  A.  Mountford 
Councilor,  5th  District — Dr.  E.  E.  Koebbe 
Councilor,  6th  District — Dr.  B.  N.  Greenberg 
Councilor,  7th  District — Dr.  F.  A.  Mountford 
Councilor,  8th  District — Dr.  Wilbur  Johnson 
Delegate  to  A.M.A. — Dr.  E.  F.  Leininger 
Alternate  Delegate  to  A.M.A. — Dr.  D.  B.  Steen- 
burg 

Delegate  to  North  Central  Medical  Conference — 
Dr.  A.  J.  Offerman 


July,  1955 
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Board  of  Directors,  Nebraska  Medical  Service — 

1.  Dr.  Geo.  W.  Covey 

2.  Dr.  J.  J.  Keegan 

3.  Dr.  A.  J.  Offerman 

4.  Dr.  P.  S.  Read 

5.  Dr.  D.  B.  Steenburg 

Signed: 

R.  L.  EGAN,  M.D.,  R.  P.  CARROLL,  M.D., 

W.  L.  HOWELL,  M.D.,  0.  W.  MILLER,  M.D., 

J.  McGREER,  M.D.,  W.  E.  SHOOK,  M.D. 

L.  S.  McNEILL,  M.D., 

Nominations  from  the  floor  were  called  for,  but 
none  was  presented. 

A motion  was  made  and  seconded  that  we  elect 
the  candidates  presented  by  the  Nominating  Com- 
mittee by  acclamation.  The  motion  carried. 

The  chair  appointed  Drs.  R.  E.  Garlinghouse  and 
R.  H.  Kohtz  as  a committee  to  bring  the  newly 
elected  president-elect  and  vice  president  before  the 
House. 

Reference  Committee  reports  were  called  for  by 
the  chair. 

Dr.  R.  S.  Wycoff,  Chairman,  Reference  Committee 
No.  3,  gave  the  following: 

Item  1 

“Since  the  House  of  Delegates  has  seen  fit  to 
provide  for  the  discontinuance  of  unneeded  old 
committees,  and  for  the  appointment  of  neces- 
sary new  committees,  your  committee  believes 
that  the  paragraph  at  the  bottom  of  page  50, 
Section  III,  of  Chapter  12,  would  seem  to  be  re- 
dundant, and  we,  therefore,  advise  the  dele- 
tion of  the  entire  paragraph. 

“The  paragraph  reads  as  follows: 

“ ‘Additional  committees  to  cover  research 
problems  other  than  those  listed  above  may  be 
created  on  recommendation  of  the  Board  of 
Councilors.  Members  of  newly  organized  com- 
mittees shall  be  appointed  by  the  President- 
Elect,  one  to  serve  until  the  next  ensuing  An- 
nual Session,  one  to  serve  until  the  second  next 
Annual  Session  following  his  appointment,  and 
the  other  to  serve  until  the  third  next  Annual 
Session  following  his  appointment.  As  the 
terms  of  those  members  expire  new  members 
shall  be  appointed  to  these  committees  as  pro- 
vided in  paragraph  one  of  this  section.’ 

“I  so  move  that  this  deletion  in  the  By-Laws 
be  adopted.” 

The  motion  was  seconded  and  carried. 

Dr.  J.  M.  Woodward,  Lincoln,  was  presented  to 
the  House  of  Delegates  by  Dr.  R.  E.  Garlinghouse, 
and  Dr.  Woodward  expressed  his  appreciation  of 
the  honor  bestowed  upon  him. 

Dr.  Wycoff  then  continued  his  report. 

Item  2 

“This  is  the  second  reading  of  the  proposed 
By-Law  providing  for  a Committee  on  Policy: 

“ ‘There  shall  be  appointed  a Committee  on 
Policy,  which  shall  consist  of  the  President  of 
the  Association,  the  President-Elect,  and  the 
three  living  immediate  past  presidents.’ 

“ ‘This  committee  shall  have  as  its  duty  the 
guidance  of  the  Association  on  questions  of 
policy  arising  during  intervals  between  meetings 
of  the  House  of  Delegates.  It  shall  be  empow- 
ered to  act  on  all  matters  arising  at  other  times 


than  during  meetings  of  the  House  of  Dele- 
gates, and  shall  serve  as  a liaison  committee  be- 
tween the  House  of  Delegates  and  the  oficers  of 
the  Asociation.’ 

“I  move  its  adoption.” 

The  motion  was  seconded  and  carried. 

Item  3 

“Your  committee  recommends  the  formation 
of  a standing  research  committee,  to  be  known 
as  the  Committee  on  Muscular  Rehabilitation. 

“This  committee  is  designed  to  combine  the 
activities  of  the  interim  Committee  on  Polio- 
myelitis, with  the  standing  Committees  on  Cere- 
bral Palsy  and  Arthritis.  As  a research  com- 
mittee, their  duties  and  activities  are  outlined  in 
the  By-Laws,  Chapter  XII,  Section  3,  page  51. 

“I  move  its  adoption.” 

The  motion  was  seconded. 

Dr.  Teal  asked  Dr.  Christensen  to  take  the  chair 
in  order  that  he  might  speak  to  the  House. 

Dr.  Teal  stated  he  did  not  like  the  name  of  the 
committee  and  was  of  the  opinion  that  the  name 
should  be  more  inclusive.  He  suggested  the  name  of 
‘Committee  for  the  Rehabilitation  of  Disorders  of 
Locomotion.’ 

Dr.  Teal  again  took  the  chair  and  general  dis- 
cussion followed  relative  to  a more  suitable  name  for 
the  committee.  None  was  submitted. 

The  question  was  called  for  and  the  motion  car- 
ried. 

Item  4 

“In  Article  VI  of  the  Constitution,  Section  5, 
on  page  6,  the  second  paragraph  reads  as  fol- 
lows: 

“ ‘A  member  shall  not  be  elected  to  any  con- 
stitutional office  unless  he  is  registered  and  in 
attendance  at  the  annual  session  at  which  he  is 
nominated.’ 

“Several  times  the  suggestion  has  been  made 
to  this  committee  that  this  provision  sometimes 
prevents  the  election  of  a highly  qualified  man 
to  an  office  for  which  he  is  well  fitted,  when  cir- 
cumstances over  which  he  has  no  control  have 
prevented  his  usual  attendance  at  the  annual 
meeting. 

“For  this  reason,  your  committee  recommends 
the  deletion  of  this  entire  paragraph.” 

This  being  a constitutional  change,  the  chair  ruled 
it  would  lay  on  the  table  for  one  year. 

At  the  request  of  the  committee,  general  discus- 
sion on  the  above  amendment  was  called  for.  It 
seemed  the  consensus  of  the  group  that  the  amend- 
ment was  a good  one. 

Dr.  Otis  Miller,  Chairman,  Reference  Committee 
No.  6,  gave  the  following  supplementary  report: 

“We  have  the  resolution  which  was  presented 
by  Dr.  Offerman  as  follows: 

“‘Be  it  resolved:  That  the  fee  for  a Medical 
Report  to  an  insurance  company,  excluding  phys- 
ical examination,  be  set  at  a minimum  of  $5.00. 

I move  the  adoption  of  this  resolution.’ 

“The  committee  moves  the  adoption  of  this 
resolution.” 

The  motion  was  seconded  and  carried. 
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Dr.  Wra.  Nutzman,  Chairman,  Reference  Commit- 
tee No.  7,  read  the  following  resolution  which  had 
been  passed  by  the  Kansas  Medical  Society: 

“WHEREAS,  Section  8,  Chapter  I of  the  A.M.A.  Code  of 
Ethics,  as  recently  revised,  denies  to  physicians  the  right  to 
dispense  drugs,  one  of  their  privileges  and  duties  from  time 
immemorial,  and 

“WHEREAS,  This  restriction  of  his  rights  is  not  justified 
and  is  not  in  the  interest  of  either  the  public  or  the  physicians, 
and 

WHEREAS,  Section  8 further  denies  to  physicians  the  right 
to  ownership  of  a pharmacy  if  they  so  desire,  one  of  the  con- 
stitutional rights  of  any  American  citizen,  and 

WHEREAS,  This  restriction  of  his  rights  is  not  justified 
and  is  not  in  the  interest  of  either  the  public  or  the  physician, 
and 

WHEREAS,  Section  8 further  denies  to  physicians  the  right 
to  a fair  and  reasonable  profit  in  the  providing  of  remedies 
to  patients,  and 

WHEREAS,  This  restriction  is  contrary  to  every  sound  eco- 
nomic principle  in  the  system  of  free  enterprise,  and 

WHEREAS,  These  provisions  in  Section  8 imply  on  the  part 
of  our  A.M.A.  leadership,  a lack  of  faith  in  the  integrity  of 
the  medical  profession  as  a whole  to  honestly  exercise  these 
rights  in  the  best  interests  of  their  patients,  and 

WHEREAS,  This  implication  is  entirely  unwarranted  and 
highly  repugnant  to  all  of  us  as  honest  and  conscientious  prac- 
titioners of  medicine. 

THEREFORE,  LET  IT  BE  RESOLVED,  That  Section  8, 
Chapter  I of  the  Code  of  Ethics  be  revised  by  the  A.M.A. 
House  of  Delegates  with  the  elimination  of  sentences  1,  2,  3 
and  5 in  Section  8,  and  by  substituting  in  their  place  an  af- 
firmation of  the  above  fundamental  rights  of  physicians  in  the 
interest  of  both  the  public  and  the  medical  profession. 

Dr.  Nutzman  stated  the  committee  so  moved  the 
adoption  of  this  resolution.  The  motion  was  second- 
ed and  carried. 

He  also  read  excerpts  of  a letter  received  by  Dr. 
E.  A.  Rogers,  State  Department  of  Health,  from  the 
Department  of  Health,  Education  and  Welfare,  Pub- 
lic Health  Service,  Washington,  D.C.,  which  con- 
sisted of  the  folowing  recommendations: 

“Recommendation  No.  2:  National  Founda- 

tion for  Infantile  Paralysis  Free  Immunization 
Program:  That  all  current  distribution  be  di- 

rected toward  fullfillment,  at  the  earliest  pos- 
sible date,  of  the  NF1P  contracts  and  the  free 
immunization  program  for  first  and  second 
graders. 

“NOTE:  Recommendations  Nos.  3 through  11 
outline  an  equitable  distribution  plan,  based  on 
age  group  priorities,  to  become  effective  as  soon 
as  the  NFIP  free  distribution  program  is  com- 
pleted. 

“Recommendation  No.  3:  Priorities:  That, 

in  accordance  with  the  recommendations  of  the 
National  Advisory  Committee  on  Poliomyeltis 
Vaccine,  the  vaccine  should  be  administered  for 
the  time  being  only  to  children  of  the  most  sus- 
ceptible age  group,  5-9,  inclusive. 

“Further  priorities  should  be  announced  from 
time  to  time  on  the  basis  of  recommendations  of 
the  National  Advisory  Committee. 

“Recommendation  No.  4:  Departmental  Re- 

sponsibility. That  the  Secretary  of  Health,  Edu- 
cation, and  Welfare  direct  on  a national  level 
the  division  among  the  States  of  the  entire  out- 
put of  Salk  vaccine,  as  pledged  by  the  manu- 
facturers. 

“Recommendation  No.  5:  Plan  of  Allocation 

Among  the  States:  That  the  supplies  of  vac- 

cine be  allocated  to  each  State  on  the  basis  of  its 
population  of  children  within  the  5 through  9 age 
group  until  all  children  of  that  age  group  have 
been  vaccinated.  The  Secretary  will  receive  con- 
tinuing reports  from  the  manufacturers  as  to 
their  total  output  and  deliveries,  and  will  keep 
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the  individual  manufacturers  advised  of  the 
quanities  of  vaccine  they  should  ship  to  each 
State  to  assure  fair  allocation. 

“Recommendation  No.  6:  State  Responsibili- 
ty: That  each  State,  through  an  appropriate 

single  agency  to  be  designated  by  the  Gover- 
nor of  the  State,  direct  the  distribution  of  the 
vaccine  within  the  State.  The  State  agency 
should  advise  the  Secretary  of  Health,  Educa- 
tion, and  Welfare  on  the  desired  shipment  of  the 
State’s  allocation  — for  example,  that  portion 
which  shbuld  be  distributed  through  normal  drug 
distribution  channels  and  that  portion  which 
should  be  shipped  to  public  agencies. 

“Recommendation  No.  7:  Enforcement  of 

Food,  Drug  and  Cosmetic  Act  and  State  Laws: 
That,  in  order  to  give  special  attention  to  vigor- 
ous enforcement  of  those  portions  of  the  food 
and  drug  law  prohibiting  sales  of  the  vaccine 
outside  authorized  channels  for  prescription 
drugs,  additional  funds  be  requested  for  Food 
and  Drug  Administration  of  the  Department  of 
Health,  Education,  and  Welfare.  It  is  further 
recommended  that  State  and  local  officials  give 
special  emphasis  to  the  enforcement  of  applic- 
able State  laws  relating  to  prescription  drugs. 

“Recommendation  No.  8:  Adherence  to  Pri- 

ority Plan  by  Physicians;  Record  Keeping: 

That,  with  the  cooperation  of  the  medical  pro- 
fession pledged  to  insure  the  success  of  a volun- 
tary control  plan,  medical  organizations  take  all 
appropriate  steps  to  assure  that: 

“(a)  physicians  will  administer  vaccinations 
only  to,  and  issue  prescriptions  only  for,  chil- 
dren within  the  priority  age  groups; 

“(b)  physicians  will,  in  accordance  with  the 
recommendations  of  the  National  Advisory  Com- 
mittee on  Poliomyelitis  Vaccine,  keep  a record 
of  the  name  of  each  child  receiving  a vaccina- 
tion, age  of  the  child,  date  of  vaccination, 
site  of  vaccination  (place  on  body),  name  of  the 
manufacturer  of  the  vaccine  used  and  the  lot 
number. 

“Recommendation  No.  9:  Recording  Keeping 

by  Distributors:  That  manufacturers,  pharmaceu- 
tical organizations,  wholesale  and  retail  drug  or- 
ganizations and  States  and  other  public  agen- 
cies, whose  cooperation  to  make  a voluntary 
control  plan  work  has  also  been  pledged,  take 
necessary  steps  to  assure  that  every  distributor 
of  the  vaccine  keep  a record  of  the  name  of  the 
manufacturer,  the  lot  number,  and  the  customer 
receiving  the  vaccine  he  handles. 

“Recommendation  No.  10:  Federal  Funds  for 
Grants  to  States:  That  legislation  which  has 

been  prepared  by  this  Department  be  submitted 
to  the  Congress  to  make  Federal  funds  avail- 
able to  the  States  for  the  purchase  of  vaccine 
(or  in  lieu  of  funds,  the  vaccine  itself).  These 
funds  must  be  sufficient  to  pay  the  cost  of  vac- 
cine for  children  through  age  19  in  low  income 
families.  The  funds  would  be  used  after  the 
NFIP  free  immunization  program  has  been  com- 
pleted and  until  December  31,  1956.  These  funds 
would  be  paid  to  States  upon  assurance  by  the 
State  that  no  child  within  the  priority  age 
groups  would  be  denied  vaccinations  by  reason 
of  the  cost. 
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“Recommendation  No.  11:  International  Sup- 
ply: That  you  designate  a special  committee  to 
further  study  methods  for  assisting  other  na- 
tions of  the  world.” 

Dr.  Nutzman  stated  that  in  view  of  these  recom- 
mendations, apparently,  out  of  necessity,  we  will 
have  control  from  the  national  level,  but  that  they 
felt  by  presenting  their  previous  resolution  that  we 
follow  the  National  Advisory  group  recommenda- 
tions they  were  giving  the  physicians  of  Nebraska 
something  to  hang  their  hats  on,  or  some  provision 
to  fall  back  upon,  for  they  could  say  this  is  what  we 
did  at  the  state  level  in  our  House  of  Delegates. 

Dr.  R.  H.  Kohtz  presented  Dr.  F.  A.  Mountford, 
newly  elected  Vice  President,  to  the  House  of  Dele- 
gates, and  Dr.  Mountford  thanked  them  for  the  hon- 
or. 

The  chair  stated  he  would  also  like  to  have  Dr. 
Rudolph  F.  Decker,  former  Speaker  of  the  House 
of  Delegates,  stand  and  be  recognized. 

Dr.  R.  H.  Kohtz,  Chairman,  Reference  Committee 
No.  2,  read  the  folowing  names  recommended  by  the 
Board  of  Councilors  for  Life  Memberships: 

Adams  County — E.  C.  Foote,  M.D.,  Hastings 
Buffalo  County — L.  E.  Dickinson,  Sr.,  M.D.,  Ra- 
venna 

Cass  County — J.  W.  Brendel,  M.D.,  Avoca 
Dodge  County — W.  H.  Heine,  M.D.,  Fremont; 
R.  T.  Van  Metre,  M.D.,  Fremont;  C.  G.  Moore, 
M.D.,  Glendale,  Calif. 

Garden-Keith-Perkins  County — F.  M.  Bell,  M.D., 
Grant 

Harlan  County — W.  C.  Bartlett,  M.D.,  Alma 
Omaha-Douglas  County — R.  J.  Steams,  M.D., 
Omaha;  G.  Alexander  Young,  M.D.,  Omaha; 
W.  J.  Nolan,  M.D.,  Omaha 
Seward  County — B.  E.  Morrow,  M.D.,  Seward 
Dr.  Kohtz  made  the  motion  that  these  physicians 
be  designated  as  Life  Members.  The  motion  was 
seconded  and  carried. 

The  chair  stated  the  next  order  of  business  would 
be  the  setting  of  the  place  for  the  next  Anual  Ses- 
sion. 

Dr.  C.  N.  Sorensen  asked  for  permission  of  the 
floor  and  stated  he  would  like  to  invite  the  Nebraska 
State  Medical  Asociation  to  have  their  next  meet- 
ing in  Scottsbluf,  Nebraska. 

Mr.  M.  C.  Smith  stated  he  had  the  usual  telegram 
from  the  Hotel  Comhusker  and  Chamber  of  Com- 
merce inviting  the  Association  to  have  the  meeting 
in  Lincoln. 

Dr.  R.  E.  Garlinghouse  issued  an  invitation  from 
the  Lancaster  County  Medical  Society  to  have  the 
next  meeting  in  the  capitol  city. 

General  discussion  ensued  relative  to  prepara- 
tions, facilities  necessary,  and  problems  involved  in 
planning  an  Annual  Session. 

A motio  was  made  that  the  1956  Annual  Session 
be  held  in  Lincoln;  and  that  during  this  next  year 
the  Committee  on  Scientific  Assembly  be  instructed 
to  investigate  the  feasibility  of  having  the  meeting 
in  Scottsbluff  in  1957.  The  motion  was  seconded 
and  carried. 

The  chair  asked  the  Executive  Secretary  to  send, 
the  usual  letters  to  the  Hotel  Paxton,  the  Omaha 
Chamber  of  Commerce,  and  the  Omaha-Douglas 
County  Medical  Society. 

A motion  was  made  to  adjourn,  which  was  sec- 
onded and  carried. 


PROCEEDINGS  OF  BOARD 
OF  COUNCILORS 

NEBRASKA  STATE  MEDICAL  ASSOCIATION 
May  17,  1955 

The  first  meeting  of  the  Board  of  Councilors  was 
called  to  order  by  Dr.  W.  C.  Kenner,  Secretary,  in 
the  absence  of  Dr.  R.  E.  Harry,  Chairman,  at  5:00 
p.m.,  in  Parlor  B-C,  Hotel  Paxton,  Omaha. 

The  following  members  were  present:  Drs.  Paul 

Read,  W.  C.  Kenner,  Harvey  Runty,  Walter  Ben- 
thack,  R.  T.  Van  Metre,  F.  A.  Mountford,  R.  R. 
Brady,  B.  R.  Bancroft,  F.  M.  Karrer,  C.  F.  Heider, 
Frank  Herhahn,  Earl  F.  Leininger,  and  Wm.  E. 
Wright. 

Also  present  were  Drs.  James  F.  Kelly,  K.  S.  J. 
Hohlen,  A.  A.  Ashby,  and  Mr.  M.  C.  Smith. 

A motion  was  made  by  Dr.  F.  A.  Mountford,  sec- 
onded by  Dr.  Frank  Herhahn,  that  the  minutes  of 
the  last  session  be  adopted  as  published.  The  mo- 
tion carried. 

The  next  order  of  business  was  the  election  of 
one  member  of  the  Board  of  Trustees.  Doctor  Ken- 
ner stated  that  the  term  of  Dr.  Fay  Smith  expired 
in  1955. 

Dr.  Fay  Smith  was  nominated  to  succeed  himself, 
and  a motion  was  made  by  Dr.  F.  M.  Karrer  that 
the  nominations  be  closed  and  the  Board  of  Coun- 
cilors cast  the  unanimous  ballot  for  Doctor  Smith 
as  a member  of  the  Board  of  Trustees.  The  motion 
was  seconded  and  carried. 

Doctor  Kenner  announced  that  the  Board  of  Coun- 
cilors were  next  to  elect  one  member  of  the  Medico- 
legal Advice  Committee,  and  that  Dr.  Wm.  L. 
Sucha’s  term  expired  in  1955. 

As  Doctor  Sucha’s  recommendation  for  Life  Mem- 
ship  was  confirmed  by  the  House  of  Delegates  in- 
today’s session,  he  was  declared  no  longer  eligible 
for  membership  on  the  committee. 

A motion  was  made  that  the  acting  chairman  ap- 
point a committee  to  bring  in  nominations  for  the 
member  to  be  elected  on  the  Medicolegal  Advice 
Committee.  The  motion  was  seconded  and  carried. 

Doctor  Kenner  appointed  the  following  committee: 
Paul  Read,  M.D.,  Chairman 
Walter  Benthack,  M.D. 

Wm.  E.  Wright,  M.D. 

Dr.  K.  S.  J.  Hohlen  was  nominated  to  succeed  him- 
self as  a member  of  the  Council  on  Professional 
Ethics. 

A motion  was  made  by  Dr.  C.  F.  Heider  that  the 
nominations  be  closed  and  the  secretary  cast  the  un- 
animous ballot  for  Doctor  Hohlen  as  a member  of 
the  Council  on  Professional  Ethics.  The  motion  was 
seconded  by  Dr.  Walter  Benthack  and  carried. 

A motion  was  made  by  Dr.  F.  M.  Karrer  that  the 
Board  of  Councilors  approve  the  appointment,  made 
by  Dr.  Earl  F.  Leiniger,  of  Dr.  Clarence  Minnick 
on  the  Council  on  Professional  Ethics.  The  motion 
was  seconded  by  Dr.  Harvey  Runty  and  carried. 

Letters  requesting  Life  Memberships  were  pre- 
sented for  the  following  physicians: 

Adams  County — E.  C.  Foote,  M.D.,  Hastings 
Buffalo  County — L.  E.  Dickinson,  Sr.,  M.D.,  Ra- 
venna 

Cass  County — J.  W.  Brendel,  M.D.,  Avoca 
Dodge  County — W.  H.  Heine,  M.D.,  Fremont; 
R.  T.  Van  Metre,  M.D.,  Fremont;  C.  G.  Moore, 
M.D.,  Glendale,  Calif. 

Garden-Keith-Perkins — F.  'M.  Bell,  M.D.,  Grant 
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Harlan  County — W.  C.  Bartlett,  M.D.,  Alma 
Omaha-Douglas  County — R.  J.  Steams,  M.D., 
Omaha;  G.  Alexander  Young,  M.D.,  Omaha 
Seward  County — B.  E.  Morrow,  M.D.,  Seward 

A motion  was  made  and  seconded  that  the  above 
physicians  be  recommended  to  the  House  of  Dele- 
gates for  Life  Memberships  in  the  Nebraska  State 
Medical  Association.  The  motion  carried. 

The  request  for  Life  Membership  for  Dr.  Clarence 
Minnick,  Cambridge,  Southwest  Nebraska  County 
Medical  Society,  was  tabled  until  the  next  session. 

Mr.  M.  C.  Smith  read  some  correspondence  from 
the  Omaha-Douglas  County  Medical  Society  rela- 
tive to  that  society’s  granting  Life  Membership  to 
Dr.  W.  J.  Nolan,  and  requesting  like  membership  for 
Doctor  Nolan  in  the  Nebraska  State  Medical  Asso- 
ciation. 

A motion  was  made  and  seconded  that  Doctor  No- 
lan’s name  be  added  to  the  list  of  members  recom- 
mended to  the  House  of  Delegates  for  Life  Mem- 
bership. The  motion  carried. 

Dr.  James  Kelly  asked  for  permission  of  the  floor. 
He  reminded  the  Councilors  they  were  members  of 
the  Nebraska  Division  of  the  American  Cancer  So- 
ciety and  invited  them  to  attend  this  society’s  an- 
nual meeting  which  was  to  be  held  Wednesday,  May 
18. 

There  being  no  further  business,  the  Board  of 
Councilors  stood  adjourned  until  9 o’clock  Wednes- 
day morning,  May  18,  1955. 

BOARD  OF  COUNCILORS 
May  18,  1955 

The  second  meeting  of  the  Board  of  Councilors 
was  called  to  order  by  Dr.  Robert  Harry,  Chairman, 
immediately  upon  adjournment  of  the  House  of 
Delegates. 

The  following  members  were  present:  Drs.  Paul 

Read,  W.  C.  Kenner,  Harvey  Runty,  Walter  Ben- 
thack,  R.  T.  Van  Metre,  Robert  Harry,  F.  A.  Mount- 
ford,  F.  M.  Karrer,  C.  F.  Heider,  Frank  Herhahn, 
Earl  F.  Leininger. 

Also  present  were  Drs.  A.  A.  Ashby  and  James  ■ 
Kelly,  and  Mr.  M.  C.  Smith. 

Dr.  W.  C.  Kenner  read  the  minutes  of  the  first 
session,  and  they  were  approved  as  read. 

The  committee  appointed  to  bring  in  nominations 
for  one  member  of  the  Medicolegal  Advice  Commit- 
tee presented  the  nomination  of  Dr.  J.  R.  Schenken. 

A motion  was  made  that  the  nominations  be  closed 
and  Doctor  Schenken  be  declared  the  unanimous 
choice  of  the  Board  of  Councilors  for  the  member 
on  the  Medicolegal  Advice  Committee.  The  motion 
was  seconded  and  carried. 

The  Life  Membership  for  Dr.  Clarence  Minnick 
was  again  discussed. 

A motion  was  made  that  the  request  for  this  Life 
Membership  be  indefinitely  tabled.  The  motion  was 
seconded  and  carried. 

There  being  no  old  or  new  business,  the  meeting 
adjourned. 

BOARD  OF  COUNCILORS 
May  19,  1955 

The  third  session  of  the  Board  of  Councilors  was 
called  to  order  by  Dr.  Robert  Harry,  Chairman,  im- 
mediately after  adjournment  of  the  House  of  Dele- 
gates. 

The  following  members  were  present:  Drs.  Paul 

Read,  W.  C.  Kenner,  Harvey  Runty,  Walter  Ben- 
thack,  R.  T.  Van  Metre,  Robert  Harry,  F.  A.  Mount- 


ford,  F.  M.  Karrer,  C.  F.  Heider  and  Earl  F.  Lein- 
inger. 

Also  present  were  Drs.  Fritz  Teal,  E.  E.  Koebbe, 

B.  N.  Greenberg  and  Wilbur  Johnson,  and  Mr.  M. 

C.  Smith. 

Dr.  H.  E.  Harry  introduced  Drs.  E.  E.  Koebbe, 
B.  N.  Greenberg  and  Wilbur  Johnson  to  the  Board 
of  Councilors  as  the  incoming  members  of  the 
Board  chosen  in  today’s  election  of  the  House. 

The  minutes  of  the  second  session  were  read  by 
Doctor  Kenner  and  approved  as  read. 

New  business  was  called  for,  and  the  question  was 
raised  as  to  whether  or  not  there  were  definite  lines 
of  eligibility  established  for  Life  Membership  and 
for  the  50-year  practitioner  award.  The  question 
was  posed  as  to  whether  a doctor’s  practice  years 
start  with  internship,  or  whether  it  would  be  with 
his  first  location  in  private  practice. 

A motion  was  made  by  Dr.  Paul  Read  that  the 
matter  be  turned  over  to  the  Committee  on  Constitu- 
tion and  By-Laws  for  clarification;  also,  that  we 
recommend  that  the  50-year  practitioner  award  and 
classification  be  brought  under  the  Constitution  and 
By-Laws,  with  definite  qualifications  established  in 
the  By-Laws.  The  motion  was  seconded  by  Dr. 
Harvey  Runty,  and  the  motion  carried. 

It  was  suggested  that  the  Board  of  Councilors 
should  meet  quite  a little  in  advance  of  the  interim 
session,  thus  allowing  the  headquarters  office  time 
enough  to  get  the  actions  of  the  Board  of  Councilors 
on  each  report  presented  at  the  mid-winter  meeting 
ready  for  presentation  to  the  reference  committees 
of  the  House  of  Delegates  at  the  interim  session.  In 
this  manner  the  confusion  which  was  evidenced  at 
the  House  of  Delegates’  annual  session  would  be 
eliminated  as  each  reference  committee  would  be 
given  the  action  of  the  Board  of  Councilors  with 
each  report  referred.  Mr.  Smith  stated  this  would 
be  done  next  year. 

A further  suggestion  was  made  that  the  names 
of  the  reference  committees,  together  with  a list 
of  the  personnel  for  each  committee,  should  be  pub- 
lished in  the  journal  separate  from  the  usual  listing 
of  this  material  in  the  minutes  of  the  House  of  Dele- 
gates. Mr.  Smith  said  this  could  be  done. 

It  was  also  suggested  that  each  reference  commit- 
tee should  have  at  least  one  meeting  during  the  An- 
nual Session  so  that  the  general  membership  could 
contact  them  with  suggestions  and  recommendations; 
and  that  the  committee  meetings  should  be  posted 
on  the  bulletin  board  in  order  that  exact  time  and 
place  of  meetings  would  be  available  to  all. 

There  being  no  further  business,  the  meeting  ad- 
journed. 

The  Woman's  Auxiliary 

The  following  resolutions  were  presented 
and  adopted  at  the  Annual  Session  of  the 
Woman’s  Auxiliary  to  the  Nebraska  State 
Medical  Association  at  Omaha  on  May  17, 
1955: 

WHEREAS,  We  consider  it  fitting  and  proper  to 
express  our  thanks  to  all  those  who  have  contributed 
to  the  success  of  this  convention  and  to  the  accom- 
plishments of  our  past  year’s  work;  Therefore  Be  It 

RESOLVED,  That  we,  the  members  of  the  Wom- 
an’s Auxiliary  to  the  Nebraska  State  Medical  Asso- 
ciation, extend  our  grateful  thanks  to  the  officers 
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and  other  members  of  the  Executive  Board  of  our 
organization  who  have  so  ably  carried  on  the  busi- 
ness necessary  for  the  proper  functioning  of  the 
Auxiliary;  and  Be  It 

RESOLVED  FURTHER,  That  our  thanks  and  ap- 
preciation go  to  the  Omaha-Douglas  County  Aux- 
iliary, hostess  to  this  Thirtieth  Annual  Meeting,  for 
its  welcome  hospitality  to  all  of  us;  and  Be  It 
RESOLVED  FURTHER,  That  we  express  particu- 
lar gratitude  to  Mrs.  Edwin  D.  Lyman,  General 
Chairman,  and  to  all  her  Committee  Chairmen  for 
their  work  and  thoughtfulness  in  planning  for  our 
convenience  and  entertainment;  and  Be  It 

RESOLVED  FURTHER,  That  the  Nebraska  State 
Medical  Association  be  advised  that  we  appreciate 
their  leadership  and  assistance,  and  that  in  particu- 
lar, the  Advisory  Council,  namely,  Dr.  Charles  Mc- 
Laughlin, Dr.  Earl  Leininger,  and  Dr.  Richard  Gar- 
linghouse,  be  informed  of  our  gratefulnesss  for  their 
guidance  throughout  the  year;  and  Be  It 

RESOLVED  FURTHER,  That  the  Blue  Cross-Blue 
Shield  Organization  know  that  we  are  grateful  for 
their  generosity  in  providing  note-books,  pencils, 
and  other  materials  which  have  facilitated  the  trans- 
action of  our  business  during  the  Convention  meet- 
ings; and  Be  It 

RESOLVED  FURTHER,  That  Dr.  George  Covey, 
Editor  of  the  Nebraska  State  Medical  Journal;  Mr. 
M.  C.  Smith,  Executive  Secretary  of  the  Nebraska 
Medical  Association,  and  Mrs.  Ruth  Murphy  be  ad- 
vised of  our  sincere  thanks  for  the  efficient  way  they 
have  handled  our  Auxiliary  news,  and  for  their  ever 
ready  assistance  whenever  we  have  asked  for  it;  and 
Be  It 

RESOLVED  FURTHER,  That  we  re-pledge  our 
loyalty  to  the  Woman’s  Auxiliary  to  the  Nebraska 
State  Medical  Association,  and  be  faithful  in  sup- 
porting its  activities,  promoting  its  projects  and  pro- 
tecting its  reputation  and  high  ideals;  and  Be  It 
RESOLVED  FINALLY,  That  these  resolutions  be 
printed  in  the  Nebraska  State  Medical  Journal. 

BARBARA  STAUBITZ, 

Resolutions  and  Revisions  Chairman 


Know  Your 
Blue  Shield  Plan 


Benefit  Increases  Are  Now  in  Effect — 

The  Blue  Cross  and  Blue  Shield  benefit  increases 
(with  no  increase  in  membership  rates)  authorized 
recently  by  each  Plan’s  Board  of  Directors  became 
effective  on  June  10,  1955. 

Since  that  date,  eligible  dependent  children  are 
covered  from  ONE  MONTH  of  age  to  19  years,  un- 
der all  Nebraska  Blue  Cross  agreements  and  under 
the  Standard  Blue  Shield  agreement. 

Other  Blue  Cross  benefit  increases  include  the 
provision  of  repeat  blood  counts  and  urine  anaylses 
in  the  hospital  and  tests  for  bleeding  and  co- 
agulation time  for  tonsillectomy  and  adenoidectomy 
cases.  Now,  Blue  Cross  also  provides  more  liberal 
benefits  for  care  received  in  non-contracting  hos- 
pitals. Members  receiving  care  in  eligible  non- 
contracting hospitals  anywhere  receive  the  same 
benefits  as  provided  by  their  agreements  for  care 


in  Blue  Cross  hospitals  in  Nebraska.  The  number 
of  days  allowed  for  such  care  is  specified  in  the  type 
of  agreement  held  by  the  member. 

Blue  Shield’s  expanded  benefits  under  the  Stand- 
ard agreement  include  an  increase  of  approximately 
50  per  cent  in  allowances  for  anesthesia  administered 
by  a Doctor  of  Medicine  other  than  the  surgeon  or 
assistant.  Allowances  for  anesthesia  for  a number 
of  procedures  are  now  paid  on  the  basis  of  the  type 
of  operation  rather  than  on  a time  basis.  Increases 
of  25  per  cent  to  90  per  cent,  depending  on  the  pro- 
cedure, have  been  made  in  the  payments  allowed  for 
ligation  of  veins. 

A bulletin  listing  each  of  these  benefit  increases 
was  mailed  last  month  to  all  Nebraska  physicians. 
A detailed  listing  of  the  changes  in  the  Standard 
Blue  Shield  schedule  was  enclosed  with  the  bulle- 
tin. To  notify  members  of  Employee  Groups  over 
the  state  of  the  increases,  a bulletin  was  sent  to 
each  Group  Leader.  Direct  Payment  members  of 
Blue  Cross-Blue  Shield  will  receive  notification  with 
their  quarterly  statements. 

A comprehensive  report  of  the  status  and  outlook 
of  Nebraska  Blue  Shield  may  be  found  in  the  folder 
entitled  “Unanimously  Accepted”  which  was  mailed 
to  all  Nebraska  physicians  recently.  This  folder  is 
a reprint  of  the  1954  report  of  the  Prepayment  Med- 
ical Care  Committee  of  the  Nebraska  State  Medical 
Asociation.  Recommendations  made  by  the  Commit- 
tee are: 

1.  That  all  Nebraska  physicians  continue  to  sup- 
port Nebraska  Medical  Service;  that  they  adopt  the 
attitude  of  guardians  of  the  Plan  and  condemn  the 
abuses  of  the  plan  by  a small  percentage  of  physi- 
cians. 

2.  That  every  effort  be  made  by  physicians  to 
continue  to  hold  down  unwarranted  utilization  of 
the  Plan. 

3.  That  full  support  be  given  the  Plan  as  long  as 
it  guarantees  free  choice  of  physician  and  continues 
to  serve  the  best  interests  of  the  people  of  Nebraska. 


TUBERCULOSIS  ABSTRACTS 

(Continued  from  page  258) 
less  than  the  cost  of  smoking  a package  of  cigarettes 
daily.  Women  spend  more  in  beauty  parlors  than 
in  doctors’  offices.  Many  families  who  spend  hun- 
dreds of  dollars  annually  on  luxuries  and  vices  are 
considered  to  be  “medically  indigent.”  Values  and 
standards  are  distorted  through  ignorance  and  im- 
providence. 

Readers  of  popular  magazines  learn  much  about 
modem  medicine,  much  that  is  true  and  some  that 
is  half  true.  Our  elementary  and  secondary  schools 
should  now  have  organized  courses  in  medical  sci- 
ence, teaching,  anatomy,  physiology  and  pathology. 
Such  knowledge  in  the  next  generation  would  lead 
to  better  appreciation  of  health  and  good  medical 
care.  Money  now  spent  on  nostrums  and  quacks 
would  be  devoted  to  the  purchase  of  adequate  pre- 
ventive and  curative  medical  care. 

The  voluntary  health  organizations  are  the  most 
potent  factors  in  health  education  in  America  today. 
Their  support  should  be  directed  toward  securing 
the  best  medical  care  for  well  people  as  well  as  for 
persons  who  are  ill. 

— By  H.  Corwin  Hinshaw.  M.D.,  Bulletin,  National  Tuberculosis 

Association,  January,  1955. 
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DR  AM  AMINE5*  IN  VERTIGO 


Notes  on  the  Diagnosis  and  Management  of  “Dizziness” 


II.  False  Dizziness 


2.  Inability  to  Walk 
a Straight  Line 


3.  Inability  to  Stand  on 
One  Foot 

A patient’s  inability  to  stand 
on  one  foot  without  lurching 
may  be  a helpful  test  in  dis- 
tinguishing between  "dizzi- 
ness” which,  is  purely  psycho- 
genic and  that  which  is  of 
organic  origin. 


1 . Romberg’s  Sign 

The  patient  stands  with  his 
feet  together  and  his  eyes 
closed.  Inability  to  maintain 
equilibrium  may  indicate  lo- 
comotor ataxia  or  sclerosis  of 
the  posterior  columns  of  the 
spinal  cord  (tabes  dorsalis). 


False  dizziness  is  a sensation  of  sinking  or 
lightheadedness  which  is  often  of  psycho- 
genic origin.  It  should  be  distinguished  from 
true  “dizziness”  or  vertigo1  in  which  there  is 
a definite  whirling,  moving  sensation. 

Unsteadiness,  hghtheadedness  and  similar 
manifestations  of  false  dizziness2  may  be  psy- 
chogenic or  the  result  of  arteriosclerosis,  hy- 
poglycemia, drug  sensitivity  and  general 
metabolic  disturbances  such  as  anemia  and 
malnutrition.  Hypertension  is  often  the  cause 
of  these  symptoms. 

Psychogenic  dizziness  probably  originates 
at  the  highest  brain  centers.  It  may  be  de- 
scribed as  a sense  of  uncertainty  with  occa- 
sional mild  lurching  but  not  to  the  point  of 
falling.  In  these  patients  there  is  no  nausea, 
no  disturbance  of  vestibular  pathways  and 
otologic  and  neurologic  examinations  are 
negative.  The  sensation  is  unaffected  by  head 
movement.  Symptoms  usually  disappear3 
with  complete  rest. 


Dramamine®  has  been  found  highly 
effective  in  many  of  the  conditions  already 
mentioned.  Maintenance  therapy  with  Dra- 
mamine will  often  keep  the  patient  from 
becoming  incapacitated  by  his  condition. 

Dramamine  is  also  a standard  for  the  man- 
agement of  motion  sickness  and  is  useful  for 
relief  of  nausea  and  vomiting  of  fenestration 
procedures  and  radiation  sickness  and  for  re- 
lief of  “true  dizziness”  of  other  disorders. 

Dramamine  (brand  of  dimenhydrinate)  is 
supplied  in  tablets  (50  mg.)  and  liquid  (12.5 
mg.  in  each  4 cc.).  G.  D.  Searle  & Co.,  Re- 
search in  the  Service  of  Medicine. 


1.  Swartout,  R.,  Ill,  and  Gunther,  K.:  “Dizziness:”  Vertigo 
and  Syncope,  GP  5:35  (Nov.)  1953. 

2.  DeWeese,  D.  D.:  Symposium:  Medical  Management  of 
Dizziness.  The  Importance  of  Accurate  Diagnosis,  Tr.  Am. 
Acad.  Ophth.  55:694  (Sept.-Oct.)  1954. 

3.  Kunkle,  E.  C.:  Central  Causes  of  Vertigo,  J.  South  Caro- 
lina M.  A.  50:161  (June)  1954. 
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NEWS  AND  VIEWS 

(Continued  from  page  9-A) 

The  health  of  rural  populations  is  one  of 
the  major  concerns  of  WHO  member  govern- 
ments. 

In  the  under-developed  agricultural  coun- 
tries, 1,300,000,000  people  enjoy  (?)  a life 
expectancy  of  32  years. 

Although  these  people  are  the  main  food 
producers,  they  are  often  the  worst  fed,  in 
amount  and  quality. 

They  suffer  from  a general  shortage  of 
clothing. 

Their  overcrowded  dwellings  generally 
lack  elementary  sanitation. 

Rural  illiteracy  in  these  under-developed 
countries  ranges  from  60  to  almost  100  per 
cent. 

Malaria,  syphilis,  yaws,  bilharziasis,  hook- 
worm, gastrointestinal  disorders  and  nutri- 
tional diseases,  together  with  a grave  short- 
age of  medical  services,  inhibit  development. 

Cigarette-Smoking  and  Cancer  of  the  Lung 
Argument  Continues — 

The  April  issue  of  Current  Medical  Digest 
carried  an  original  article  by  Herbert  Arkin, 


Ph.D.,  which  is  a critique,  from  the  view- 
point of  the  statistician,  on  the  article  by 
Hammond  and  Horn  (J.A.M.A.,  Aug.  7, 
1954)  and  their  conclusions  relative  to  cig- 
arette-smoking and  cancer  of  the  lung.  The 
following  quotations  from  Arkin’s  article 
pretty  well  indicate  his  conclusions : 

“It  has  been  emphasized  on  numerous  oc- 
casions . . . that  the  mere  establishment  of 
an  association  by  statistical  means  does  not 
provide  evidence  of  a cause  and  effect  rela- 
tionship. . .” 

At  the  end  of  the  article  Arkin  makes  the 
following  statements : 

“It  would  indeed  be  tragic  if  studies  such 
as  Hammond  and  Horn’s  which  seem,  at 
least  superficially,  to  pin  the  blame  on  smok- 
ing were  to  divert  cancer  research  into  the 
wrong  channels. 

“The  common  statistical  fallacy  of  ascrib- 
ing cause  and  effect  relationship  to  an  as- 
sociation by  rationalization  has  again  ap- 
peared.” 

Medical  College  Glee  Club  Featured  at 
Student  A.M.A.  Meet — 

The  glee  club  of  the  Marquette  University 
Medical  School,  one  of  the  few  such  medical 
(Continued  on  page  23- A) 
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NEWS  AND  VIEWS 

(Contiued  from  page  20-A) 

student  groups  in  the  country,  was  a feature 
of  the  first  annual  banquet  of  the  fifth  an- 
nual national  convention  of  the  Student 
American  Medical  Association  recently  in 
Chicago. 

Lakeside  Laboratories,  Inc.,  pharmaceuti- 
cal manufacturer  of  Milwaukee,  sponsored 
the  trip  of  the  Marquette  group. 

The  glee  club  is  composed  of  86  students, 
under  the  direction  of  Miss  Gloria  Rodri- 
guez. During  the  past  few  years,  it  has  made 
numerous  civic,  radio  and  television  and 
academic  appearances. 

Its  program  at  the  student  A.M.A.  con- 
vention featured  the  group’s  theme  song, 
“We  Are  Students  of  Medicine”  by  litis  (a 
University  of  Wisconsin  student) ; Beethov- 
en’s “Prayer;”  “Cindy,”  a Kentucky  folk- 
song; and  a medley  of  Rogers  and  Hammer- 
stein  songs. 


“A  WHO  programme  for  the  study  of 
poliomyelitis  has  been  developed;  the  inten- 
sive research  on  polio  vaccines  conducted  in 
several  countries  has  been  carefully  studied 
and  the  WHO  Report  states  that  ‘Prospects 
for  eventual  success  are  good’.” 

The  way  does  not  seem  quite  clear  for  them 
to  claim  the  eradication  of  this  disease.  Giv- 
en time,  however,  they  will  probably  find  the 
way.  The  germination  of  the  idea  may  be 
noted  in  the  following  quotation  from  a news 
release  by  PASB  and  WHO  on  May  27th : 
“The  Program  and  Budget  Committee  also 
voted  to  expand  the  WHO  anti-polio  pro- 
gram. WHO  has  set  up  a basic  network  of 
polio  laboratories  over  the  past  few  months 
to  study  the  different  strains  of  virus  identi- 
fied in  each  participating  country,  as  well 
as  other  viruses  responsible  for  diseases  sim- 
ilar to  polio.  The  laboratories  are  also  study- 
ing the  epidemiology  of  poliomyelitis  and 
surveying  the  status  of  natural  immunity  of 
populations.  . .” 


World  Health  Organization  (WHO)  Would 
Like  to  Horn  In — 

The  PASB  and  WHO  News  Release  of 
May  9,  1955,  says: 


WHO  and  Its  Budget — 

A budget  of  $10,203,084  for  the  coming 
year  was  set  up  by  the  Eighth  World  Health 
(Continued  on  page  25-A) 
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GREEN  GABLES 


The 

Dr.  Benjamin  F.  Bailey 

Sanatorium 

Lincoln  : : Nebraska 

MAIN  BUILDING  FOR  OFFICES  AND  CHRONIC  CASES 
REST  COTTAGE  FOR  NERVOUS  AND  MENTAL  PATIENTS 

MAY  L.  FLANAGAN,  M.D.,  Adm. 

PAUL  A.  ROYAL,  M.D.,  Psychiatry 
SAMUEL  D.  MILLER,  M.D.,  Internal  Medicine 
CHAS.  H.  ARNOLD,  M.D.,  and  LUTHER  V.  GIBSON,  M.D.,  Consultants 
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NEWS  AND  VIEWS 

(Continued  from  page  23-A) 

Assembly.  In  a news  release  by  PASB  and 
WHO  dated  May  31,  there  is  the  following 
paragraph : 

“The  Assembly  adopted  a new  scale  of 
assessments  of  Member  States  contributing 
to  WHO’s  regular  budget.  To  be  applied 
progessively  over  a period  of  four  years 
starting  in  1956,  the  new  scale  will  be  based 
on  the  latest  United  Nations  scale.  Assess- 
ments will  be  made  only  against  the  76  ac- 
tive contributing  Member  States  . . . Under 
the  new  procedure  the  largest  contributor 
(U.S.A.)  will,  within  a 4-year  period,  reduce 
its  share  of  the  budget  to  33  1/3  per  cent.” 

Nebraska  Heart  Association  Activities — 

A professional  membership  drive  has  en- 
listed 208  physicians  in  the  Nebraska  Heart 
Association,  a gain  of  66  members  over  last 
year’s  total.  The  doctors  represent  58  com- 
munities compared  with  37  on  last  year’s 
membership  roll.  Memberships  will  be  ac- 
cepted at  any  time  and  the  annual  dues  are 
$1.50.  Applications  for  membership  may  be 
sent  directly  to  Heart  office  at  4212  Dewey 
Avenue. 


The  Nebraska  Heart  Association  has  ap- 
proved the  biggest  budget  in  its  six-year  his- 
tory, totaling  $115,000.  It  is  almost  double 
last  year’s  budget  and  only  $26,000  less  than 
the  total  budgeted  since  the  Association  was 
founded  in  1949. 

Research  expenditures  are  increased  in 
the  new  budget  from  $18,500  to  $39,625. 
This  included  doubling  research  allocations 
to  the  two  Nebraska  medical  schools,  making 
them  $10,000  each,  and  the  initiation  of  a 
new  “Project  Research”  program.  It  will 
allow  ten  grants  of  $500  each  for  any  indi- 
vidual in  the  state  qualified  to  do  cardio- 
vascular research.  Support  of  national  heart 
research  has  been  almost  doubled  to  $14,625. 

The  Nebraska  Heart  Association  reports 
that  local  physicians  are  giving  its  new  state- 
wide speakers  bureau  excellent  cooperation. 
More  than  a dozen  medical  men  already  have 
agreed  to  help  give  lay  groups  a better  un- 
derstanding of  the  cardiovascular  system  and 
its  diseases.  Among  the  latest  are: 

Dr.  Eric  DeFlon,  Chadron,  spoke  to  the 
Chadron  Kiwanis  Club  May  23. 

Dr.  Douglas  Campbell,  Scottsbluff,  ap- 
peared before  the  Scottsbluff  Eagles  May  27. 

(Continued  on  page  28-A) 
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Upjohn 


KALAMAZOO 

Indicated  wherever  oral  * 
cortisone  or  hydrocortisone 
is  effective  Available  in  5 mg. 
tablets  in  bottles  of  30  and  100 
Usual  dosage  is  Vi  to  1 tablet  three  or 
four  times  daily 


sone* 


^Trademark  for  the  Upjohn  brand  of  prednisone  (delta-1- cortisone) 


St.  Joseph's  Hospital 

DENVER,  COLORADO 


2nd  ANNUAL  CLINICS 
Aug.  4,  5 and  6,  1 955 

A practical  approach  to  general 
medicine  and  surgery  in  private 
practice  today. 

For  detailed  program  and  reservations 
write  Mrs.  Hogue,  1818  Humboldt  Street, 
Denver,  Colorado. 
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(Continued  from  page  25-A) 

Dr.  William  Ramacciotti,  Nebraska  City, 
spoke  to  the  Nebraska  City  Optimists  June 

1. 

Dr.  Joseph  Kuncl,  Alliance,  talked  to  the 
Alliance  Mariners  Club  June  13. 

Dr.  A.  J.  Merrick,  Fremont,  scheduled  to 
talk  to  the  Fremont  Eagles  June  29. 

Dr.  C.  B.  Hayes,  Lyons,  scheduled  to  speak 
before  the  Lyons  Mariners  Club  June  29. 

Dr.  John  L.  Batty,  McCook,  slated  to  talk 
before  McCook  Kiwanis  Club  June  30. 

From  the  Omaha  World-Herald — 

A greatly  expanded  heart  research  pro- 
gram involving  grants  totaling  25  thousand 
dollars  was  announced  by  the  Nebraska 
Heart  Association.  A new  feature  of  the 
program  laid  out  by  the  association’s  execu- 
tive committee  was  a project  research. 

For  the  first  time,  10  grants  of  five  hun- 
dred dollars  each  will  be  offered  to  individu- 
als outside  medical  faculties  for  heart  re- 
search. The  plan  was  designed  primarily  for 
the  benefit  of  physicians,  scientists  and  sci- 
ence teachers,  who  may  apply  for  the  grants 
for  three  months  beginning  July  1. 


After  October  1,  remaining  grants  will  be 
available  to  individuals  on  medical  school 
faculties. 

The  committee  announced  grants  of  10 
thousand  dollars  each  to  the  University  of 
Nebraska  and  Creighton  Medical  Colleges. 
The  grants  are  double  those  last  year. 

Dr.  Frederick  G.  Gillick,  chairman  of  the 
executive  committee,  proposed  a new  profes- 
sional education  program  for  outstate  doc- 
tors. Under  the  plan,  two  seniors  from  each 
of  the  two  medical  schools  would  visit  out- 
state doctors  in  several  counties  for  four  to 
six  weeks  this  summer.  They  would  convey 
new  information  on  treatments  such  as  the 
use  of  penicillin  to  prevent  rheumatic  fever 
and  new  developments  in  cardiac  surgery. 

From  the  Scottsbluff  Star-Herald — 

Dr.  James  W.  Carroll,  North  Platte,  was 
fatally  injured  in  a private  plane  crash  near 
Durango,  Mexico,  recently.  Dr.  Carroll  who 
piloted  the  plane  and  a party  of  three  persons 
left  Durango  for  the  west  coast  port  city  of 
Mazatlan,  and  crashed  in  flames  about  five 
miles  out  of  Durango.  Cause  of  the  accident 
was  not  immediately  determined. 
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Meticortelone  possesses  antirheumatic  and  anti-inflammatory 
effectiveness  and  hormonal  properties  similar  to  those  of  Meticor- 
ten,1*5 the  first  of  the  new  Schering  corticosteroids.  Both  are  three  to 
five  times  as  potent,  milligram  for  milligram,  as  oral  cortisone  or  hydro- 
cortisone. Meticortelone  and  Meticorten  therapy  is  seldom 
associated  with  significant  water  or  electrolyte  disturbances. 


Meticortelone  is  an  analogue  of  hydrocortisone,  as  Meticorten 
is  of  cortisone.  The  availability  of  these  new  steroids,  both  discovered 
and  introduced  by  Schering,  provides  the  physician  with  two  thera- 
peutic agents  of  approximately  equal  effectiveness. 


Meticortelone  is  now  available  as  5 mg.  buff-colored  tablets, 
scored,  bottles  of  30  and  1 00.  In  the  treatment  of  rheumatoid  arthritis, 
dosage  begins  with  an  average  of  20  to  30  mg.  (4  to  6 tablets)  a day. 
This  is  gradually  reduced  by  2.5  to  5 mg.  until  daily  maintenance 
dosage,  which  may  be  between  5 to  20  mg.,  is  reached.  The  total 
24-hour  dose  should  be  divided  into  four  parts  and  administered  after 
meals  and  at  bedtime.  Patients  may  be  transferred  directly  from 
hydrocortisone  or  cortisone  to  Meticortelone  without  difficulty. 
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PREDNISONE,  SCHERING  (METACORTANDRACIN) 


• replacing  the  older  corticosteroids  in 

rheumatoid  arthritis1-2'6*8  certain  skin  disorders  such  as  disseminated 
intractable  asthma9*12  lupus  erythematosus,13-14  acute  pemphi- 
eye  disorders5  gus,13-15  atopic  dermatitis15  and  other 

allergic  dermatoses 

• more  active  than  hydrocortisone  or  cortisone,  milligram  for  milligram 

• relatively  free  of  significant  water  or  electrolyte  disturbances  5 

Meticorten  is  available  as  5 mg.  scored,  white  tablets  in  bottles  of  30  and  100, 
Meticortelone,*  brand  of  prednisolone  (metacortandralone). 

Meticorten,*  brand  of  prednisone  (metacortandracin).  ml-j-ss  *XM« 
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*SYRUP  OF  'ANTEPAR'  Citrate  brand 

Piperazine  Citrate 

Bottles  of  4 fluid  ounces,  1 pint  and  1 gallon. 

TABLETS  OF  'ANTEPAR'  Citrate  brand 

Piperazine  Citrate 

250  mg.  or  500  mg.,  Scored 
Bottles  of  100. 

Pads  of  directions  sheets  for  patients  avail- 
able on  request. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC. 
Tuckahoe,  New  York 


Grant  for  Study  of  Sound  Waves  on 
Living  Matter — 

The  Curtiss  - Wright  Corporation  has 
granted  Temple  University  $8,500  in  cash 
together  with  Curtiss  - Wright  ultrasonic 
equipment.  A one-year  study  by  Dr.  John 
M.  Ward,  assistant  professor  in  the  depart- 
ment of  biology  of  the  College  of  Liberal 
Arts  and  Sciences. 

Doctor  Ward  will  study  the  effect  of  ultra- 
sonic energy  on  a variety  of  living  cells  and 
isolated  enzyme-systems,  and  will  attempt  to 
relate  the  biological  changes  which  accompa- 
ny the  “toxic”  level  of  sound  frequency  at 
which  such  cells  are  destroyed. 

Five  New  Simplified  Insurance  Claim 
Forms  Approved — 

Approval  has  been  granted  by  the  A.M.A.’s 
Council  on  Medical  Service  to  five  new,  sim- 
plified insurance-claim  forms  drawn  up  by  a 
special  committee  of  the  Health  Insurance 
Council.  This  committee,  which  worked  in 
collaboration  with  the  A.M.A.  Council's  Com- 
mittee on  Prepayment  Medical  and  Hospital 
Service,  included  representation  from  all 
types  of  private  insurance  carriers.  At  pres- 
ent, a total  of  six  simplified  insurance-claim 
forms  have  been  approved  by  the  American 
Medical  Association. 

The  additional  claim-forms  may  be  iden- 
tified by  the  following  symbols  and  titles: 
ID-1,  Attending  Physician's  Statement,  Ac- 
cident or  Sickness  (Individual  Insurance) ; 
IDS-1,  Attending  Physician’s  Supplementary 
Statement  (Individual  Insurance) ; GD-1,  At- 
tending Physician’s  Statement  (Group  Insur- 
ance) ; GDS-1,  Attending  Physician’s  Supple- 
mentary Statement  (Group  Insurance) ; and 
IPHS-1,  Attending  Physician’s  Statement, 
Accident  or  Sickness  (Individual  Hospital  or 
Surgical).  Form  GS-1  (Group  Surgical) 
was  approved  in  1954. 

Requirements  for  General  Practitioners — 

The  following  is  quoted  from  “Using  Our 
Present  Health  and  Medical  Care  Resources ; 
Training  for  General  Practice”  (J.  E.  Dud- 
ding,  M.D.)  : 

“The  general  practitioner  must  have  the 
same  basic,  precise  and  scientific  training  as 
the  specialist,  but  in  additibn,  he  must  have 
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the  constitution  of  an  ox,  the  patience  of  Job 
and  a genuine  love  for  his  fellow  men  . . 


Successful  Meeting  American  College  of 
Chest  Physicians — 

The  21st  Annual  Meeting  of  the  American 
College  of  Chest  Physicians  was  held  at  the 
Ambassador  Hotel,  Atlantic  City,  New  Jer- 
sey, June  1 through  5.  More  than  1,400 
physicians  and  guests  registered  for  the 
meeting.  Fellowship  certificates  were 
awarded  to  251  physicians  at  the  Convoca- 
tion ceremony  held  on  Saturday,  June  4.  The 
following  officers  were  elected  for  the  year 
1955-1956: 

President — James  H.  Stygall,  Indianapolis,  Ind. 

President-Elect — Herman  J.  Moersch,  Rochester, 
Minn. 

First  Vice  President — Burgess  L.  Gordon,  Phila- 
delphia, Pa. 

Second  Vice  President — Donald  R.  McKay,  Buf- 
falo, N.Y. 

Treasurer — Charles  K.  Petter,  Waukegan,  111. 

Assistant  Treasurer — Albert  H.  Andrews,  Chi- 
cago, 111. 

Chairman,  Board  of  Regents — John  F.  Briggs,  St. 
Paul,  Minn. 

Historian — Carl  C.  Aven,  Atlanta,  Ga. 

The  22nd  Annual  Meeting  of  the  College 
will  be  held  at  the  Sherman  Hotel,  Chicago, 
June  7 through  10,  1956. 

Dr.  Max  Fleishman,  Omaha,  serves  as 
Governor  of  the  College  for  Nebraska. 

American  Board  of  Clinical  Chemistry,  Inc. — 

The  American  Board  of  Clinical  Chem- 
istry, Inc.,  held  its  annual  meeting  at  Henry 
Ford  Hospital,  Detroit,  May  20-21,  1955. 
Three  clinical  chemists,  who  successfully 
passed  the  examination  given  by  the  Board 
last  October  were  certified:  Sol  I.  Dulkin, 
Lawrence  C.  Kier,  and  Otto  E.  Lobstein.  The 
total  number  of  certified  clinical  chemists  is 
now  241. 

A complete  Directory  of  Certified  Clinical 
Chemists  may  be  obtained  by  writing  to  Sec- 
retary-Treasurer, Dr.  0.  H.  Gaebler,  Henry 
Ford  Hospital,  Detroit  2,  Michigan,  and  will 
be  sent  without  charge  to  hospital  depart- 
ments or  other  laboratories  which  engage  in 
clinical  chemistry. 

Clinical  chemists  interested  in  being  cer- 
tified should  also  write  for  the  Instructions 
to  Applicants  for  Certification.  In  order  to 
be  considered  for  admission  to  the  next  re- 
(Continued  on  page  27-A) 
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In  clinical  trials,  over  80 % of  cases  have 
been  cleared  of  the  infection  by  one  course 
of  treatment  with  ‘Antepar.’ 

Bumbalo,  T.  S.,  Gustina,  F.  J., 
and  Oleksiak,  R.  E. : 

J.  Pediat.  44:386,  1954. 

White,  R.  H.  R.,  and 
Standen,  O.  D. : 

Brit.  M.  J.  2:755,  1953. 
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“Ninety  per  cent  of  the  children  passed  all 
of  their  ascarides  ...” 

Brown,  H.  W.: 

J.  Pediat.  45:419,  1954. 

*SYRUP  OF  'ANTEPAR'  Citrate  brand 

Piperazine  Citrate 

Bottles  of  4 fluid  ounces,  1 pint  and  1 gallon. 

*TABLETS  OF  'ANTEPAR'  Citrate  brand 

Piperazine  Citrate 

250  mg.  or  500  mg.,  Scored 
Bottles  of  100. 


Pads  of  directions  sheets  for  patients  avail- 
able on  request. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC. 
Tuckahoe,  New  York 
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EDITORIAL 

WHY  NOT  ABANDON  THE  A.M.A.? 

The  American  Medical  Association  con- 
sists of  all  Doctors  of  Medicine  who  practice 
their  profession  in  any  of  its  diverse  forms. 
All  doctors  of  medicine,  from  the  general 
practitioner  to  the  specialist  and  from  mem- 
bers of  the  Public  Health  Service  to  the 
teacher  or  the  research  worker  are  members 
of  the  medical  profession,  hence,  to  all  pur- 
poses, members  of  the  A.M.A.  Whatever  the 
organized  body  of  doctors  accomplishes,  or 
fails  to  accomplish,  affects  each  one  of  them 
for  better  or  worse. 

The  central  office  in  Chicago,  from  top  to 
basement,  is  our  representative;  it  is  our 
headquarters ; it  is  our  commandpost  by  vir- 
tue of  authority  granted  by  us.  The  “Wash- 
ington Office”  is  merely  an  extension  of  585 
North  Dearborn  Street. 

The  object  of  having  a “guild,”  as  Doctor 
William  Osier  called  our  organization,  is 
manifold.  Primarily,  the  American  Medical 
Association  was  an  association  for  educa- 
tional purposes.  Secondarily,  especially  in 
the  past  two  decades,  it  has  served  more  the 
purposes  of  a guild,  an  association  for  the 
protection,  of  our  interests  and  of  those  of 
the  people  whom  we  serve.  This  latter  pro- 
tective aspect  of  our  organizational  effort, 
of  course,  draws  us  into  political  conflict 
whether  we  like  or  loath  this  activity. 

All  in  all,  it  can  not  be  gainsaid  that  the 
men  and  women  who  are  connected  with  and 
operate  the  central  offices  of  our  A.M.A.  are 
people  devoted  to  the  best  interests  of  those 
they  represent.  They  will  not  intentionally 
do  or  say  anything  that  will  harm  us.  It 
must  be  admitted  that,  being  “people,”  they 
are  not  infallible.  These,  our  leaders,  can 


be  misled ; they  may  be  blinded  by  the  glam- 
our of  persons  in  high  places;  they  may  get 
beyond  their  depth  when  they  face  the  in- 
trigues of  politics.  It  seems  clear,  however, 
that  these  men  of  experience  will  make  few- 
er mistakes  than  the  rest  of  us  would  were 
we  suddenly  faced  with  similar  problems. 
Our  representatives  at  A.M.A.  will  make  no 
wilful  mistakes.  None  can  deny  that  the 
American  Medical  Association,  as  personified 
by  the  Chicago  office,  has  been  of  incalcula- 
ble value  to  our  profession.  Our  organized 
effort,  through  our  central  office  and  its 
experienced  personnel,  has  resulted  in  accom- 
plishments of  the  highest  value  to  us. 

With  this  in  mind,  we  should  remember 
that  we  are  in  as  much  danger  from  the 
forces  of  Socialism  today  as  we  have  been  at 
any  time.  The  difference  lies  only  in  the 
manner  in  which  the  proponents  of  Socialism 
attack  us.  The  present  attack  is  more  easily 
concealed,  hidden  under  the  guise  of  one  or 
another  form  of  governmental  paternalism, 
than  was  the  frontal  attack,  boldly  flaunted 
by  the  “Wagner-Murray-Dingle”  type  of  bill. 
Now,  it  is  in  the  nature  of  a bit  here  and  a bit 
there.  When  enough  nibbles  of  our  freedom 
have  been  taken  from  us,  we  will  be  just  as 
thoroughly  socialized  as  if  the  “Murray- 
Dingle”  bills  had  been  made  the  law  of  our 
land. 

Our  need  for  continued  and  everlasting  op- 
position to  the  forces  of  evil  in  government 
make  it  imperative  that  we  keep  our  organ- 
ization intact  and  alert.  We  must  maintain 
men  of  experience  and  judgment  in  these 
positions  of  trust  and  responsibility.  To  do 
this  requires  money  and  loyal  support. 

Monetary  support  is  necessary,  but  of 
equal  value  is  the  loyalty  of  those  of  us  at 
home  and  at  work.  The  men  in  Chicago  and 
Washington  are  our  team.  No  organization 
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can  attain  100  per  cent  approval  by  its  mem- 
bers of  all  its  policies  and  activities.  This  is 
good.  A minority  that  makes  its  opinions 
heard  works  to  the  advantage  of  its  organ- 
ization. 

The  members  who  constitute  the  minority 
should  keep  in  mind  that  anger  and  disap- 
proval can  not  be  made  potentially  beneficial 
if  the  dissenter  seeks  to  cure  his  worries  by 
withdrawing  from  the  organization.  The 
one  who  separates  himself  from  the  Ameri- 
can Medical  Association  is  still  a member  of 
the  American  Medical  Profession  and  will 
continue  to  suffer  from  the  mistakes  or 
profit  by  the  successes  of  the  A.M.A.  It  is  as 
R.W.H.  says  editorially  in  the  Cornhusker 
G.P.  for  May: 

“Who  should  belong  to  the  AAPG?  Every 
eligible  general  practitioner,  of  course. 
Why?  Because  if  he  fails  to  join  he  is  steal- 
ing the  advantages  which  the  organization 
has  promoted  by  its  very  existence  . . 

Let  us  all  stay  in  and  support  our  organ- 
ization. If  we  think  those  saddled  with  the 
heavy  responsibilities  of  representing  us  are 
not  doing  right,  let  us  tell  them  so,  tell  the 
rest  of  the  members,  and  tell  your  delegates. 
But  let’s  not  throw  down  our  toys  and  run 
home  like  petulant  children. 


“MY  PATIENT” 

Vulgar  desire  for  financial  gain  at  the  risk 
of  discomfiture  to  other  members  of  his  own 
profession,  or  the  weaker  goading  of  an  am- 
bition to  see  his  written  words  spread  on  the 
pages  of  a popular  magazine,  are  the  only 
logical  excuses  we  can  think  of  for  “Ambrose 
B.  Karter”  in  his  recent  excursion  into  self- 
vituperation. 

Ambrose  B.  Karter,  M.D.,  is,  of  course,  a 
pen  name.  Perhaps  this  author  was  ashamed 
to  further  identify  himself.  Under  the  title 
“My  Patient  Just  Died,”  in  the  April,  1955, 
issue  of  Cosmopolitan,  a problem  in  medical 
ethics  and  public  relations  is  discussed  by 
Ambrose.  His  discussion  is  sufficiently  self- 
abusive  to  warm  the  hearts  of  those  readers 
who  like  to  pan  the  doctors,  and  it  casts 
enough  reflection  on  doctors  in  general  to 
raise  that  warm  feeling  to  one  of  ebulition. 

One  would  like  to  ask  Ambrose  if  he  ex- 
pects the  readers  of  Cosmopolitan  to  help 
him  solve  his  soul-searing  problem.  It  would 
be  good,  too,  to  point  out  to  him  that  the  title, 


“My  Patient  Just  Died,”  reveals  either  his 
credulousness  or  his  lack  of  experience.  The 
fact  that  Ambrose  seemingly  has  overlooked 
in  his  public  soul-searching  is  that  doctors 
do  not  own  patients.  In  fact,  Ambrose 
probably  has  taken  some  part  in  the  fight  to 
guarantee  to  the  people  the  right  to  choose 
their  own  doctors  or  even  to  go  or  not  to  go 
to  any  doctor  at  all,  as  they  see  fit.  Many 
people  exercise  this  right  by  not  going  to  a 
doctor  at  all,  or  by  passing  from  the  care  of 
one  physician  to  that  of  another  as  whim 
dictates.  What  Ambrose  does  not  seem  to 
understand  is  that  a man  died,  whereas,  with 
the  care  of  a doctor  he  might  have  lived.  Un- 
less he  has  concealed  some  of  the  facts,  Am- 
brose had  no  reason  to  speak  of  that  man  as 
“My  Patient.” 

If  the  poignant  appeal  in  “My  Patient  Just 
Died”  has  any  virtue,  if  actually  there  are 
questions  of  medical  ethics  and  of  public 
relations  presented  in  this  illegitimate  ex- 
ample of  self-recrimination,  they  should  not 
be  addressed  to  the  public.  If  Ambrose  or 
any  other  member  of  our  profession  has 
legitimate  questions  of  such  magnitude  that 
they  defy  the  intelligence  of  one  man,  doubt- 
less they  can  be  resolved  by  the  medical  pro- 
fession better  than  by  the  readers  of  the 
Cosmopolitan  magazine.  Resolution  of  such 
problems  in  ethics  and  public  relations  by 
our  own  profession  will  spare  the  rest  of  us 
from  the  ever-present  danger  of  giving  am- 
munition to  those  who  take  joy  in  sniping 
at  doctors. 

All  “Ambroses”  should  be  treated  like  little 
boys  and  girls.  We  find  that  these  little 
folk,  immature  in  their  reactions  and  lack- 
ing the  wisdom  that  is  supposed  to  accom- 
pany maturation,  do  not  cry  long  and  loudly 
if  kept  in  their  own  rooms  with  doors  shut 
and  none  to  listen. 


HAY  FEVER  PATIENTS’  FREQUENT 
URINATION  MAY  BE  CAUSED  BY 
ANTIHISTAMINIC  DRUGS 

Physicians  often  encounter  complaints  of  frequent 
urination  by  patients  who  are  being  treated  for 
hay  fever  and  other  allergies. 

Recent  studies  indicate  that  certain  commonly 
used  antihistaminic  drugs  may  be  responsible  be- 
cause they  have  a diuretic  effect,  according  to  an 
article  in  the  Diuretic  Review  (June,  1954). 

The  first  publication  devoted  exclusively  to  re- 
search and  current  trends  in  cardiorenal  and  electro- 
lyte therapy,  Diuretic  Review  is  distributed  by  phy- 
sicians and  educators  by  Lakeside  Laboratories,  Inc., 
Milwaukee. 
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Common  Lesions 


of  the  Breast * 


Doctor  Hutchinson,  the  author,  emphasizes 
particularly  the  differential  diagnosis  of  lesions 
of  the  female  breast.  He  stresses  methods  of  ex- 
amination, differentiation  between  malignant  and 
benign  lesions,  and  the  treatment  he  deems  best 
in  each  category.  He  reiterates  the  old  dictum 
that  any  mass  in  a breast  must  be  considered 
malignant  until  proved  to  be  benign. 

EDITOR 

CARCINOMA  of  the  breast  oc- 
curs in  women  past  the  age  of 
20  almost  twice  as  frequently 
as  carcinoma  of  any  other  organ.  The 
breast’s  accessability  has  allowed  us  to  de- 
tect small  carcinomas  here  by  the  use  of 
simple  clinical  measures.  In  many  other 
areas  our  detection  is  not  nearly  as  acute 
and  takes  a great  deal  of  elaborate  equip- 
ment. Continued  cancer  detection  propa- 
ganda will  bring  to  our  offices  more  patients 
with  breast  complaints  and  will  not  only 


Figure  1.  Normal  virginal  breast. 

yield  more  treatable  cancer,  but  larger  num- 
bers of  patients  with  non-malignant  condi- 
tions of  the  breasts.  To  decide  exactly  what 
a breast  tumor  is,  preoperatively,  is  obvious- 
ly impossible.  If  we  have  a practical  work- 
able understanding  of  the  more  common 
breast  lesions,  we  can  treat  the  breasts  in 
a manner  as  rational  as  our  present  day  in- 
formation will  allow.  Two  thousand  patients 
who  came  or  were  sent  to  our  office  with  a 

*Read  before  Annual  Convention  Nebraska  State  Medical 
Association,  Omaha,  Nebraska,  May  18,  1955. 


WILLIAM  B.  HUTCHINSON,  M.D. 

Consultant  in  Surgery 
University  of  Washington  School  of  Medicine 
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specific  complaint  referable  to  their  breasts 
were  reviewed.  This  discussion  will  consid- 
er four  general  groups,  those  having  cystic 
disease,  painful  breasts,  nipple  discharge, 
and  those  having  carcinoma.  Intelligent 
management  of  these  patients  will  spare 
mental  anguish,  reduce  the  incidence  of  sur- 
gical procedures,  lessen  patient  morbidity, 
and  the  possibilities  of  increasing  longevity 
will  be  enhanced. 

A discussion  of  any  problem  concerning 
the  breast  will  be  simplified  if  we  use  a 
common  terminology.  Pathologists  increase 
the  difficulties  of  clinicians  by  employing  a 
host  of  names  and  phrases  relative  to  the 


Figure  2.  Cystic  disease  of  the  breast. 

pathological  changes  in  the  breast.  In  or- 
der that  there  may  be  no  misunderstanding, 
the  following  figures  will  illustrate  the 
nomenclature  I shall  use  in  this  discussion. 

The  first  figure  illustrates  the  normal 
virginal  breast.  One  sees  here  the  usual  re- 
lationship between  the  glandular  and  strom- 
al elements  of  the  breast. 

The  second  figure  shows  typical  cystic 
disease  of  the  breast.  The  epithelium  lining 
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Figure  3.  Epithelial  hypei-plasia  of  the  breast. 


Figure  4.  Duct  papillomata,  breast. 


Figure  5.  Carcinoma  in  situ,  breast. 


Figure  6.  Carcinoma  simplex,  breast. 


the  ducts  has  been  flattened  out.  Cystic  dila- 
tation of  the  ducts  has  occurred. 

Next  (Fig.  3)  we  see  epithelial  hyper- 
plasia. By  this  we  mean  an  increase  in  the 
size  and,  in  addition,  an  increase  in  the  num- 
ber of  the  epithelial  lining  cells. 

The  next  section  (Fig.  4)  shows  duct 
papillomata.  The  epithelium  now  begins  to 
be  heaped  up  and  in  certain  places  may  even 
be  seen  to  bridge  the  entire  duct.  Remem- 
ber this  picture,  because  we  shall  be  refer- 
ring to  it  later  when  we  discuss  the  discharg- 
ing nipple  and  papillary  disease. 


The  next  illustration  (Fig.  5)  shows  a 
complete  filling  of  the  duct  with  epithelial 
cells.  This  histological  picture  is  referred 
to  as  carcinoma  in  situ.  Note  that  there  is 
no  invasion  through  the  basement  membrane 
thus  differentiating  it  from  the  next  figure 
(Fig.  6).  The  cells  themselves,  however, 
are  not  uniform  in  size  or  shape.  Mitotic 
figures  will  also  be  seen. 

In  a frank  carcinoma  (Fig.  6)  the  tumor 
grows  in  utter  disregard  for  the  surround- 
ing structures.  It  invades  through  the 
basement  membrane  and,  hence,  into  the 
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stroma.  Cell  irregularity  in  all  phases  as 
well  as  mitotic  figures  are  in  evidence. 

A word  should  be  said  concerning  the 
gross  examination  of  the  biopsy.  We  have 
found  that  when  the  experienced  surgeon 
and  pathologist  are  unable  to  make  a gross 
diagnosis,  there  will  only  be  a small  per- 
centage of  cases  in  which  our  pathologist 
cares  to  make  a diagnosis  by  frozen  section. 
In  the  very  questionable  cases,  rather  than 
to  risk  error  it  seems  much  more  advisable 
to  wait  twenty-four  hours  for  a permanent 
section.  While  this  problem  arises  only  rare- 
ly I mention  it  to  emphasize  the  point  that 
we  do  not  believe  frozen  sections  to  be  infalli- 
ble. When  used  injudiciously,  frozen  sec- 
tions may  be  harmful  causing  the  unneces- 
sary loss  of  a breast.. 

CYSTIC  DISEASE 

© o THE  HISTORY  may  be  very  help- 
ful because  many  cysts  form  rapidly  and  at- 
tain considerable  size  by  the  time  they  are 
initially  detected.  This  rapid  growth  may 
have  occurred  in  a breast  just  previously 
examined  and  found  to  be  normal.  This  cer- 
tainly is  not  the  characteristic  behavior  of 
a neoplasm.  Induration  and  firmness  of  the 
breast  tissue  surrounding  the  cyst,  due  to  a 
low  grade  inflammatory  reaction,  may  mask 
fluctuation  and  simulate  a carcinoma.  These 
points,  while  of  interest,  are  inconsequen- 
tial, because  any  mass  should  be  examined 
by  biopsy  immediately. 

If  we  have  biopsied  a breast  and  found  it 
to  be  the  site  of  a simple  cyst,  what  attitude 
should  be  assume  if  another  swelling  occurs 
shortly  thereafter?  We  have  all  seen  this 
problem  arise  from  the  time  the  dressing  is 
removed  to  months  later.  If  at  the  time  of 
the  initial  biopsy  the  cystic  disease  appears 
to  be  at  all  widespread  I always  warn  the 
patient  afterward  that  just  such  a situation 
as  this  might  very  well  develop.  I do  not  hes- 
itate to  aspirate  cysts  with  a needle,  in  these 
people,  provided  they  have  had  a biopsy  in 
recent  months  and  the  breast  showed  noth- 
ing but  cystic  disease.  This  is  not  recom- 
mended for  widespread  or  general  usage.  It 
should  be  done  only  by  those  very  experi- 
enced in  all  phases  of  breast  disease.  The 
aspirated  material  should  not  be  bloody,  but 
clear  amber.  There  should  be  absolutely 
nothing  palpable  at  the  site  of  aspiration  one 
week  and  two  weeks  after  the  procedure. 
An  unnecessary  biopsy  may  be  thus  elimin- 


ated by  what  appears  as  a perfectly  sound 
and  reasonable  measure. 

Is  it  ever  sound  advice  to  offer  a patient 
with  cystic  disease  of  the  breast  a simple 
mastectomy?  When  the  cystic  disease  is 
widespread  throughout  the  breast  or  breasts, 
and  when  it  is  continually  recurrent,  simple 
mastectomy  seems  advisable.  It  should  not 
be  forgotten  that  malignant  papillomata  may 
protrude  into  these  cysts,  or  that  the  simple 
cyst  may  be  associated  with  an  adjacent  car- 
cinoma. Before  offering  a simple  mastect- 
omy to  any  patient  with  so-called  benign 
disease  we  rarely  consider  it  without  first 
having  microscopic  evidence  of  the  exact 
pathology.  We  can  then  discuss  her  prob- 
lem intelligently  with  the  patient  and  her 
husband.  Surgical  consultation,  in  our  opin- 
ion, is  always  proper  in  these  patients. 

NIPPLE  DISCHARGE 

° ° ANY  PATIENT  who  is  pregnant  or 
lactating  will  be  excluded  from  this  discus- 
sion for  obvious  reasons.  The  discharge  is 
examined  for  microscopic  elements  in  our  of- 
fice, by  obtaining  droplets  from  the  nipple 
in  exactly  the  same  manner  as  one  would 
check  the  microscopic  elements  in  the  urine. 
A benzidine  test  is  run  as  an  additional 
check  for  blood.  These  are  simple  office 
procedures  that  are  very  easy  to  do  and  will 
create  considerable  interest  and  pleasure  in 
the  care  of  these  women. 

Approximately  25  per  cent  of  women  with 
a nipple  discharge  will  have  a secretory  type. 
Microscopically  this  will  show  fat  droplets, 
desquamated  cells,  and  debris,  while  grossly 
it  looks  milky.  One  does  not  associate  this 
type  of  discharge  with  cancer,  and  we  can 
consider  it  benign. 

A serious,  nonbloody  nipple  discharge  oc- 
curs in  about  25  per  cent  of  women  with  a 
discharging  nipple.  If  there  is  no  evidence 
of  the  secretory  material  described  above, 
it  should  be  considered  plasma.  This  plasma 
results  from  ulceration  some  place  in  the  duct 
system  and  merits  careful  consideration. 
About  one  third  of  these  women  with  serous, 
nonbloody  discharge,  if  carefully  followed, 
will  show  gross  blood  eventually.  This 
would  eliminate  them  from  the  serous,  non- 
bloody group  and  place  them  in  the  group 
with  a bloody  discharge.  Again,  it  should 
be  emphasized  that  the  serous,  nonbloody 
discharge  must  be  regarded  with  concern. 

In  any  discharge  associated  with  a palpable 
mass  the  discharge  is  obviously  secondary. 
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With  a discharge  but  without  a palpable 
mass,  one  considers  two  possibilities.  Is 
there  a carcinoma  too  small  to  be  felt,  or  is 
there  a lesion  present  which  indicates  in- 
creased risk  of  developing  a cancer? 

In  approximately  one  half  of  the  patients 
with  a nipple  discharge  the  discharge  will 
be  bloody.  Attention  should  be  directed  to 
the  untrustworthiness  of  the  patient’s  ob- 
servation of  blood.  Any  stain  on  the  adja- 
cent clothing  is  interpreted  as  blood.  The 
only  reliable  indication  is  positive  evidence 
microscopically  or  chemically  as  described 
previously.  It  may  be  necessary  in  a few 
patients  to  check  the  discharge  many  times 
in  order  to  find  blood.  The  blood  may  be 
present  then  disappear  or  reappear  at  ir- 
regular intervals. 

In  reviewing  101  cases  with  nipple  dis- 
charge, from  1940  to  1950,  at  the  Tumor  In- 
stitute of  the  Swedish  Hospital,  30  carcino- 
mas were  found  associated  with  a bloody  nip- 
ple discharge.  Eight  of  these  patients  with 
cancer  proven  at  surgery  had  no  palpable 
tumor  when  first  seen.  About  one  of  six  pa- 
tients with  a bloody  nipple  discharge  has  can- 
cer when  operated.  About  5 per  cent  to  10 
per  cent  of  patients  with  a bloody  nipple  dis- 
charge, in  a small  series,  will  have  cancer 
without  a palpable  mass  which  is  1 or  2 out 
of  20. 

The  most  common  disease  responsible  for 
discharge  is  papillary  disease.  The  most  fre- 
quent cause  of  a bloody  discharge  from  the 
nipple  is  papillary  disease  of  the  breast  with 
or  without  carcinoma.  What  is  the  cancer- 
producing  potential  of  papillary  disease? 
There  is  no  disagreement  that  the  source  of 
bleeding  must  be  found  and  removed.  There 
are  two  schools  of  thought  as  to  the  proper 
means  of  removal.  Those  who  employ  con- 
servative local  removal  of  a papilloma  have 
several  methods  of  localization:  localization 
by  palpation  of  the  lump;  exploration  by 
probe  of  the  discharging  duct  with  wedge 
resection  of  the  area  of  the  breast  involved; 
transillumination ; and  contrast  medium 
x-ray  examination.  We  do  not  adhere  to 
this  method  of  management  and  strongly 
recommend  simple  mastectomy  for  papillary 
disease  for  the  following  reasons.  The  more 
thoroughly  a breast  with  papillary  disease 
is  reviewed  and  studied  from  a pathological 
standpoint  the  more  widespread  we  know  the 
papillary  disease  to  be.  It  is  not  localized 
to  one  papilloma  or  one  duct.  Elsewhere  in 
the  body,  as  for  example  the  colon,  we 


would  not  be  content  to  remove  a solitary 
polyp  without  searching  for  more,  and  often 
we  are  rewarded.  There  is  now  sufficient 
evidence  in  various  centers  so  that  it  must 
be  assumed,  either  that  other  papillary  le- 
sions with  precancerous  potential  were  left 
in  the  breast,  or  that  breasts  which  produce 
papillary  disease  have  in  some  way  an  in- 
herently greater-than-average  cancer  - pro- 
ducing potential  themselves.  The  incidence 
of  cancer  after  local  removal  of  papillary 
disease  is  greater  than  average.  Stated  dif- 
ferently, one  can  say  that  local  removal  of  a 
papilloma  carries  about  10  per  cent  chance 
of  carcinoma  developing  in  the  same  breast. 
We  have  been  impressed  in  our  experience 
with  the  findings  of  papillary  disease  asso- 
ciated with  cancer  elsewhere  in  the  same 
breast.  It  is  not  impossible  that,  in  some 
instances,  the  cancers  by  the  time  they  were 
found  had  destroyed  papillomas  originally 
responsible  for  discharge. 

It  is  obvious  that  there  is  a much  better- 
than-the-average  chance  that  a breast  with 
a bloody  discharge  may  have  or  may  subse- 
quently develop  a carcinoma.  By  the  time 
we  can  palpate  a carcinomatous  mass  with 
our  fingers,  millions  of  malignant  cells  are 
free  and  out  of  normal  epithelial  boundaries. 
There  is  no  assurance,  once  this  has  occurred, 
that  our  best  methods  of  treatment  will  be 
effective.  After  the  warning  sign  of  a 
bloody  discharge  a simple  mastectomy  will 
give  assurance  of  no  future  difficulty  with 
that  breast.  Most  women  will  graciously 
accept  this  method  of  treatment,  but  it  is 
much  more  difficult  to  sell  the  procedure  to 
the  husbands.  It  is  my  personal  feeling  that 
all  patients  with  bloody  discharge  from  a 
nipple  should  have  a mastectomy. 

PAINFUL  BREASTS 

© o THE  CLINICAL  PROBLEM  of  pain- 
ful breasts  has  numerous  etiological  factors. 
Trauma  with  or  without  hematoma  is,  of 
course,  very  frequent.  All  of  us  have  had 
patients  attribute  to  trauma  their  subse- 
quently developed  carcinoma.  In  many  in- 
stances this  history  cannot  be  regarded 
lightly  considering  the  frequency  with  which 
it  occurs.  Abscesses  occurring  in  the  body 
of  the  breasts  or  in  the  area  of  the  Mont- 
gomery glands  or  the  nipple  give  rise  to 
painful  breasts.  The  diagnosis  and  treat- 
ment of  these  abscesses  is  .usually  obvious 
and  straightforward. 
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The  young  girl  at  puberty  with  a tender, 
firm,  occasionally  discharging  nipple  may 
be  more  of  a problem.  This  is  a mastitis 
whether  unilateral  or  bilateral  and  will  sub- 
side if  given  time.  Reassurance  of  the  par- 
ents will  be  the  most  difficult  problem  for 
the  physician. 

The  painful  breast  or  premenstrual  ten- 
derness that  occurs  just  prior  to  the  menses 
would  appear  to  be  associated  with  an  en- 
docrine disturbance.  It  is  usually  accompa- 
nied by  the  formation  of  nodular  irregular- 
ities which  usually  disappear  after  the 
period.  Some  women  who  have  never  before 
experienced  this  phenomena  have  it  appear 
suddenly  in  their  thirties  or  forties.  They 
are  extremely  frightened  and  are  amazed 
to  learn  that  others  suffer  from  the  same 
difficulty.  Many  of  these  patients  will  be 
frequent  visitors  as  they  often  develop  a can- 
cer-phobia and  need  constant  reassurance. 
Their  care  is  made  much  more  difficult  if 
the  pain  in  the  breasts  continues  throughout 
a longer  interval  and  appears  unrelated  to 
the  menses.  This  symptom  complex  may  oc- 
cur and  be  troublesome  in  the  postmeno- 
pausal period.  When  it  does  so  there  is  good 
evidence  to  believe  that  these  women  still 
have  ovarian  activity.  The  pain  is  not  se- 
vere, as  a rule,  but  on  very  rare  occasions 
the  extremely  troublesome  ones  have  had  to 
be  treated  by  mastectomy.  The  biophysi- 
ology and  pathology  are  not  clearly  under- 
stood, therefore  their  treatment,  on  the 
whole,  leaves  much  to  be  desired.  We  use  a 
variety  of  measures  none  of  which  is  em- 
minently  successful.  Warm  moist  com- 
presses will  give  relief  in  some  and  be  ab- 
solutely of  no  avail  in  others.  A well  fitting 
brassiere  that  is  sturdy,  well  ribbed,  and 
comfortably  worn  will  often  given  consider- 
able relief.  These  patients  are  tense  indi- 
viduals and  usually  have  emotional  problems 
associated,  very  often,  with  dysmenorrhea. 
The  breasts  are  tender,  nodular,  and  full, 
especially  around  ovulation  and  the  pre- 
menstrual time,  then  usually  are  relieved  by 
menstruation.  Acne  is  often  in  evidence, 
and  oral  ulcers  are  not  uncommon.  These 
women  are  usually  anemic  and  have  low 
basal  metabolic  rates.  Lipo  Heplex  used  in 
large  amounts,  three  capsules  three  times 
daily  with  meals,  is  alleged  by  many  to  be 
almost  a specific.  Realizing  the  pitfalls  of 
clinical  diagnosis  of  breast  nodules,  it  is  dif- 
ficult to  avoid  biopsy  of  many  of  these  le- 
sions. However,  a satisfactory  technique  of 


management  is  to  have  such  a patient  re- 
turn at  the  mid-menstrual,  premenstrual  and 
postmenstrual  periods.  The  breast  and  the 
nodules,  if  any,  can  be  compared,  evaluated, 
and  biopsied  if  necessary,  with  the  maximum 
delay  of  one  month.  It  is  my  opinion,  and 
I would  like  to  emphasize  this  point,  that 
until  we  better  understand  the  biology  and 
biochemistry  we  should  refrain  from  the 
use  of  the  hormones  when  dealing  with  this 
problem. 

Another  type  of  painful  breast  is  seen 
where  there  is  an  area  of  mastitis  usually 
localized  to  one  of  the  quadrants  of  the 
breast.  Very  often  this  will  be  associated 
with  small  cysts  rather  diffusely  scattered. 
Frequently  this  type  of  mastitis  is  almost 
spontaneous  in  occurence  and  must  result 
from  a rapidly  dilating  cyst  with  a consid- 
erable amount  of  mastitis  about  it.  There  is 
often  a thick,  cheesy,  creamy,  purulent  ap- 
pearing material  exuding  from  the  dilated 
ducts.  Grossly,  and  on  frozen  section,  the 
pathologist  will  find  considerable  difficulty 
giving  us  an  accurate  immediate  diagnosis. 
In  these  patients  we  like  to  have  fixed  sec- 
tions taken  of  numerous  areas  of  breast  tis- 
sue. A small  incisional  biopsy  in  an  area 
such  as  this  is  hazardous,  because  an  adja- 
cent area  of  carcinoma  can  easily  be  missed 
in  such  a breast.  On  permanent  section  most 
of  these  patients  will  present  changes  char- 
acteristic of  cystic  disease,  epithelial  hyper- 
plasia, and  many  will  have  duct  papillomata 
with  the  rare  individual  exhibiting  carcino- 
ma in  situ.  When  the  process  has  progressed 
to  the  latter  two  stages  it  is  reasonable  to 
recommend  simple  mastectomy.  In  these 
so-called  benign  lesions  we  are  in  a position 
to  render  advice  that  may  be  life  saving. 
When  the  first  cell  becomes  invasive  in 
character  this  female’s  chances  of  survival 
change  from  100  per  cent  in  the  so-called  be- 
nign breast  to  a relatively  low  survival  rate 
in  the  malignant  lesions. 

The  inflammatory  carcinoma,  plasma  cell 
mastitis,  and  breast  abscess  are  often  diffi- 
cult to  differentiate  and  may  produce  a pain- 
ful breast.  It  is  undersirable  to  operate  up- 
on an  inflammatory  carcinoma  of  the  breast 
because  they  survive  longer  with  x-ray  ther- 
apy. It  is  desirable  to  operate  upon  an  ab- 
scess. The  breasts  that  are  difficult  to  dif- 
ferentiate will  usually  be  rather  extensively 
involved,  painful,  slightly  oedematous  and 
thick  in  appearance  and  consistency.  Not  all 
abscesses  in  this  area  will  raise  the  tempera- 
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ture  and  white  count.  Usually,  if  the  sur- 
geon can  restrain  himself  and  pacify  the  pa- 
tient and  family,  a little  time  will  make  the 
diagnosis  obvious. 

CARCINOMA 

© ° TO  AVOID  CONFUSION  in  our  rea- 
soning it  must  always  be  kept  in  mind  that 
early  diagnosis  and  curability  definitely  are 
not  synonymous.  Much  present  day  teach- 
ing and  cancer  propaganda  leaves  that  fala- 
cious  impression.  The  medical  profession 
must  give  this  erroneous  concept  careful  con- 
sideration to  avoid  the  logical  inference  of 
lay  people  that  any  small  cancer  that  doesn’t 
do  well  is  the  result  of  poor  medical  treat- 
ment. By  inference,  the  doctor  is  incrimin- 
ated unjustly. 

We  know  the  biological  behavior  of  can- 
cers in  some  organs  is  such  that  if  a patient 
survives  five  years  we  review  the  pathologi- 
cal slides  to  make  sure  the  original  diagnosis 
was  correct.  There  are  carcinomas  in  the 
breast  that  are  discovered  when  they  are 
small,  but  the  small  size  emphatically  does 
not  mean  they  are  early.  They  may  go  on  to 
rapid  dissemination  and  death  of  the  patient.  * 

The  most  important  single  point  to  retain 
in  this  discussion  is  that  any  mass  that  is 
palpable  in  the  breast  must  be  considered 
cancer  until  proven  otherwise.  Obviously, 
this  will  necessitate  a biopsy  at  the  earliest 
reasonable  time.  This  should  be  done  where 
the  surgical  and  pathological  setup  is  such 
that  the  operation  of  choice  can  follow  imme- 
diately after  biopsy.  It  is  not  the  best  sur- 
gical practice,  in  my  opinion,  to  do  a biopsy, 
send  the  pathological  specimen  away,  and  a 
week  later,  in  the  event  of  cancer,  do  a radi- 
cal operation.  There  may  be  extenuating 
circumstances  where  this  is  necessary,  but  it 
should  not  be  a routine.  There  are  few  doc- 
tors who  would  allow  this  method  to  be  used 
on  their  wives. 

Until  just  recently  there  has  been  no  prob- 
lem once  the  diagnosis  of  cancer  of  the  breast 
was  made.  The  radical  operation  for  cancer 
of  the  breast  devised  by  Halstead  was  the  ac- 
cepted standard  treatment.  McWhorter 
startled  the  surgical  world  when  he  revealed 
that  his  patients  survived  longer  with  simple 
mastectomy  and  irradiation  than  those  re- 
ceiving the  radical  operation.  It  will  be  re- 
membered that  Halstead  devised  his  radical 
operation  for  carcinoma  of  the  breast  with 
the  one  objective,  namely,  that  of  reducing 


the  incidence  of  skin  recurrence.  He  un- 
questionably succeeded  in  attaining  this  ob- 
jective. Whether  the  operation  has  been  a 
success  in  altering  the  natural  course  of  car- 
cinoma of  the  breast  in  given  individuals 
may  be  open  to  question.  However,  it  is 
most  apparent  that  the  radical  mastectomy 
has  distinct  advantages  over  simple  mastec- 
tomy and  irradiation.  This  advantage  lies  in 
the  ability  of  the  radical  mastectomy  to  re- 
move, in  a small  percentage  of  people,  the 
cancer  that  has  spread  to  the  axillary  nodes 
and  nowhere  else.  In  recent  years  we  have 
been  more  alert  to  internal-mammary-node 
spread  as  well  as  to  supraclavicular  spread. 
Obviously,  it  is  of  no  advantage  to  do  a radi- 
cal mastectomy  if  the  cancer  has  spread  to 
either  one  of  these  areas.  Frankly,  we  think 
there  is  good  evidence  to  show  that  these  pa- 
tients do  not  survive  as  long  following  radi- 
cal mastectomies  as  they  will  with  simple 
mastectomy  and  irridation.  When  cancer 
spread  to  the  supraclavicular  areas  is  not 
demonstrable  by  palpation,  and  when  spread 
to  the  internal  mammary  area  on  the  in- 
volved side  is  not  found  when  directly  in- 
vestigated prior  to  mastectomy,  it  is  manda- 
tory to  do  a very  careful  and  thorough  radi- 
cal mastectomy.  This  should  improve  the  re- 
sults in  any  given  series  of  breast  cancers. 
Our  procedure,  therefore,  is  to  biopsy  all 
lumps  in  the  breast.  If  the  tissue  obtained 
by  biopsy  is  malignant,  the  internal  mam- 
mary chain  of  nodes  is  investigated  in  the 
first  three  interspaces.  When  these  nodes 
are  positive  it  usually  is  apparent  grossly, 
but  if  not,  and  to  check  on  the  gross  impres- 
sion, a frozen  section  is  made.  Following 
this  the  patient  will  be  subjected  to  a simple 
mastectomy  and  later  irradiation  if  the  inter- 
nal mammary  nodes  are  involved  with  can- 
cer. If  these  nodes  show  no  evidence  of  in- 
volvement with  cancer,  a very  careful  and 
thorough  Halstead  breast  amputation  will  be 
done.  In  a very  few  patients  a supraclavicu- 
lar lymph  node  may  be  palpable  and  when 
this  is  present,  an  excision  of  the  node  should 
be  performed  as  a separate  procedure  prior 
to  the  day  of  proposed  mastectomy.  In  the 
years  1949  through  1954,  inclusive,  we  have 
found  that  in  private  patients  25  per  cent 
with  carcinoma  of  the  breast  will  show 
spread  to  the  internal  mammary  nodes  at  the 
time  of  operation.  In  a hospital  where  all 
strata  of  society  are  admitted  the  figure 
changes  from  25  per  cent  to  almost  50  per 
cent. 
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It  seems  obvious  that  in  such  an  exposed 
organ  as  the  breast  every  effort  must  be 
made  to  detect  and  to  treat  carefully  the  be- 
nign breast  lesions  we  have  considered.  The 
extent  to  which  we  are  able  to  influence  the 
future  course  of  a patient  with  a carcinoma 
of  the  breast  is  debatable.  By  eliminating 
the  so-called  precancerous  breast  lesions  with 
their  possible  cancer-producing  potential  we 
alter  substantially  the  future  of  those  wom- 
en. 

SUMMARY 

1.  Any  mass  in  the  breast  is  cancer  until 
proven  otherwise.  The  earliest  possible 


Occupational  Diseases  of 

Doctor  Gardiner  gives  the  reader  of  the  follow- 
ing article  a rather  complete  review  of  the  dis- 
eases and  conditions  that  may  be  produced  in  the 
lungs  by  the  inhalation  of  irritating  and/or  toxic 
dusts  or  fumes.  He  compares  one  with  another  as 
to  symptoms,  x-ray  findings,  pathologic  anatomy, 
and  prognosis.  He  also  indicates  those  dusts 
that  produce  no  disease  although  they  may  pro- 
duce abnormal  shadows  in  the  x-ray  films  of  the 
chest. 

Editor 

Occupational  disease  of  the 

chest  is,  in  general,  the  result 
of  industrial  occupations  in 
which  toxic  dusts  or  fumes  are  inhaled.  Cer- 
tain occupations  also  expose  workers  to  a va- 
riety of  molds  or  fungi.  In  many  states  a 
bacterial  disease  such  as  tuberculosis1  may, 
under  certain  circumstances,  be  regarded  as 
occupational. 

The  dust-diseases  of  the  lungs  are  known 
as  the  pneumoconioses2.  The  period  of  ex- 
posure to  most  irritating  dusts,  necessary  to 
produce  pneumoconiosis,  is  usually  several 
months  to  years.  A few  dusts  produce  an 
acute  pulmonary  inflammatory  reaction  after 
a short  exposure,  namely,  beryllium3  and  cad- 
mium. Diagnosis  rests  both  on  the  presence 
of  pulmonary  symptoms,  usually  with  wide- 
spread pulmonary  pathology,  and  the  history 
of  exposure  to  an  appropriate  dust  during 
work.  The  x-ray  appearance  of  the  various 
types  of  pneumoconioses  is  not  necessarily 
characteristic  of  the  type  of  dust  inhaled, 
though  definite  patterns  of  disease  may  be 
seen  in  the  lung  in  each  type.  It  is  only  the 

*Read  before  Omaha  Mid-West  Clinical  Society,  October,  1954. 


treatment  of  this  mass  is  desirable  and  will 
enhance  the  patient’s  prospects  of  survival. 

2.  Bloody  discharge  must  be  proven  mi- 
croscopically and  by  the  benzidine  test  and 
is  best  treated  by  simple  mastectomy.  Sim- 
ple mastectomy  for  benign  disease  should  be 
done  only  after  pathological  confirmation 
and  another  medical  opinion. 

3.  Hormones  are  not  desirable  therapy  in 
painful  breasts. 

4.  A careful,  thorough,  radical  mastec- 
tomy should  be  performed  on  all  patients  in 
whom  it  is  impossible  to  demonstrate  spread 
of  cancer  to  the  supraclavicular  or  internal 
mammary  lymph  nodes. 


+he  Lungs * 

JOHN  F.  GARDINER,  M.D. 

Department  of  Medicine,  Creighton  University 
School  of  Medicine 
Omaha,  Nebraska 

history  of  exposure  in  an  occupation  that 
confirms  the  diagnosis. 

The  symptoms  of  pneumoconiosis  are  dysp- 
nea, cough,  and  sometimes  hemoptysis.  Late 
in  the  disease,  cyanosis  and  cardiac  failure 
may  supervene.  There  is  no  pain.  The  pneu- 
moconiotic  lung  is  more  prone  to  tuberculous 
infection  in  the  presence  of  silicosis,  and  to 
carcinoma  in  asbestosis,  uranium  mining, 
and  exposure  to  dusts  that  contain  chromi- 
um. The  clinical  course  in  pneumoconiosis 
is  prolonged  and  often  progressive.  Treat- 
ment is,  primarily,  removal  from  the  irritat- 
ing dust,  but  many  cases  of  pneumoconiosis 
do  not  develop  symptoms  for  months  or  years 
after  a change  to  dust-free  environment. 
Otherwise,  treatment  is  symptomatic  and  not 
specific.  Some  cases  stop  progressing; 
others  slowly  develop  more  and  more  lung 
damage;  none  regresses  as  far  as  the  x-ray 
signs  are  concerned. 

Silica  is  the  most  common  and  most  im- 
portant toxic  dust.  Silica  in  industry  is  used 
in  the  making  of  silica  bricks,  asbestos,  talc, 
mica,  water  glass,  silica  gell,  and  lime  soda 
glass. 

Eposure  to  silicon  dioxide  takes  place  in 
the  following  occupations:  Mining  of  hard 

silicous  rock  (copper,  gold,  silver,  zinc,  iron, 
and  hard  coal)  ; quarrying  of  granite,  sand- 


August,  1955 


285 


stone,  quartz,  slate  rock,  and  crystal ; pottery 
making;  ceramic  industries;  glass  manufac- 
turing; working  with  talc  and  abrasive  ma- 
terial (sand,  sandstone,  sandpaper,  scouring 
material  and  soaps)  ; brick  manufacturing 
when  silica  is  used;  stone  finishing;  con- 
struction work  (tubes,  tunnels,  aqueducts, 
etc.) ; and  sand  blasting. 

Silicosis4  means  a disease  of  the  lungs  due 
to  breathing  air  that  contains  uncombined 
silicon  dioxide  dust.  This  disease  is  charac- 
terized, anatomically,  by  generalized  nodular 
fibrotic  changes  throughout  both  lungs. 
These  changes  are  demonstrable  by  x-ray 
examination  and  by  autopsy,  and  result  from 
any  occupation  involving  inhalation  of  silicon 
dioxide  dust. 

According  to  Lanza  and  Goldberg5,  the  fac- 
tors necessary  to  produce  a case  of  silicosis 
are:  (1)  the  amount  of  dust  in  the  air  at  the 
place  of  work  and  breathed  by  the  workmen ; 

(2)  the  percentage  of  free  silica  in  the  dust; 

(3)  the  duration  and  constancy  of  the  ex- 
posure; and  (4)  individual  susceptibility. 

The  history  of  exposure  and  the  x-ray  pat- 
tern are  the  two  chief  sources  for  determin- 
ing the  diagnosis.  Clear-cut  and  indisput- 
able evidence  of  silicosis  by  x-ray  leaves  no 
doubt  as  to  the  occupational  cause  of  the  dis- 
ease. But  in  those  cases  where  the  fibrosis 
is  mild  to  moderate,  the  lesion  may  be,  and 
often  is,  due  to  some  cause  other  than  silica. 
In  such  instances  the  patient’s  statement 
that  he  has  been  working  in  a silica-laden 
atmosphere  cannot  be  accepted  without  con- 
firmation. 

Disabling  exposure  consists  of  working  in 
an  atmosphere  of  free  silica  over  a period  of 
years.  A significant  degree  of  silicosis  rare- 
ly develops  until  after  ten  or  more  years  of 
exposure.  An  exception  to  this  rule  has  been 
noted  in  sandblasters  or  drillers  in  unventil- 
ated tunnels  where  the  rock  is  high  in  silica 
content;  but  such  instances  have  been  rare 
and  startling.  Silicosis  is  a cumulative  con- 
dition and  time  is  a necessary  factor  for  irri- 
tation to  result  in  tissue  reaction.  Sili- 
cosis does  not  result  from  short  exposure  or 
“from  a dust  storm,  or  driving  on  dust 
roads  . . It  is  not  produced  by  a few  weeks 
employment  in  the  dustiest  mine  or  mill  that 
can  be  found.” 

Many  persons  may  develop  what  appears 
to  be  intense  nodulation  and  fibrosis  without 
signs  or  symptoms.  Rales  are  not  heard,  the 


chest  is  barrel-shaped  and  usually  shows  bi- 
lateral limitation  of  motion. 

Progressive  symptoms  include  shortness  of 
breath  upon  slight  exertion,  increasing  in  se- 
verity, a dry  infrequent  cough  which  becomes 
moist  and  frequent.  Later  on,  pleuritic 
pains,  loss  of  appetite,  fatigue,  cyanosis,  and 
progressive  heart  failure  terminate  in  death. 
Tuberculosis  often  enters  the  picture  and  is 
the  most  common  cause  of  death,  in  this  con- 
dition. 

On  the  basis  of  x-ray  appearance,  cases 
of  silicosis  have  been  divided  into  three 
groups6 : 

1.  In  simple  silicosis  the  earliest  visible 
change  is  the  appearance  of  discrete,  round, 
fairly  well  defined  nodules  throughout  both 
lung  fields.  Enlarged  hilar  glands  are  often 
an  initial  change.  The  nodules  slowly  in- 
crease in  size  through  three  stages:  (a)  nod- 
ules barely  visible  with  intact,  though  some- 
times exaggerated,  pulmonary  markings ; 
(b)  nodules  2-3  mm.  in  diameter  and  obscur- 
ing the  pulmonary  markings ; (c)  nodules  3-6 
cm.  in  diameter,  and  small  areas  of  coalescent 
nodules  can  be  recognized.  Emphysema  be- 
comes apparent,  and  pleural  thickening  and 
adhesions  may  be  present. 

2.  Superimposed  infection  is  seen  to  pro- 
duce irregular  areas  and  strands  of  increased 
density  in  one  or  more  areas  of  the  silicotic 
lung.  Serial  films  show  a more  rapid  en- 
largement or  regression  of  the  area  of  pneu- 
monitis as  compared  with  the  primary  sili- 
cotic nodulation.  The  invasion  of  the  silicotic 
lung  by  tubercle  bacilli  results  in  a distinct 
type  of  slowly  progressive  silico-tuberculosis. 
Suspicion  of  tuberculous  infection  is  aroused 
by  the  coalescence  or  conglomeration  of  the 
nodulation  in  one  or  more  areas.  X-ray 
shows  dense,  large,  well  defined  areas  of  soft 
tissue  density,  more  often  in  the  upper  lung 
fields.  As  years  pass,  these  areas  slowly  en- 
large, and  emphysema  appears.  Sudden  ac- 
tivity may  produce  the  appearance  of  soft 
mottling.  The  presence  of  a cavity  signifies 
tuberculosis. 

3.  The  x-ray  appearance  of  silicosis  may 
be  modified  by  infection  and  also  by  the  in- 
halation of  other  dust  particles.  Anthracite 
and  iron  dust  may  increase  the  amount  of 
fibrosis  present.  Metallic  alumina  and  alumi- 
num hydrate  have  been  proven  to  decrease 
and  even  to  prevent  the  formation  of  silicotic 
nodules. 
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Anthracosilicosis,  commonly  called  ‘‘Min- 
er’s Asthma,”  is  a chronic  disease  due  to 
breathing  air  containing  dust  generated  in 
the  various  processes  involved  in  the  mining 
and  preparation  of  anthracite  coal.  It  is 
characterized  anatomically  by  generalized  fi- 
brotic  changes  throughout  both  lungs  with 
the  presence  of  excessive  amounts  of  carbo- 
naceous and  silicous  material,  usually  a com- 
pensating emphysema,  and  often  by  cardiac 
changes  in  the  later  states  of  the  disease. 

Asbestos  is  hydrated  magnesium  silicate. 
Occupational  exposure  occurs  in  those  trades 
where  asbestos  is  used  for  packing,  insulat- 
ing, or  fire-proofing,  or  where  it  is  combined 
with  cotton  or  other  material  in  textile  pro- 
cesses. The  signs  and  symptoms  are  sim- 
ilar to  those  of  silicosis.  Tuberculosis  is  a 
less  frequent  complication  than  in  true  sili- 
cosis. 

Certain  peculiarities  in  the  x-ray  findings 
exist  here  as  contrasted  with  silicosis.  In 
asbestosis,  the  lesions  may  be  bilateral  or 
largely  unilateral.  According  to  the  experi- 
ence of  Pendergrass8,  the  roentgenologic 
findings  in  asbestos  are  largely  limited  to 
the  lower  half  or  two-thirds  of  the  lung 
fields,  while  in  silicosis  the  upper  portions  of 
the  lungs  are  also  involved.  In  moderately 
advanced  asbestosis,  x-rays  will  reveal  less- 
ened ventilation  of  the  lung  fields,  thicken- 
ing of  the  parietal  pleura,  and  a “ground- 
glass”  appearance  to  the  picture.  The  vas- 
cular shadows  lose  their  identity.  Modula- 
tion is  absent.  Pendergrass8  feels  that  a 
roentgenologic  diagnosis  of  early  asbestosis 
is  unreliable,  and  that  the  condition  must  be 
moderately  or  markedly  advanced  to  make  a 
differential  diagnosis  by  means  of  the  roent- 
genograms. 

It  is  felt  that  the  time  necessary  to  de- 
velop asbestosis  is,  on  the  average,  from  sev- 
en to  nine  years  in  a fairly  high  concentra- 
tion of  dust  and  from  fifteen  to  twenty  years 
with  lesser  concentration.  The  allowable 
concentration  is  10,000,000  particles  per 
cubic  foot  of  air,  of  a size  between  0.5  and  5.0 
microns. 

Once  established,  the  disease  is  progres- 
sive, even  after  the  cessation  of  exposure. 
The  basis  for  diagnosis  is  similar  to  that  giv- 
en under  silicosis. 

Certain  silicous  dusts  such  as  talc  and 
diatomaceous  earths  are  of  undetermined 
pathogenic  status.  It  has  long  been  the  opin- 


ion of  most  investigators  that  only  free 
(crystalline)  silica  and  asbestos  (a  silicate) 
are  capable  of  producing  disabling  pulmonary 
fibrosis.  For  many  years  many  of  the  sili- 
cates have  been  studied  experimentally,  and 
their  action  has  been  observed  clinically  with 
no  evidence  that  these  silicates  are  harmful 
in  any  appreciable  degree.  Recently,  how- 
ever, several  of  the  silicates  have  been  sus- 
pected of  being  capable  of  producing  a fibro- 
sis not  unlike  that  due  to  free  silica.  As  yet 
no  conclusive  opinions  have  been  reached  and 
until  more  investigation  is  carried  out,  the 
status  of  these  dusts  must  remain  undecided. 

Talc9  is  a hydrous  magnesium  silicate.  Oc- 
cupational exposure  includes,  in  addition  to 
mining  the  mineral,  the  preparation  of  talc 
for  fillers  in  paint,  linoleum,  paper,  dusting 
agents,  and  cosmetics.  X-ray  pictures  re- 
veal diffuse  fibrosis.  The  symptoms  are 
those  characteristic  of  a disabling  pneumo- 
coniosis. 

Diatomaceous  earth10  is  obtained  from  a 
crude  diatomaceous  silica  by  quarrying  or 
open  pit  mining.  For  many  years  the  opinion 
has  been  prevalent  that  in  the  diatomaceous- 
earth  industry  the  workers  are  not  subjected 
to  the  development  of  any  disabling  fibrosis. 
There  is  now  reason  to  question  the  inocu- 
ousness  of  this  substance. 

Those  who  have  been  exposed  to  the  cal- 
cined earth  present  an  entirely  different  pic- 
ture from  that  seen  in  silicosis.  The  x-rays 
are  characterized  by  the  conspicuous  absence 
of  discreet  nodulation.  There  is  a marked 
increase  of  the  perivascular  markings  and 
fibrosis.  The  x-rays  give  one  the  impression 
of  an  infection  being  present  as  suggested  by 
the  fuzzines  and  haziness.  Pneumothorax  is 
common. 

The  pathologic  picture  is  that  of  marked 
fibrosis,  shrinkage  of  the  lung  tissue,  and 
contraction  of  the  veins  (in  contrast  to  the 
contraction  of  the  arteries  seen  in  silicosis). 

Berylliosis  is  a chronic  granulomatosis 
due  to  the  inhalation  of  beryllium  dust. 
Phosphor  zinc  beryllium  silicate  is  used  by 
the  neon  sign  industry  for  coating  the  inner 
surface  of  glass  tubing. 

Those  exposed  may  show  x-ray  evidence 
in  the  lungs  two  to  three  years  before  symp- 
toms develop.  The  usual  symptoms  are 
marked  dyspnea,  cough,  fever,  and  loss  of 
weight.  Right  heart  failure  with  cyanosis, 
clubbed  fingers,  prominent  outflow  tract  of 
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right  side  of  the  heart,  and  a right  strain 
pattern  in  the  electrocardiogram  are  common 
in  advanced  disease. 

The  roentgenogram  shows  a fine  granular 
stippling  during  the  early  stages  of  berylli- 
osis. Nodulation  and  emphysema  occur  later. 

Cases  are  mis-diagnosed  as  miliary  tuber- 
culosis, sarcoidosis,  silicosis,  fungus  infec- 
tion, and  metatastic  cancer. 

This  occupational  disease  differs  from  the 
pneumoconioses  because  of  the  lack  of  corre- 
lation of  the  degree  of  dust  exposure  and  the 
degree  of  involvement. 

Early  lesions,  before  there  is  evidence  of 
fibrosis  and  emphysema,  may  have  spon- 
taneous remissions  or  remissions  induced  by 
cortisone  therapy. 

There  is  a large  group  of  organic  dusts 
which  are  inert  or  harmless.  Excluded  from 
the  group  are  the  dusts  and  oxides  of  cer- 
tain metals  such  as  lead  or  manganese, 
which,  when  inhaled,  exercise  a marked  sys- 
temic effect.  Others  such  as  cadmium  or 
beryllium  may  cause  a chemical  pneumonitis. 
The  toxic  silica  dusts  have  been  discussed  in 
the  preceding  paragraphs. 

The  inert  dusts  are  harmless  because  of  a 
number  of  factors:  (1)  the  natural  anatomic- 
physiologic  barrier  of  the  respiratory  tract 
may  prevent  all  but  negligible  amounts  of 
dust  to  reach  the  lungs;  (2)  the  dust  must 
have  a particle  size  such  that  it  is  invisibly 
suspended  in  air;  (3)  organic  dusts  are  chem- 
ically inert  and  cannot  produce  a chemical  re- 
action in  lung  tissue. 

It  is  not  contended  that,  after  many  years 
of  exposure,  certain  dusts  will  fail  to  produce 
what  is  known  as  a benign  pneumoconiosis. 
As  aptly  defined  by  Pendergrass  and  Leo- 
pold11, benign  pneumoconiosis  is  a term  used 
to  designate  that  condition  in  the  lungs 
which  results  from  inhalation  of  organic  or 
inorganic  dusts  which,  while  they  may  be  re- 
tained, are  neither  toxic,  allergenic,  nor  path- 
ogenic. Although  they  may  be  capable  of 
producing  an  insignificant  amount  of  reactive 
fibrosis,  this  condition  never  progresses  to 
true  nodulation.  Unlike  free  silica  and  as- 
bestos, the  presence  of  these  dusts  produces 
no  symptoms,  no  disability,  and  no  predispo- 
sition to  tuberculosis. 

The  foregoing  truth  cannot  be  emphasized 
strongly  enough.  The  presence  of  some  de- 
gree of  fibrosis  is  indicated  by  the  x-ray 


films,  but  it  should  not  be  interpreted  as  a 
disease.  It  was  Pancoast12  who  said:  “Let’s 
not  talk  about  normal  chests.  We  see  normal 
chests  probably  only  in  children.  As  indi- 
viduals grow  older  you  will  find  all  sorts  of 
shadows  in  their  chest  x rays.  Let’s  speak 
of  the  healthy  chest.”  This  admonition 
should  be  remembered  by  industrial  physi- 
cians as  they  read  the  films  of  men  exposed 
to  the  inert  dusts,  or  even  to  silica.  The  in- 
experienced physician  should  not  commit 
himself  but  rather  seek  the  opinion  of  an  ex- 
pert in  the  interpretation  of  films  of  those  ex- 
posed to  dusty  trades. 

Siderosis  is  a form  of  pneumoconiosis 
due  to  an  inert,  iron-containing  dust  that 
causes  pigmentation  of  the  lungs.  It  is  be- 
lieved to  take  about  eight  years  exposure  to 
heavy  dust  concentration  to  produce  recog- 
nizable x-ray  markings.  There  is  no  func- 
tional impairment  or  predisposition  to  tuber- 
culosis. Sander13  states  that:  “The  x-ray 
appearance  of  the  iron  deposits  differs  from 
silicosis  in  that  the  hilum  shadows  are  not  en- 
larged, the  pigmented  shadows  are  more  dis- 
crete and  sharply  defined  than  silicotic  nodu- 
lation, and  there  is  no  tendency  to  confluent 
nodulation.”  In  cases  where  the  x-ray  films 
cause  some  doubt  as  to  the  etiologic  factor, 
the  history  of  occupation  should  be  the  decid- 
ing factor. 

Byssinosis  is  a respiratory  affection  re- 
sulting from  exposure  to  cotton  dust.  The 
illness  is  due  to  allergens  or  fungi,  not  to  pul- 
monary fibrosis.  X-ray  films  show,  in  cases 
with  long  exposure,  a pronounced  emphy- 
sema and  an  increased  fibrosis  with  the 
presence  of  snowball-like  or  whirlpool  con- 
figurations of  unusual  and  undetermined 
character. 

Cement  dust  contains  about  twenty  per 
cent  silica  but  not  in  a free  state.  X-ray 
films  reveal  certain  variations  from  the  usual 
pulmonary  shadows  but  no  suggestion  of 
pneumonoconiosis.  There  is  no  undue  sus- 
ceptibility to  bronchitis,  pneumonia,  or  tuber- 
culosis. 

Carbon  dust  is  produced  from  anthracite 
or  bituminous  coal.  When  inhaled  it  pro- 
duces black  pigmentation  of  the  lungs  and  a 
non-disabling  fibrosis  follows  heavy  expo- 
sure. 

Mill  dust  is  encountered  in  mills,  factories, 
and  plants  where  the  concentration  of  inert 
dusts  may  be  very  great.  In  a small  number 
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of  individuals  exposure  to  mill  dust  may  pro- 
duce a respiratory  allergy.  There  is  no  dust- 
effect  upon  the  tissues  of  the  lungs. 

Bauxite  is  hydrous  aluminum  oxide.  It 
contains  considerable  amounts  of  soluble  im- 
purities such  as  silica,  oxides  of  iron  and 
titanium.  This  dust  is  being  seriously  in- 
vestigated as  a possible  cause  of  disabling 
pneumonoconiosis. 

Bagasse  is  dust  from  the  residue  of  sugar 
cane.  It  produces  an  allergic  type  of  bron- 
chitis called  bagassosis.  No  definite  roent- 
gen picture  has  been  established. 

SUMMARY  AND  CONCLUSIONS 

Industrial  occupations  in  which  the  lungs 
are  exposed  to  heavy  and  prolonged  concen- 
trations of  certain  dusts,  result  in  dust-lung- 
disease  known  as  the  pneumoconioses.  The 
most  common  and  important  toxic  dust  in  in- 
dustry is  silica  which  produces  silicosis. 

Silicosis  is  the  result  of  cumulative  long 
exposure  and  produces  a characteristic  roent- 
genographic  pattern.  The  history  of  exposure 
is  necessary  to  confirm  the  diagnosis.  Treat- 
ment is  primarily  removal  from  the  irritating 
dust. 

Other  silicate  dusts  such  as  asbestos,  talc, 
and  diatomaceous  earth,  produce  disabling 
pneumoconiosis. 

Beryllium  dust  produces  a chemical  pneu- 
monitis which  differs  from  the  other  pneu- 
moconioses because  of  the  lack  of  correlation 
between  the  amount  of  exposure  and  degree 
of  involvement. 

Many  dusts  are  harmless  and  produce  only 
benign  pneumoconioses.  Chest  x - ray  in 
these  instances  may  show  a moderate  reac- 
tive fibrosis  which  never  progresses  to  nod- 
ulation.  These  dusts  are  neither  toxic,  aller- 
genic, or  pathogenic.  The  presence  of  these 
dusts  produces  no  symptoms,  no  disability, 
and  no  predisposition  to  pneumonia,  bron- 
chitis, or  tuberculosis. 

The  disabling  pneumoconioses  are  gradu- 
ally becoming  non-existant  as  the  result  of 
dust  control  measures  in  industry — the  prod- 
uct of  engineering  and  medical  skill. 
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MALARIA  SUPPRESSED  BY  PRIMAQUINE 
AND  PLAQUENIL 

Suppressive  tests  with  93  dark-skinned  adults 
and  children  treated  with  the  drugs  primaquine 
and  Plaquenil  resulted  in  a sharp  reduction  in  the 
incidence  of  malaria  infection,  with  no  toxic  effects 
noted,  reports  Herbert  C.  Clark  of  the  Gorgas  Mem- 
orial Laboratory  in  Panama.  His  findings  are  pub- 
lished in  the  American  Journal  of  Tropical  Medicine 
and  Hygiene  (3:20,  March,  1954). 

The  absence  of  any  harmful  reactions  among  the 
42  adults  and  51  children  is  viewed  as  a significant 
indication  that  the  drugs  are  well  tolerated  in  prop- 
er doses  both  by  white  and  dark-skinned  people. 
Mr.  Clark  adds  that  a similar  observation  was  sub- 
sequently made  by  Dr.  Alf.  Alving,  University  of 
Chicago,  using  the  same  dosage  of  the  two  drugs 
in  trials  with  100  Negroes. 

After  three  weeks  of  the  Panama  study,  only  six 
cases  were  found  positive  for  malaria  parasites, 
although  the  percentage  of  positives  had  been  52.2 
per  cent  at  the  start.  Treatment  continued  from 
20  to  26  weeks  with  a combined  tablet  of  primaquine 
and  Plaquenil  which  was  given  to  all  age  groups 
on  the  basis  of  body  weight. 

Primaquine  and  Plaquenil  are  manufactured  by 
Winthrop-Steams,  Inc. 


One  fact  which  must  be  acknowledged  and  is  of 
practical  importance  is  that  over  the  country  the 
annual  number  of  newly  reported  cases  of  tuber- 
culosis has  declined  very  little.  In  fact,  the  num- 
ber increased  from  1940  until  1948  and,  while  it 
has  gone  down  for  the  past  four  years,  in  1952  it 
was  still  slightly  higher  than  in  1940,  although  the 
case  rate  has  gone  down  since  it  is  affected  also 
by  the  increasing  population.  Even  though  many 
of  these  cases  do  not  require  hospitalization,  all 
should  be  investigated,  their  clinical  status  deter- 
mined, their  familial  contacts  studied,  and  other  ap- 
propriate control  measures  taken  where  indicated. 
Thus,  there  has  been  no  decrease  in  the  effort  re- 
quired of  health  departments  and  voluntary  agen- 
cies, and  no  reduction  in  ppersonnel  or  funds  should 
be  contemplated.  In  fact,  greater  effort  is  demand- 
ed if  tuberculosis  is  to  be  eradicated,  and  no  lesser 
goal  should  satisfy  us.  (Philip  E.  Sartwell,  M.D., 
Nat.  Tuberc.  A.  Tr.,  MaMy,  1954). 
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Mosquitoes  °nd  Encephalitis 
in  Nebraska 


The  author,  Mr.  W.  F.  Rapp,  points  out  the 
probability  that  western  equine  encephalomyelitis 
has  been  endemic  in  Nebraska  for  a long  time, 
and  that  the  natural  reservoir  is  probably  certain 
birds  native  to  this  area.  Other  birds  and  ani- 
mals have  been  found  to  be  infected.  The  main 
vector  is  thought  to  be  the  mosquito,  Culex  tar- 
salis,  though  other  species  may  also  be  vectors. 
The  control  of  the  disease  in  this  area  is  limited, 
at  this  time,  to  mosquito-control. 

Editor 

ALTHOUGH  Western  equine  en- 
cephalitis was  not  recognized  as 
a distinct  disease  entity  until 
1980,  when  the  virus  was  first  isolated, 
there  is  good  evidence  that  this  malady  has 
caused  severe  epizootics  among  horses  and 
mules  in  the  United  States  for  at  least  100 
years.  Many  of  the  outbreaks  formerly  des- 
ignated as  cerebrospinal  meningitis,  blind 
staggers,  Kansas-Nebraska  Horse  Plague, 
Borna  disease,  sleeping  sickness,  and  forage 


WILLIAM  F.  RAPP,  JR. 

Division  of  Sanitation, 

State  Department  of  Health 
Lincoln,  Nebraska 

not  recorded.  For  example,  the  U.S.  Bureau 
of  Animal  Industry  report,  for  1912,  showed 
a high  incidence  of  the  disease  for  Kansas 
and  Nebraska.  Estimates  indicate  that  in 
these  two  states  about  35,000  horses  and 
mules  died  of  this  disease. 

Since  1930,  six  hundred  and  two  human 
cases  of  encephalitis  have  been  reported  from 
Nebraska,  approximately  30  per  cent  of 
which  were  fatal.  Since  1935,  four  major 
epizootics  in  horses  have  occurred  with  a to- 
tal number  of  19,882  cases  being  reported. 
In  1938,  the  largest  outbreak  in  horses  oc- 
curred, with  13,881  cases  reported  in  Ne- 
braska; but  it  is  interesting  to  note  that  in 


poisoning  were  no  doubt  caused  by  the  virus 
of  Western  equine  encephalitis.  As  early  as 
the  middle  of  the  nineteenth  century,  west- 
ern veterinary  practitioners  recognized  and 
reported  outbreaks  of  a febrile  disease  of 
horses  with  symptoms  comparable  to  those 
observed  in  equine  encephalitis  today.  Ap- 
proximately ten  major  epizootics  have  oc- 
cured  between  1847  and  1930;  undoubtedly 
there  were  many  other  outbreaks  that  were 


the  same  year  only  eleven  human-being  cases 
were  reported.  The  largest  outbreak  of  hu- 
man cases  in  Nebraska  occurred,  in  1941, 
three  hundred  and  sixty-six  cases  being  re- 
ported, but  only  1,030  equine  cases  were  re- 
ported. In  comparing  the  number  of  equine 
cases  in  1938  and  1941,  one  must  take  into 
consideration  the  fact  that  the  equine  popu- 
lation was  declining,  and  that  although  there 
were  fewer  cases  in  horses  in  1941,  there 


290 


Nebraska  S.  M.  J. 


were  also  fewer  horses  and  mules  to  get  the 
disease.  Figure  1 shows  the  distribution  of 
the  disease  in  Nebraska. 

Since  the  great  majority  of  diagnosis  of 
encephalitis  cases  in  Nebraska  have  been 
based  upon  clinical  symptoms  alone,  one  can 
only  assume  that  all  infectious  encephalitis 
in  Nebraska  is  western  equine  encephalitis. 
In  1941,  Leake  stated:  “There  is  some  indi- 
cation that  on  the  fringes  of  the  epidemic, 
as  in  Nebraska,  the  St.  Louis  type  of  infec- 
tious encephalitis  may  account  for  a propor- 
tion of  the  cases.”  Unfortunately,  at  this 
time  we  do  not  have  the  facilities  to  do  mass 
virus  isolations  which  would  be  necessary  in 
order  to  obtain  a satisfactory  answer  to  our 
question. 

For  many  years  the  vector  of  western 
equine  encephalitis  was  unknown.  Reiser,  in 
1933,  was  able  to  experimentally  transmit 


tempted.  The  results  of  this  work  indicate 
that  many  native  species  of  birds  may  be  im- 
portant reservoirs  for  western  equine  en- 
cephalitis. Table  I is  a list  of  birds  which  oc- 
cur in  Nebraska,  and  which  have  been  found 
positive  for  neutralizing  antibodies,  or  the 
virus  has  been  isolated  from  them. 


TABLE  I 

BIRDS  OCCURRING  IN  NEBRASKA  WHICH  ARE 
SUSPECTED  RESERVOIRS  OF  WESTERN 
EQUINE  ENCEPHALITIS 
SPECIES : 

Brewer’s  Blackbird  Meadowlark 

Redwing  Pheasant 

American  Coot  Bobwhite 

Crow  Hairy  Woodpecker 

Mourning  Dove  Magpie 

Flicker  Prairie  Chicken 

Killdeer 


Since  western  equine  encephalitis  is  con- 
sidered unique  to  western  North  America, 
chickens  cannot  be  considered  as  the  source 
for  the  disease,  as  the  chicken  is  native  to 
Asia.  The  same  may  be  said  to  be  true  of 
the  pheasant. 


CULEX  TARSAL1S  FEMALES  PER  TRAP  NIGHT 
Figure  2 


the  disease  by  mosquitoes.  Since  that  time 
the  disease  has  been  the  subject  of  extensive 
field  and  laboratory  investigations  which 
were  summarized  from  the  entomological 
point  of  view,  in  1945,  by  H a m m o n and 
Reeves.  All  studies  to  date  seem  to  indicate 
that  the  virus  is  normally  maintained  as  an 
infection  of  native  birds  and  domestic  fowl, 
with  Culex  tarsalis  as  the  most  important 
vector;  the  majority  of  workers  believe  that 
infections  of  horses  and  man  are  incidental 
in  the  normal  cycle  of  the  virus.  Many  work- 
ers have  felt  that  chickens  were  the  principal 
reservoir  of  western  equine  encephalitis.  In 
recent  years  many  species  of  native  birds 
have  been  tested  for  neutralizing  antibodies, 
and,  also,  virus  isolations  have  been  at- 


It  should  be  kept  in  mind,  however,  that 
the  virus  has  also  been  isolated  from  some 
mammals  which  are  also  native  to  the  Ne- 
braska fauna.  Examples  of  these  are  deer, 
jack-rabbit,  and  ground  squirrel.  The  virus 
has  been  isolated  from  all  domestic  animals 
except  the  cat  which  seems  to  be  immune 
(Hull  1947). 

All  studies  to  date  seem  to  indicate  that 
the  mosquito,  Culex  tarsalis,  is  the  principal 
vector  to  western  equine  encephalitis.  Al- 
though the  virus  has  been  isolated  from  other 
species  of  mosquitoes,  it  is  felt  that  these 
other  species  play  a minor  role  in  the  trans- 
mission of  the  disease.  Tate  and  Gates 
(1944)  found,  as  a result  of  extensive  sur- 
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vey  of  mosquitoes  in  Nebraska,  that  Culex 
tarsalis  was  the  second  most  common  mos- 
quito found  in  this  state.  More  recently, 
workers  at  the  Mitchell  Field  Station,  United 
States  Public  Health  Service  (1952),  found 
that,  in  irrigation-seepage  areas  in  Scotts 
Bluff  County,  Culex  tarsalis  made  up  74  per 
cent  of  the  mosquitoes  collected  in  one  sea- 
son. In  the  Mirage  Flats  Irrigation  Project 
in  Sheridan  County,  the  same  workers  found 
that  Culex  tarsalis  was  again  the  dominant 
species. 

Figure  2 shows  the  known  distribution  of 
Culex  tarsalis  in  Nebraska  based  upon  light- 
trap  records.  It  is  not  to  be  assumed  that 
Culex  tarsalis  does  not  occur  in  the  blank 
counties,  but  rather  that  no  field  work  has 
been  done  to  date  in  these  areas.  In  general, 
one  can  state  that  the  Culex  tarsalis  popula- 
tion increases  as  one  travels  westward  across 
Nebraska. 

At  the  present  time  the  only  satisfactory 
method  of  combating  western  equine  en- 
cephalomyelitis lies  in  the  control  of  the 
mosquito.  It  is  a moot  question  as  to  wheth- 
er or  not  the  disease  can  be  completely  elim- 
inated, but  it  is  felt  by  the  writer  and  others 
that  by  means  of  mosquito-control  the  dis- 
ease can  be  reduced  to  the  same  status  as 
yellow  fever  or  malaria.  Such  a program, 
to  be  successful,  must  be  carried  on  at  least 
a district-  or  county-wide  basis. 

SUMMARY  AND  CONCLUSION 

Western  equine  encephalitis  has  been  en- 
demic in  Nebraska  for  a long  period  of  time. 
It  is  believed  that  the  natural  reservoir  for 
the  disease  is  certain  species  of  native  song 
birds.  The  principal  vector,  a mosquito 
( Culex  tarsalis)  is  extremely  abundant  in 
Nebraska  and  its  numbers  increase  from 
east  to  west.  It  is  felt  that  satisfactory  con- 
trol of  the  disease  may  be  obtained  best 
through  mosquito-control. 
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FROZEN  BULL  SEMEN  ADVANCES  REPORTED 
AT  DAIRY  CONFAB 

Research  reports  delivered  at  a frozen  bull  sper- 
matozoa conference  held  by  the  National  Association 
of  Artificial  Breeders  last  month  indicated  that  not- 
able advances  have  been  made  in  preparation,  stor- 
age and  use  of  frozen  semen  by  the  dairy  industry. 
Bull  semen,  as  previously  reported  in  Glycerine 
Facts,  can  be  preserved  at  — 79°  C in  extender  solu- 
tions containing  glycerine  for  periods  exceeding  a 
year  without  diminution  of  fertilizing  capacity.  By 
contrast,  liquid  semen  as  now  collected  and  stored 
must  be  used  within  about  a week. 

Conception  rates  obtained  in  several  thousand 
services  at  dairy  research  centers  in  this  country 
and  in  Canada  give  evidence  that  results  with  frozen 
semen  comparable  to  those  obtained  with  fresh  un- 
frozen semen  are  possible.  Consensus  of  the  con- 
ference was  that  frozen  bovine  spermatozoa  is  a 
tool  of  great  potential  value  in  decreasing  the  num- 
ber of  sires  required  to  breed  the  cow  population, 
and  thereby  in  improving  herds,  provided  it  is  pos- 
sible to  cull  the  less  desirable  sires. 

Many  factors,  however,  remain  to  be  determined 
— e.g.,  content  of  extender  solution,  usually  com- 
posed of  glycerine  and  milk  or  egg  yolk,  trisodium 
citrate  and  glycerine. 


STUDY  FINDS  ATABRINE 
EFFECTIVE  IN  TAPEWORM 

The  antimalarial  Atabrine  meets  the  requirements 
of  a drug  to  treat  tapeworm  more  “ideally  than 
preparations  customarily  used,”  according  to  Dr. 
K.  M.  Paeckelmann,  in  an  article  abstracted  from 
the  Journal  of  the  American  Medical  Association 
(156:74,  Sept.  4,  1954). 

His  conclusions  are  based  on  a review  of  the  lit- 
erature and  his  personal  observations  since  1944, 
when  Atabrine’s  effectiveness  against  tapeworm  was 
first  discovered.  In  347  of  488  patients  with  Taenia 
saginata  or  Taenia  solium  treated  with  Atabrine, 
the  tapeworm  with  head  with  expelled.  The  tape- 
worm was  expelled,  although  the  head  could  not 
be  found,  in  an  additional  46  patients,  Dr.  Paeckel- 
mann states. 

In  the  procedure  followed,  he  notes  that  the  tape- 
worm was  expelled  within  two  to  four  hours.  Sug- 
gesting that  administration  of  Atabrine  be  made 
through  the  duodenal  tube,  he  adds  that  chances 
of  successful  treatment  are  increased  by  this  meth- 
od. 

The  use  of  1 gm.  doses  “is  not  likely  to  cause 
toxic  manifestations,”  he  says,  and  success  in  treat- 
ment “may  be  expected  in  from  80  to  90  per  cent 
of  cases.” 


One  of  the  most  difficult  and  complex  problems 
met  with  in  the  control  of  tuberculosis  is  reactiva- 
tion of  the  disease.  There  are  many  factors  in- 
volved, such  as  the  extent  of  disease  when  first 
diagnosed  and  the  socio-economic  level  and  environ- 
ment of  the  patient,  the  duration  of  treatment  and 
adaptability  to  sanatorium  regime,  and  occupation 
following  discharge  from  sanatorium.  G.  C.  Brink, 
M.D.,  Can.  J.  Pub.  Health,  May,  1954. 
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Retrolental  Fibroplasia 
in  Nebraska * 


Forty-nine  per  cent  of  blind  children  of  pre- 
school age,  in  Nebraska,  are  known  to  have  lost 
their  sight  because  of  retrolental  fibroplasia,  says 
this  author.  This  percentage  compares  favorably 
with  those  of  surrounding  states,  and  some  states 
report  that  as  high  as  eighty  to  eighty-nine  per 
cent  of  blindness  in  this  age-group  is  due  to  this 
disease.  The  author  presents  interesting  data  to 
prove  that  retrolental  fibroplasia  very  often  is  due 
to  excessive  administration  of  oxygen  during  the 
first  few  weeks  of  life. 

EDITOR 

T N THE  State  of  Nebraska  there 
JL  are  forty-one  known  blind  chil- 
dren of  preschool  age.  Twenty 
of  these  children  (forty-nine  per  cent)  are 
blind  because  of  retinopathy  of  prematurity 
or,  as  it  is  more  popularly  known,  retrolental 
fibroplasia.  In  addition,  five  children  in  the 
School  for  the  Blind  at  Nebraska  City  are 
blind  because  of  this  disease. 

The  situation  is  not  unique  in  the  State 
of  Nebraska.  Hines1,  in  a recent  survey, 


STANLEY  M.  TRUHLSEN,  M.D. 

Omaha,  Nebraska 

In  our  neighboring  states  the  following 
figures  were  reported:  Kansas,  sixty  per 

cent;  Iowa,  fifty  per  cent;  Colorado,  seven- 
ty-seven per  cent;  Wyoming,  seventy-five 
per  cent;  and  South  Dakota,  sixty-seven  per 
cent.  Nebraska,  therefore,  compares  favor- 
ably with  these  other  Midwestern  states. 
The  reported  cases  in  Nebraska  are  not  lim- 
ited to  the  densely  populated  areas.  The 
twenty-five  known  cases  represent  fourteen 
counties. 

These  figures  are  being  presented  because 
this  tragic  loss  of  vision  need  not  continue 
inasmuch  as  it  is  now  felt  that  in  the  ma- 
jority of  these  cases  this  condition  can  be 
prevented. 

Terry2  first  called  attention  to  retrolental 
fibroplasia  in  1942,  and  during  the  past  thir- 


Figure  1.  Distribution  of  known  cases  of  blindness  due  to  retrolental  fibroplasia,  in  Nebraska. 


found  the  incidence  of  blindness  due  to  retro- 
lental fibroplasia  in  preschool  children  to 
run  as  high  as  eighty-nine  per  cent  in  Mary- 
land and  Connecticut,  eighty-five  per  cent 
in  Texas,  eighty  per  cent  in  California,  and 
sixty  per  cent  in  New  York.  Twenty-six 
states  report  the  incidence  of  blindness  due 
to  retrolental  fibroplasia  as  fifty  per  cent 
or  greater  in  preschool  children. 

*From  the  Department  of  Ophthalmology,  University  of 
Nebraska  College  of  Medicine. 


teen  years  unremitting  attacks  by  scientists 
of  many  countries  have  fairly  well  clarified 
its  etiology,  pathology,  and  clinical  course. 

In  1953,  Reese,  King,  and  Owens3  sub- 
mitted a classification  that  was  adopted  by 
a joint  committee  appointed  by  the  National 
Society  for  the  Prevention  of  Blindness  for 
the  study  of  retrolental  fibroplasia.  The 
process  was  divided  into  an  active  and  a 
cicatricial  phase.  The  active  phase  is  divided 
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into  five  stages,  each  succeeding  stage  being 
a greater  degree  of  progression. 

Stage  I is  characterized  by  dilation  and 
tortuosity  of  the  retinal  vessels.  There  may 
be  neo-vascularization,  particularly  in  the  ex- 
treme periphery  of  the  fundus,  with  or  with- 
out small  hemorrhages. 

Stage  II  shows  the  changes  listed  above 
with  the  addition  of  new  vessels  and  peri- 
pheral retinal  clouding.  The  vitreous  may  be 
slightly  cloudy,  and  hemorrhages  are  usually 
present.  Spontaneous  regression  may  occur. 

Stage  III,  in  addition  to  the  above,  shows 
retinal  detachment  in  the  periphery  of  the 
fundus.  Spontaneous  regression  is  not  like- 
ly to  occur  after  the  pathologic  changes 
reach  this  stage. 

Stage  IV  displays  large  retinal  detach- 
ments, sometimes  around  the  entire  peri- 
pheral retina. 

Stage  V is  complete  retinal  detachment. 
These  stages  may  merge  or  overlap  to  a vary- 
ing degree  so  that  exact  grading  may  be  dif- 
ficult. 

Following  the  active  phase,  which  may 
stop  at  any  stage,  and  in  the  early  stages  re- 
gress, the  cicatricial  stage  begins. 

Grade  I reveals  small  areas  of  opaque  tis- 
sue in  the  periphery  without  retinal  detach- 
ment. The  fundus  may  be  pale  and  present 
narrowed  blood  vessels. 

Grade  II  may  show  some  small  areas  of  lo- 
calized detachment  with  more  opaque  tissue 
seen  in  the  periphery.  The  disc  may  be  dis- 
torted by  traction.  Patients  showing  these 
two  grades  may  have  useful  vision. 

Grade  III  shows  a large  sector-like  mass 
of  opaque  tissue  in  the  periphery  connected 
with  the  disc  by  a detached  retinal  fold. 

Grade  IV  has  some  grey-white  retrolental 
tissue  covering  part  of  the  pupillary  area; 
a red  reflex  may  be  seen  in  some  sectors. 

Grade  V has  grey-white  tissue  filling  the 
entire  pupillary  area  with  no  fundus  reflex 
present. 

ETIOLOGY 

© © MANY  THEORIES  have  been  pos- 
tulated and  investigated  regarding  the  cause 
of  retrolental  fibroplasia.  The  role  of  water 
miscible  vitamins,  iron,  vitamin  E defic- 
iency, premature  exposure  to  light,  vitamin 


A deficiency  in  the  mother,  oxygen,  feeding 
and  electrolytes  in  cows  milk,  blood  trans- 
fusions, and  virus  infections  have  been  re- 
ported on. 

While  no  one  has  shown  conclusive  proof 
as  to  the  cause  in  all  instances  of  retrolental 
fibroplasia,  the  role  played  by  oxygen  during 
the  first  few  weeks  of  life  has  been  found 
significant  by  many  workers.  In  1952,  under 
the  auspices  of  the  National  Institute  of  Neu- 
rological Diseases  and  Blindness  of  the  U.S. 
Public  Health  Service,  a National  Coopera- 
tive Study  on  retrolental  fibroplasia  was 
conceived. 

The  findings  of  this  group  were  reported 
by  Kinsey,  et  alA.  At  eighteen  hospitals 
throughout  the  country,  premature  infants 
weighing  1,500  grams  (3.5  lbs.)  or  less  who 
had  survived  forty-eight  hours  were  divided 
into  two  groups.  Those  in  the  first  group 
received  concentrations  of  oxygen  over  fifty 
per  cent  for  twenty-eight  days,  an  essentially 
routine  procedure.  The  second  group  re- 
ceived either  no  oxygen  or  limited  amounts 
used  only  on  the  basis  of  clinical  need.  Be- 
cause of  growing  indications  that  oxygen,  as 
given  in  the  first  or  routine  group,  might 
result  in  unnecessary  cases  of  retrolental 
fibroplasia,  only  one  twelfth  of  the  infants 
expected  to  be  in  the  study  were  assigned  to 
it. 

The  two  methods  of  treating  premature 
infants  revealed  no  statistical  difference  in 
mortality  rate.  There  was,  however,  a def- 
inite difference  in  the  number  of  babies  that 
developed  the  active  and  the  cicatricial  stages 
of  the  disease.  Of  the  fifty-three  infants 
who  received  routine  oxygen,  seventy-two 
per  cent  developed  retrolental  fibroplasia 
and  twenty-five  per  cent  went  on  to  the 
cicatricial  stage. 

Two  hundred  and  forty-five  infants  were 
treated  by  the  curtailed-oxygen  method;  of 
these,  only  thirty  per  cent  developed  the  ac- 
tive stage,  and  six  per  cent  advanced  to  the 
cicatricial  stage  of  this  disease.  It  is  inter- 
esting that  about  ninety  per  cent  of  those 
developing  the  active  stages  I and  II,  and 
fifty  per  cent  of  those  reaching  stage  III, 
regressed  to  normal. 

Kinsey,  et  al 4 also  pointed  out  that  the  in- 
cidence of  the  disease  appears  to  increase 
with  each  additional  day  of  exposure  to 
oxygen  during  the  first  week  or  ten  days  of 
life. 
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MANAGEMENT 

o o in  VIEW  OF  the  above  findings  and 
in  spite  of  the  fact  that  there  are  other  as 
yet  unexplained  causes  of  a small  percentage 
of  instances  of  retrolental  fibroplasia,  it 
seems  that  persons  handling  premature  in- 
fants should  carefully  regulate  early  exygen 
administration. 

Most  of  the  staff  of  the  Department  of  Pe- 
diatrics of  the  University  of  Nebraska  College 
of  Medicine  now  feel  that  oxygen  should  be 
restricted  or  limited  to  minimal  amounts  dic- 
tated by  clinical  need  and  that  a maximum 
oxygen  concentration  of  forty  per  cent  as  de- 
termined by  an  oximeter  should  be  given 
unless  special  critical  conditions  supervene. 
Gedgoud5  pointed  out  to  the  ophthalmology 
staff  at  the  University  of  Nebraska  that  the 
pediatricians  believe  the  child  should  be  car- 
ried on  oxygen  no  longer  than  clinical  de- 
mands make  necessary.  The  low  incidence 
of  retrolental  fibroplasia  in  Omaha  and  its 
surrounding  metropolitan  area  would  seem 
to  support  this  contention. 

When  an  oximeter  is  not  available  it  is  dif- 
ficult to  determine  accurately  the  percentage 
of  oxygen  being  administered.  Gedgoud5 
stated  that  when  using  the  Armstrong  incu- 
bator a rate  of  flow  of  oxygen  of  four  liters 
per  minute  will  generally  supply  a concen- 
tration of  forty  per  cent  or  less.  If  oxygen 
is  indicated,  a rate  of  flow  of  as  much  as 
four  liters  per  minute  is  therefore  usually 
safe. 

The  manufacturers  of  the  Isolette  sent  out 
a pamphlet  indicating  the  following  oxygen 
percentages  in  those  machines  having  a ser- 
ial number  No.  3,566  and  up. 

1 liter  per  minute=25-28  per  cent 

2 liters  per  minute=31-35  per  cent 

3 liters  per  minute=37-41  per  cent 

4 liters  per  minute=42-47  per  cent 

6-8  liters  per  minute=54-70  per  cent 

The  removal  of  the  baby  from  oxygen 
should  be  done  gradually,  because,  as  Bed- 
rossian,  Carmichael,  and  Ritter6  have  shown, 
the  incidence  of  the  disease  is  significantly 
higher  in  those  children  who  have  had  a 
rapid  reduction  of  their  oxygen  environment 
as  compared  to  those  who  are  gradually 
weaned. 

All  infants  weighing  less  than  1,800  grams 
(four  pounds)  should  have  their  fundi 
checked,  if  possible,  during  the  first  seven 
to  ten  days,  particularly  if  oxygen  is  given 
over  most  of  that  period.  One  drop  of  2 per 
cent  homatropine  hydrobromide,  followed  in 


ten  to  fifteen  minutes  by  one  drop  of  10 
per  cent  phenylephrine  (Neo-Synephrine(R)), 
produces  satisfactory  mydriasis  in  most 
cases.  The  early  signs  described  in  active 
Stages  I and  II  should  be  looked  for  partic- 
ularly. Weekly  ophthalmoscopic  rechecks 
are  usually  indicated  until  the  infant  is  dis- 
charged from  the  hospital. 

Because  of  the  serious  consequences,  the 
parents  should  be  advised  early  when  any 
pathologic  retinal  change  has  taken  place. 
If  it  appears  that  there  will  be  marked  vis- 
ual impairment,  a serious  educational  and 
social  problem  faces  both  the  parents  and  the 
child.  This  is  more  than  simply  a medical 
problem.  The  State  Services  for  the  Blind 
are  equipped  to  help  and  guide  these  parents 
and  children  in  the  period  of  adjustment 
and  rehabilitation  that  is  necessary.  Assis- 
tance will  be  given  if  the  parents  or  physi- 
cian will  write  to  the  Director  of  Services 
for  the  Blind,  Capitol  Building,  Lincoln,  Ne- 
braska. 

SUMMARY 

1.  Approximately  50  per  cent  of  the 
known  pre-school  blind  children  in  Nebraska 
are  blind  because  of  retrolental  fibroplasia. 

2.  Increasing  evidence  from  many  sources 
indicates  that  a large  majority  of  these  chil- 
dren are  blind  because  too  much  oxygen  was 
administered  routinely  during  the  first  few 
days  of  life. 

3.  In  accordance  with  these  findings,  it 
is  suggested  that,  after  the  first  48  hours, 
oxygen  be  restricted  entirely  or  limited  to  as 
little  as  is  compatible  with  critical  needs. 

4.  As  a general  rule,  a maximum  concen- 
tration of  forty  per  cent  is  given  when 
oxygen  is  indicated. 

5.  When  oxygen  is  given,  the  percentage 
administered  should  be  withdrawn  gradually 
rather  than  suddenly. 

6.  In  cases  where  blindness  has  resulted, 
it  is  suggested  that  the  parents  be  advised 
to  consult  the  Services  for  the  Blind  for  fur- 
ther guidance  and  counseling. 
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Doctor  Elmer  E.  Glenn  was  born  in  Grand  Island,  Nebraska,  on 
March  1,  1917  and  completed  his  elementary  education  there.  He  re- 
ceived a Bachelor  of  Arts  degree  from  the  University  of  Nebraska,  in 
1939.  In  1943,  he  received  the  degree,  Doctor  of  Medicine,  from  the 
University  of  Nebraska  College  of  Medicine.  Doctor  Glenn  interned  at 
the  University  of  Illinois  Research  and  Educational  Hospitals,  Chicago, 
Illinois.  He  served  residencies  at  Evangelical  Hospital,  Chicago,  January 
1 to  April  1,  1947,  and  at  Veterans  Administration  Hospital  in  Hines, 
Illinois,  from  April,  1947,  to  October,  1951. 

Doctor  Glenn  is  certified  by  the  American  Board  of  Surgery,  and  is 
a member  of  the  Hines  Surgical  Association. 

From  1944  to  1947,  he  served  in  the  U.S.  Army  in  the  Pacific  area. 

In  1952,  Doctor  Glenn  was  appointed  to  Surgical  Service  at  Veter- 
ans Administration  Hospital,  Dwight,  Illinois,  where  he  remained  until 
locating  at  Hastings,  Nebraska,  this  year. 

Doctor  Glenn  and  wife,  Libby,  have  a daughter,  Deborah  Rosalie, 
who  is  four  months  of  age. 

His  hobbies  are  gardening  and  weaving. 

Address:  City  National  Bank  Building,  Hastings,  Nebraska. 


Doctor  John  E.  Fitzpatrick  was  born  April,  1925,  in  Omaha  and  attended  elemen- 
tary schools  in  that  city.  His  premedical  and  medical  education  were  taken  at  the 
Creighton  University,  graduating  with  the  degree,  Doctor  of  Medicine,  in  1952. 

Doctor  Fitzpatrick  interned  at  the  Creighton  Memorial  St.  Joseph’s  Hospital  in 
Omaha,  and  practiced  briefly  in  Iowa  from  1953-54. 

From  1943-46,  Doctor  Fitzpatrick  served  in  the  U.S.  Navy. 

Doctor  Fitzpatrick  and  wife,  Jean,  have  one  girl,  Rosemary,  18  months.  Mrs.  Fitz- 
patrick is  a member  of  the  Nebraska  State  Medical  Auxiliary. 

In  August  of  1954,  Doctor  Fitzpatrick  began  practicing  in  Omaha. 

Address:  1907  South  39th  Street,  Omaha,  Nebraska. 


Doctor  Robert  H.  Gregg  was  born  at  Hawarden,  Iowa,  on  October  31, 
1923,  and  his  elementary  education  was  obtained  there.  He  enrolled  at 
the  State  University  of  Iowa  in  Iowa  City  for  his  premedical,  education 
and  medical  training,  and  graduated  with  the  degree,  Doctor  of  Medicine, 
in  1947.  His  internship  was  served  at  Harper  Hospital  in  Detroit. 

Doctor  Gregg’s  residencies  were  served  in  pathology  at  Presbyterian 
Hospital  in  New  York  City  (1948-49);  in  pediatrics,  at  Children’s  Hos- 
pital in  Detroit,  Michigan  (1949-50),  and,  in  pediatrics,  at  Columbia- 
Presbyterian  in  New  York  City  from  1950-52. 

Doctor  Gregg  is  certified  by  the  American  Board  of  Pediatrics  and 
is  an  Instructor  in  Pediatrics  at  the  Creighton  University  School  of 
Medicine  at  the  present  time. 

His  military  service  consisted  of  duty  with  the  U.S.  Army. 

Doctor  Gregg  is  married;  his  wife  is  Linda  S.  Gregg. 

He  is  in  practice  with  a classmate,  John  R.  Mitchell,  M.D.,  who  is 
also  a pediatrician. 

Address:  4815  Dodge  St.,  Omaha,  Nebraska. 
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Doctor  Charles  F.  Heider,  Jr.,  was  bom  on  February  4,  1924  m Sutherland,  Ne- 
braska. He  attended  grade  and  high  schols  in  that  city  and  enrolled  at  the  Univer- 
sity of  Nebraska  for  his  premedical  education.  Doctor  Heider  studied  at  the  Univer- 
sity of  Nebraska  College  of  Medicine  and  received  his  degree,  Doctor  of  Medicine,  in 
1947,  from  there.  He  interned  at  St.  Luke’s  Hospital  in  Chicago. 

Doctor  Heider  served  residencies  at  Lincoln  General  Hospital  in  1948,  at  Veterans 
Hospital  in  Lincoln  in  1950,  and  at  the  University  of  Nebraska  Hospital  in  Omaha, 
in  1953. 

His  military  service  included  serving  in  the  U.S.  Army  in  1944-46  and  with  the 
Air  Force  from  1950-52. 

Doctor  and  Mrs.  Heider  (Nancy)  have  two  children,  ages  three  years  and  one 
year. 

His  hobbies  are  hunting  and  fishing. 

In  1949,  Doctor  Heider  was  in  general  surgery  practice  in  Lincoln  but,  since  1954, 
has  been  practicing  in  North  Platte,  Nebraska. 

Address:  1401  West  B Street,  North  Platte,  Nebraska. 


Doctor  Ray  Gillies  was  born  at  Pocatello,  Idaho,  on  July  17,  1920. 
He  attended  high  school  at  Omaha  Central  High  School,  and  entered 
Creighton  University  where  he  received  his  Bachelor  of  Science  degree 
in  1942.  For  his  medical  education  he  enrolled  at  the  University  of  Ne- 
braska College  of  Medicine  where  he  received  the  degree,  Doctor  of 
Medicine,  in  1945.  His  internship  was  served  at  Methodist  Hospital  in 
Dallas,  Txas. 

Doctor  Gillies  took  a post-graduate  course  in  Otolaryngology  at 
Washington  University  School  of  Medicine  in  St.  Louis,  1948-49.  He 
was  a resident  in  Otolaryngology  at  The  University  of  Colorado,  1949- 
50  and  served  a preceptorship  in  Otolaryngology,  1950-51. 

Doctor  Gillies  is  certified  by  the  American  Board  of  Otolaryngology. 
He  is  a member  of  the  American  Academy  of  Ophthalmology  and  Otolar- 
yngology. 

Doctor  Gillies  served  in  the  U.S.  Army,  1946-48. 

He  was  appointed  Otolaryngologist  at  Omaha  Veterans  Administra- 
tion Hospital  in  1951,  and  continued  in  that  capacity  until  1955,  when  he 
entered  private  practice. 

Doctor  Gillies  and  his  wife,  Rachel  Florence,  have  two  children:  Ray 
O’Herin  Gillies,  III,  5 years  and  Sheila  Marie  Gillies,  1 year. 

His  hobbies  are  radio  and  electronics,  photography  and  travel. 

Address:  631  Medical  Arts  Building,  Omaha,  Nebraska. 


Doctor  Robert  Charles  Kelley  was  bom  in  Sioux  Falls,  South  Dakota,  on  October 
10,  1922,  and  attended  grade  and  high  schools  in  that  city.  He  took  his  premedical 
schooling  at  Sioux  Falls  College,  Sioux  Falls,  South  Dakota;  at  Carleton  College, 
Northfield,  Minnesota,  and  at  St.  John’s  University,  Collegeville,  Minnesota.  He  en- 
tered the  Creighton  University  School  of  Medicine,  in  Omaha,  and  obtained  the  degree, 
Doctor  of  Medicine,  in  1951.  Doctor  Kelley  served  an  internship  at  St.  Catherine’s 
Hospital,  in  Omaha. 

From  1943-46,  he  served  in  the  Weather  Service  of  the  Air  Corps. 

Doctor  Kelley  practiced  medicine  in  Omaha  in  1952-53.  In  1953  he  started  his 
present  practice  in  Beemer,  Nebraska. 

Doctor  Kelley  is  married.  He  and  his  wife,  Emily  Alice,  have  a son,  Charles,  15 
months  of  age. 

Golfing  is  Doctor  Kelley’s  hobby. 

Address:  Beemer,  Nebraska. 
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Coming  Meetings 

CRIPPLED  CHILDREN’S  CLINICS— 

August  6,  Chadron,  Elks  Club 
August  20,  Broken  Bow,  Elks  Club 

5TH  ANNUAL  POSTGRADUATE  CIRCUIT 
COURSE,  September  26-October  1,  1955 — Scotts- 
bluff,  Sept.  26;  North  Platte,  Sept.  27;  Grand  Is- 
land, Sept.  28;  Norfolk,  Sept.  29;  Fremont,  Sept. 
30;  Nebraska  City,  Oct.  1. 

NEBRASKA  ACADEMY  OF  GENERAL  PRAC- 
TICE SCIENTIFIC  SESSION  — Cornhusker  Ho- 
tel, Lincoln,  September  15,  1955. 


“Furadantin(R)  is  an  effective  drug  in  the  treat- 
ment of  urinary  infection  caused  by  Escherichia  coli 
and  Aerobacter  aerogenes,”  Dr.  Joseph  H.  Kaplan 
and  Dr.  Richard  Hobgood,  Dept,  of  Surgery,  College 
of  Medical  Evangelists,  Los  Angeles,  report  in  Jour- 
nal of  Urology,  72:549,  September,  1954.  They 
studied  50  patients  who  had  urinary  tract  infections. 

Thirty  patients  experienced  laboratory  cures,  the 
investigators  state.  Nineteen  patients  with  chronic 
infections  had  previously  been  treated  unsucessfully 
with  sulfonamides  and  antibiotics.  Of  these,  Fura- 
dantin  effected  a laboratory  cure  in  6 and  clinical 
improvement  in  5. 

The  authors  conclude  that  “it  is  our  impression 
that  Furadantin  is  a valuable  adjunct  to  the  already 
available  chemotherapeutic  and  antibiotic  agents.” 


Organization  Section 

News  and  Views 

From  the  Lincoln  Journal — 

The  American  Medical  Association  charged 
that  a Democratic  plan  to  provide  free  polio 
vaccine  to  all  children  is  “completely  un- 
necessary” and  would  involve  an  “unreason- 
able” expense  for  American  taxpayers. 

“In  accordance  with  the  great  traditions 
of  medicine,”  it  asserted,  “no  child  will  be 
denied  a vaccination  because  of  inability  to 
pay  a physician’s  fee.” 

A.M.A.  spokesmen  told  the  Senate  Labor 
Committee  the  physicians’  organization 
would  reluctantly  accept  the  President’s  more 
modest  35  million  dollar  proposal  to  furnish 
free  vaccine  only  to  youngsters  whose  par- 
ents cannot  pay.  But  they  said  that  no  new 
legislation  or  federal  program  really  is  need- 
ed. Physicians  and  local  health  authorities, 
they  said,  can  solve  the  vaccine  problem  un- 
der the  government’s  voluntary  distribution 
plan. 

From  the  Lincoln  Star-Journal — 

Construction  on  the  new  medical-center 
building  for  the  Lincoln  Clinic  is  to  begin 
immediately  and  is  expected  to  be  completed 
by  July  15,  1956. 

The  building  contract  was  awarded  to  the 
Olson  Construction  Company  for  $497,233. 
The  total  estimated  cost  for  the  site,  building 
and  equipment  is  $750,000. 

Constructed  of  Indiana  limestone  and 
brick,  the  three-story  medical-center  build- 
ing will  be  50  by  180  feet  and  will  contain 
27,000  square  feet  of  floor  space.  Provisions 
are  being  made  for  vertical  expansion.  Off- 
street  parking  facilities  will  provide  space 
for  115  cars.  Designed  to  provide  complete 
medical  facilities,  the  new  building  will  have 
facilities  for  27  physicians,  although  only  17 
physicians  are  now  associated  with  the  clinic. 
The  Lincoln  Clinic  was  established  in  1914. 

From  the  Omaha  World-Herald — 

More  than  five  thousand  Viennese  physi- 
cians marched  through  downtown  Vienna  in 
their  white  coats,  recently,  to  demonstrate 
for  the  right  of  patients  to  choose  their  own 
doctors.  The  doctors  were  protesting 
against  a new  social  security  law,  now  pend- 
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ing  in  Parliament,  under  which  the  Govern- 
ment health  insurance  officials  automatical- 
ly would  assign  patients  to  physicians. 

From  the  Syracuse  Journal-Democrat — 

The  Knighthood  of  St.  Gregory  the  Great 
was  recently  conferred  on  Dr.  C.  J.  For- 
manack,  Syracuse.  The  Decoration  and 
Medal,  conferred  by  Pope  Pius  XII,  and  the 
investiture  in  the  Order  of  Knighthood  was 
an  impressive  ceremony  with  Bishop  Louis 
B.  Kucera,  D.D.,  LL.D.,  officiating.  The 
Decoration  is  one  awarded  for  distinguished 
service  and  is  conferred  upon  non-Catholics 
as  well  as  Catholics.  Dr.  Formanack  was  the 
only  person  honored  with  this  award  in  east- 
ern Nebraska. 

In  addition  to  his  medical  practice,  Dr. 
Formanack  has  been  very  active  in  civic  af- 
fairs and  is  a past  president  of  the  Syracuse 
Chamber  of  Commerce.  He  is  a graduate 
of  Creighton  University  School  of  Medicine. 

From  the  Lincoln  Star- Journal — 

Once  a year  diabetic  children  in  Nebraska 
get  a chance  to  go  to  a summer  camp.  This 
annual  two-week  outing  for  the  youngsters 
is  Springdale  Camp.  As  in  previous  years, 
the  13  days  of  outdoors  fun  was  at  Camp 
Catron  near  Nebraska  City.  Camping  dates 
were  June  12-25. 

The  camp  which  can  accommodate  about  40 
youngsters  included  such  activities  as  arch- 
ery, badminton,  swimming  and  crafts.  The 
program  also  teaches  the  youngsters  how  to 
care  for  themselves.  A dietician  teaches  the 
children  how  to  select  foods  which  will  not 
be  harmful  to  their  health.  A doctor  teaches 
the  children  how  to  give  themselves  their 
own  insulin  shots. 

From  the  Omaha  World-Herald — 

Dr.  David  H.  Waterman,  a former  Oma- 
han  and  a graduate  of  the  University  of  Ne- 
braska College  of  Medicine,  was  one  of  five 
persons  given  honorary  citations  recently  by 
the  Alumni  Association  of  Park  College  at 
Parkville,  Missouri. 

Doctor  Waterman  was  honored  for  his  ac- 
complishments in  thoracic  surgery,  for  the 
establishment  of  a school  loan  fund  and  a 
residency  for  foreign  doctors. 

From  the  Lincoln  Star — 

Two  recommendations  of  the  State  Hos- 
pital Advisory  Council  concerning  hospitals 


at  Osceola,  Omaha,  and  Chase  County  were 
to  be  reviewed  by  the  State  Board  of  Health 
late  in  June.  The  Advisory  Council  has 
recommended  allocation  of  $15,000  in  federal 
funds  to  the  Annie  Jeffrey  Memorial  Hos- 
pital at  Osceola  to  purchase  equipment  for 
the  hospital  now  under  construction.  Vern 
Pangborn,  state  hospital  director,  said  the 
council  ajso  recommended  that  funds  earlier 
allocated  to  the  Chase  County  Hospital  at 
Imperial  be  withdrawn. 

The  $100,000  thus  made  available  would  be 
allocated  to  the  new  Bishop  Clarkson  Me- 
morial Hospital  in  Omaha  for  new  equip- 
ment, under  the  council’s  recommendation. 
The  hospital,  now  under  construction,  is  a 
part  of  the  University  of  Nebraska  Medical 
Center. 

The  council  advised  withdrawal  of  funds 
to  Chase  County  because  of  “division  within 
the  community  and  inability  to  proceed  suc- 
cessfully into  a constructive  program”  at  this 
time.  Upon  submission  of  an  approved  pro- 
gram, the  council  ruled,  available  funds 
should  be  allocated  to  construction  of  a new 
Chase  County  Hospital.  All  Council  recom- 
mendations are  subject  to  review  by  the 
State  Board  of  Health. 

From  the  Omaha  World-Herald — 

Two  former  members  of  the  Creighton 
University  Board  of  Lay  Regents  were  hon- 
ored posthumously  at  the  university  com- 
mencement in  June. 

Alumni  achievement  citations  were  pre- 
sented to  the  widows  of  Dr.  Adolph  Sachs 
and  Dr.  Louis  D.  McGuire. 

Both  doctors  were  Creighton  graduates 
and  on  the  staff  of  the  School  of  Medicine 
at  the  time  of  their  deaths  this  spring.  Doc- 
tor Sachs  was  chairman  of  the  regents  from 
1950  to  1952.  He  was  head  of  the  Depart- 
ment of  Medicine.  Doctor  McGuire  was  Pro- 
fessor of  Surgery. 

From  the  Seward  Blade — 

Seward  county  doctors  and  dentists  got  to- 
gether recently  to  pay  honor  to  members  of 
their  professions  who  have  completed  50 
years  of  service.  At  a dinner  meeting  the 
Seward  County  Medical  Society  and  Sew- 
ard county  dentists  recognized  the  work  of 
Dr.  B.  E.  Morrow,  M.D.,  and  C.  D.  Kenner, 
D.D.S.,  both  of  whom  recently  completed  a 
half  century  of  professional  work.  District 
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Judge  Harry  D.  Landis  of  Seward,  was  the 
guest  speaker. 

From  the  Omaha  World-Herald  (Public  Pulse) — 

Health  insurance  promoters  like  to  tell  us 
that  unless  we  take  out  health  insurance  we 
will  be  headed  for  socialized  medicine.  I 
tell  them  that  I think  they,  plus  some  doc- 
tor’s willingness  to  charge  all  according  to 
the  insurance  company’s  maximum  payments 
on  the  deluxe  policies,  are  driving  us  to  so- 
cialized medicine.  The  whole  thing  is  mak- 
ing me  favor  socialized  medicine  more  every 
day. 

I’d  like  to  hear  from  some  doctors  on  the 
subject.  I realize  that  doctors  don’t  get  rich 
overnight,  but  it  seems  to  me  that  they  tend 
to  forget  the  humanitarian  angle  of  their 
profession.  Isn’t  there  a lot  of  satisfaction 
in  setting  a broken  arm  straight?  Or  is  the 
satisfaction  in  seeing  how  many  things  can 
be  charged  for  it  after  the  injury  is  set? 
Isn’t  there  such  a thing  as  charity  from  a 
doctor  any  more?  I AM  CONFUSED. 

From  the  Omaha  World-Herald — 

Howard  Kennedy  of  Omaha  will  head  the 
United  Community  Services  health  council 
for  the  coming  year.  His  vice  chairman  is 
Mrs.  C.  W.  Hamilton.  Mr.  Kennedy,  an  at- 
torney, was  vice  chairman  last  year.  He  is 
president  of  the  Arthritis  and  Rheumatism 
Foundation  and  a member  of  City  Park  and 
Recreation  Commission. 

Elected  executive  committee  members  were 
Dr.  E.  Dexter  Henry,  Wesley  T.  Cobb,  Dr. 
J.  Harry  Murphy,  Dr.  S.  C.  Mageria  and  Dr. 
Alexander  T.  Harvey. 

The  council’s  report  cited  two  main 
studies : development  of  more  physical  ther- 
apy services  and  services  for  homebound 
patients. 

From  the  Lincoln  Star-Journal — 

Twenty-six  children  attended  the  annual 
two-week  Springdale  Camp  for  diabetic  chil- 
dren this  year.  The  camp  was  founded  by 
the  late  Dr.  Floyd  L.  Rogers,  of  Lincoln,  in 
cooperation  with  the  Girl  Scouts,  four  miles 
east  of  Nebraska  City. 

The  children  included  a Denver,  Colorado, 
girl,  two  children  from  Iowa  and  two  from 
South  Dakota.  The  children  usually  come  to 
the  camp  at  the  suggestion  of  family  doc- 


tors, and  people  who  are  acquainted  with  its 
activities,  according  to  Mrs.  Floyd  Rogers, 
who  helped  at  the  camp  this  year. 

The  camp  is  intended  to  let  the  children 
enjoy  an  active  camp  and  at  the  same  time 
learn  nutrition  pointers  for  diabetics.  The 
camp  is  financed  by  doctors  and  others  inter- 
ested in  the  diabetic  program. 

From  the  Omaha  World-Herald — 

Only  about  one  out  of  every  five  gradu- 
ates of  Nebraska’s  two  medical  schools  stays 
in  this  state  to  practice,  a study  indicated  re- 
cently. 

But  state  medical  officials  say  the  exodus 
is  more  than  counterbalanced  by  the  influx 
of  doctors  from  other  states. 

“We  have  as  many  more  new  doctors  com- 
ing into  the  state  each  year  as  graduates  go- 
ing out,”  said  M.  C.  Smith,  Executive  Secre- 
tary of  the  Nebraska  State  Medical  Associa- 
tion. Of  659  graduates  from  1945  through 
1953,  from  the  University  of  Nebraska  Col- 
lege of  Medicine,  135  are  now  practicing 
in  the  state.  That’s  slightly  more  than  20 
per  cent.  Of  Creighton  University’s  1,990 
medical  school  alumni,  419,  or  about  21  per 
cent,  are  practicing  in  Nebraska.  A check 
of  Omaha  and  Lincoln  hospitals  indicated 
that  about  45  per  cent  of  the  graduates  in- 
terning in  those  hospitals  remained  in  the 
state  after  their  internships.  Many  of  the 
interns  come  from  outside  Nebraska. 

From  the  North  Platte  Telegraph-Bulletin — 

Dr.  Lloyd  Kunkel  of  Weeping  Water 
talked  on  one  of  his  hobbies,  violin  making, 
at  a recent  Rotary  Club  meeting.  He  told 
how  he  imported  special  types  of  wood  from 
Switzerland  and  built  violins  with  specially 
designed  tools.  He  has  sold  violins  for  as 
high  as  $500  and  “as  little  as  nothing  when 
I find  a worthy  student  who  cannot  afford 
to  pay.”  Dr.  Kunkel  is  also  an. amateur 
archeologist. 

From  the  Omaha  World-Herald — 

Dr.  Charles  M.  Wilhelmj,  director  of  re- 
search at  the  Creighton  University  School 
of  Medicine,  has  received  a $4,200  grant 
from  the  American  Heart  Association. 

The  grant  is  to  continue  Dr.  Wilhelmj’s 
research  into  the  relationship  of  diet  to  high 
blood  pressure.  His  work  involves  the  re- 
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actions  of  dogs  to  certain  types  of  diet  and 
changes  in  diet. 

Dr.  Wilhelm j was  the  only  Nebraskan  in- 
cluded in  the  149  scientists  given  grants  by 
the  A.H.A.  The  association  is  giving  a total 
of  $1,418,972  for  research  this  year. 

From  the  Blair  Pilot-Tribune — 

Dr.  C.  D.  Howard,  Blair,  has  recently 
completed  his  20th  anniversary  of  medical 
practice  in  Blair.  While  busy  as  a physi- 
cian, Dr.  Howard  has  found  time  to  inject 
himself  into  civic  service.  He  was  one  of 
the  original  and  present  members  of  the 
Board  of  Public  Works. 

An  aviation  enthusiast  a number  of  years, 
he  helped  get  the  municipal  airport  founded 
here,  and  was  once  commander  of  the  local 
Civil  Air  Patrol.  He  has  taught  first  aid 
classes  in  a civil  defense  capacity. 

Dr.  Howard  also  helped  spark  the  success- 
ful campaign  which  is  now  resulting  in  a 
modern  new  hospital  building. 

From  the  Omaha  World-Herald  (Public  Pulse) — 

I was  much  interested  in  the  letter  from 
“I  Am  Confused”  as  I have  been  pondering 
the  same  idea.  We  are  surely  being  driven 
toward  socialized  medicine  by  unreasonable 
charges  made  by  some  doctors  (a  five  to 
seven  minute  office  call,  at  $10  makes  social- 
ized medicine  seem  not  too  bad). 

I cannot  believe  that  there  are  no  fair- 
minded  M.D.’s  left  in  Omaha,  that  all  of 
them  are  out  for  the  almighty  dollar  and 
have  no  sympathy  for  the  patient  as  a human 
individual.  I am  looking  for  a doctor  who 
isn’t  that.  M.G.C. 

Judicial  Council  of  the  American 
Medical  Association — 

At  the  suggestion  of  the  Judicial  Council 
of  the  A.M.A.,  we  are  publishing  the  follow- 
ing “Rules  of  the  Judicial  Council.”  The  in- 
formation contained  herein  should  be  of  in- 
terest to  many  members  of  the  Nebraska 
State  Medical  Association. 

The  Judicial  Council — 

The  first  permanent  judicial  body  of  the 
American  Medical  Association,  the  Commit- 
tee on  Ethics,  was  appointed  in  1858.  In 
1873  that  Committee  was  replaced  by  the 


Judicial  Council  which  has,  since  that  time, 
been  the  court  of  last  resort  of  the  Associa- 
tion. The  Council  consists  of  five  members, 
elected  by  the  House  of  Delegates  on  nomina- 
tion of  the  President  for  terms  of  five  years. 
Its  jurisdiction,  defined  by  the  Constitution 
and  By-Laws,  includes  consideration  of  (1) 
ethical  and  constitutional  controversies,  (2) 
questions  relating  to  membership  and  (3) 
disputes  arising  between  members  or  mem- 
bers and  their  medical  societies. 

RULES  OF  THE  JUDICIAL  COUNCIL 

AMERICAN  MEDICAL  ASSOCIATION 

Rule  I.  Administration. 

A.  Meetings.  The  Judicial  Council  will 
meet  during  the  Annual  and  Clinical  Ses- 
sions of  the  American  Medical  Association. 
Other  meetings  of  the  Council  may  be  called, 
on  reasonable  notice,  by  the  Chairman  of  the 
Council,  or  they  shall  be  called,  on  reason- 
able notice,  by  the  Secretary  of  the  Ameri- 
can Medical  Association  on  the  written  re- 
quest of  at  least  three  members  of  the  Coun- 
cil. 

B.  Chairman.  The  Judicial  Council  shall 
elect  from  among  its  members  a chairman 
and  vice-chairman  each  year  at  the  meeting 
of  the  Council  held  during  the  Annual  Ses- 
sion of  the  Association.  Each  shall  retain 
the  right  to  vote  on  all  matters. 

C.  Quorum.  Three  members  of  the  Judi- 
cial Council  shall  constitute  a quorum  but  a 
majority  vote  of  the  entire  Council  shall  be 
required  to  adopt  any  action. 

Rule  II.  Applications  for  Membership. 

A.  Active,  Associate  and  Service  Member- 
ship. Applications  for  active,  associate  or 
service  membership  in  the  American  Medical 
Association  will  be  considered  by  the  Judi- 
cial Council  at  any  meeting  upon  presenta- 
tion of  the  applications  by  the  Secretary  of 
the  Association. 

B.  Affiliate  Membership.  Applications 
for  affiliate  membership  submitted  by  physi- 
cians who  are  members  of  the  chartered  na- 
tional medical  societies  of  foreign  countries 
adjacent  to  the  United  States  or  by  Ameri- 
can physicians  who  are  located  in  foreign 
countries  and  engaged  in  medical  missionary 
and  similar  educational  and  philanthropic 
labors  will  be  considered  at  any  meeting  of 
the  Judicial  Council  on  presentation  of  the 
applications  by  the  Secretary  of  the  Associa- 
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tion.  The  Council  will  consider  and  approve 
only  those  applications  which  are  accompa- 
nied by  a statement  of  a responsible  and 
qualified  individual  attesting  to  the  above 
set  forth  requirements. 

C.  Refusal  of  Approval.  An  applicant  for 
membership  in  the  American  Medical  Asso- 
ciation whose  application  has  not  been  ap- 
proved by  the  Judicial  Council  will  be 
promptly  notified  of  such  fact,  and  will  be 
given  twenty  days  within  which  to  request 
reconsideration  of  his  application  in  accord 
with  the  provisions  of  Rule  III. 

Rule  III.  Reconsideration  of  Applications 
for  Membership. 

A request  for  reconsideration  of  a refusal 
to  approve  an  application  for  membership 
should  be  initiated  by  a written  statement 
setting  forth  the  reasons  for  reconsideration. 

Rule  IV.  Original  Controversies. 

Original  proceedings  before  the  Judicial 
Council  shall  be  initiated  by  a written  state- 
ment. Such  statement  shall  include  informa- 
tion (1)  identifying  the  parties  to  the  con- 
troversy, including  membership  affiliations, 
if  applicable,  and  (2)  explaining  the  nature 
of  the  controversy,  setting  forth  the  provi- 
sions of  the  Constitution,  By-Laws,  Rules 
or  Principles  of  Medical  Ethics  concerned. 

Rule  V.  Appeals. 

Appellate  proceedings  before  the  Judicial 
Council  shall  be  initiated  by  a written  state- 
ment of  such  appeal.  Such  statement  shall 
include  information  ( 1 ) identifying  the 
parties  to  the  case  and  indicating  member- 
ship affiliations  when  appropriate,  (2)  show- 
ing that  the  appellant  has  exhausted  rem- 
edies made  available  by  the  constitution  and 
by-laws  of  the  component  society  and  the 
constituent  association  and  (3)  describing 
the  error  of  law  or  procedure  which  is  be- 
lieved to  have  occurred  during  the  proceed- 
ings. The  statement  shall  also  include  a con- 
cise, factual  resume  of  the  case.  Appellant 
shall  submit  with  the  statement  the  charges, 
complaints,  findings,  opinions  and  decisions 
previously  entered  in  the  case. 

Rule  VI.  Interpretation  of  the  Constitution, 
By-Laws,  Rules  and  Principles  of  Medi- 
cal Ethics  of  the  American  Medical  As- 
sociation. 

A.  Requests  for  Interpretation.  Requests 
for  interpretation  of  the  Constitution,  By- 
Laws,  Rules  or  Principles  of  Medical  Ethics 


of  the  Association  shall  be  in  writing  and 
shall  describe  the  matter  to  be  interpreted  in 
sufficient  detail  to  enable  the  members  of 
the  Judicial  Council  to  evaluate  the  request 
in  all  its  aspects. 

B.  Interpretations  Initiated  by  the  Coun- 
cil. The  Judicial  Council,  on  its  own  motion, 
may  render  an  opinion  concerning  the  inter- 
pretation or  application  of  the  Constitution, 
By-Laws,  Rules  or  Principles  of  Medical 
Ethics  of  the  Association  and  may,  on  its 
own  motion,  consider  and  decide  the  consti- 
tutionality and  validity  of  all  rules  of  the  As- 
sociation pursuant  to  the  By-Laws  of  the  As- 
sociation. 

C.  Discretionary  Power.  The  Judicial 
Council  may,  in  its  discretion,  refuse  to  con- 
sider requests  for  interpretation  of  the  Prin- 
ciples of  Medical  Ethics  which  in  the  opinion 
of  the  Council  should  be  resolved  by  a com- 
ponent society  or  a constituent  association. 
Requests  for  interpretation  of  the  Principles 
of  Medical  Ethics  which  are  not  of  national 
interest  and  relate  to  the  observance  of  local 
customs  and  ideals  may  be  readdressed  to  the 
component  society  or  constituent  association 
primarily  responsible  for  knowledge  of  the 
requirements  of  such  local  customs  and  rec- 
ognized ideals. 

Rule  VII.  Jurisdiction. 

The  Judicial  Council  may,  on  its  own  mo- 
tion or  on  the  motion  of  any  party,  determine 
the  question  of  jurisdiction  at  any  stage  of 
the  proceedings. 

Rule  VIII.  Additional  Statements  and  Rec- 
ord. 

After  a statement  has  been  submitted  to 
the  Judicial  Council  with  the  intention  of 
initiating  an  action,  all  other  parties  in  in- 
terest shall  have  the  right  to  submit  a state- 
ment on  their  behalf.  Such  statements  shall 
be  filed  within  thirty  days  after  the  filing  of 
the  initiating  statement  unless  additional 
time  is  granted  by  the  Council. 

The  Judicial  Council  may  thereafter  re- 
quire the  parties  to  submit  such  transcripts 
of  testimony,  records,  written  statements 
supporting  their  contentions  or  other  ma- 
terial as  the  Council  may  deem  necessary. 

Rule  IX.  Hearings. 

A.  Notice  of  Hearings.  The  Council  may, 
in  its  discretion,  determine  whether  a hear- 
ing is  necessary  or  advisable.  The  Council 
will  designate  the  time  and  place  for  all 
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hearings,  giving  reasonable  notice  thereof  to 
all  parties. 

B.  Attendance.  The  attendance  at  hear- 
ings may  be  limited  to  the  members  of  the 
Judicial  Council,  the  staff,  witnesses,  if  any, 
the  parties  and  counsel,  who  may  speak  in 
their  behalf.  Should  any  party  to  the  con- 
troversy fail  to  appear,  the  Council  may,  in 
its  discretion,  continue,  dismiss  or  decide  the 
matter. 

C.  Evidence  and  Argument.  The  Judi- 
cial Council  will  not  be  bound  by  technical 
rules  of  evidence  usually  employed  in  legal 
proceedings  but  may  accept  any  evidence  it 
deems  appropriate  and  pertinent. 

In  any  appeal  case  the  review,  if  any,  of 
the  evidence  will  be  limited  to  the  evidence 
presented  in  the  proceedings  before  the  com- 
ponent society  and  constituent  association  or 
appropriate  committee,  board,  or  group 
thereof ; provided,  however,  that  in  the  event 
the  Council  is  of  the  opinion  such  evidence  is 
inadequate  to  determine  the  question  of  law 
or  procedure  presented,  the  Council,  on  its 
own  motion  or  on  the  suggestion  of  any 
party,  may  require  the  production  of  addi- 
tional evidence  before  the  Council  or  refer 
the  matter  to  the  appropriate  body  for  addi- 
tional evidence. 

In  matters  other  than  appeal  cases,  the  Ju- 
dicial Council  will  grant  the  parties  the  right 
to  present  evidence  to  the  extent  the  Coun- 
cil believes  appropriate  to  the  particular  mat- 
ter in  controversy. 

In  all  hearings,  the  Council,  within  reason- 
able limitations,  will  allow  oral  argument. 

D.  Record.  In  hearings  of  original  con- 
troversies, appeals  and  in  other  proceedings 
a transcript  may  be  made  at  the  discretion 
of  the  Council. 

Rule  X.  Opinions. 

All  opinions  or  decisions  of  the  Judicial 
Council  shall  be  in  writing.  Copies  of  the 
opinion  or  decision  and  the  dissent,  if  any, 
will  be  filed  as  part  of  the  record  and  fur- 
nished to  all  the  parties  involved. 

Rule  XI.  Filing  and  Copies. 

Eight  copies  of  all  documents  shall  be  sub- 
mitted to  the  Executive  Secretary  of  the  Ju- 
dicial Council.  One  copy  of  each  document 
shall  be  submitted  at  the  same  time  to  each 
of  the  other  parties  to  the  controversy. 

(Adopted  by  the  Judicial  Council  of  the 
American  Medical  Association,  October  1. 
195h). 


Nebraska  Heart  Association  News — 

New  officers  took  over  the  leadership  of 
the  Nebraska  Heart  Association  last  month 
for  a one-year  term.  The  two  top  leaders 
are  Dr.  0.  A.  Kostal,  Hastings,  who  replaces 
Dr.  F.  G.  Gillick,  Omaha,  as  president,  and 
Dr.  G.  W.  Covey,  Lincoln,  the  new  president- 
elect. Other  officers  include  Dr.  J.  E.  Meyer 
of  Columbus,  1st  Vice  President;  Dr.  H.  A. 
McConahay  of  Holdrege,  2nd  Vice  President; 
Dr.  Edward  Langdon  of  Omaha,  Secretary, 
and  Mr.  D.  F.  Davis  of  Omaha,  Treasurer. 

The  Nebraska  Heart  Association  has  new 
quarters  in  a house  at  4209  Harney  Street, 
almost  directly  behind  its  old  offices  on 
Dewey  Avenue  in  Omaha.  Wrecking  crews 
will  move  the  old  headquarters  to  make  room 
for  the  new  Clarkson  Hospital  parking  area. 
However,  Heart’s  telephone  number  is  still 
the  same,  WA-4664,  and  mail  may  continue 
to  be  addressed  to  Heart,  Omaha  1,  or  to  the 
Harney  address. 

Lloyd  L.  Wagnon,  Executive  Director  of 
Nebraska  Heart  Association,  has  resigned 
and  John  Herman,  Program  Coordinator  of 
Iowa  Heart  Association,  has  been  appointed 
to  replace  him.  Wagnon,  on  July  1,  joined 
the  University  of  Nebraska  College  of  Medi- 
cine as  Public  Relations  and  Post-Graduate 
Education  Director.  He  had  served  Heart 
for  two  years,  helping  to  increase  the  Heart 
Fund  Drive  from  $33,000  to  $117,000  and 
expanding  greatly  the  Association’s  services. 
Herman  has  been  in  charge  of  Iowa  Heart’s 
programming  for  four  years  and  is  a journ- 
alism graduate  of  State  University  of  Iowa. 
The  30-year  Iowan  reports  for  his  new  post 
on  August  8.  He  was  selected  by  a commit- 
tee composed  of  President  O.  A.  Kostal  of 
Hastings  and  three  past  presidents  from 
Omaha,  Drs.  F.  G.  Gillick,  Edmond  Walsh, 
and  F.  Lowell  Dunn. 

Seven  nursing  groups  have  recently  re- 
quested films  for  professional  education  from 
the  Nebraska  Heart  Association.  Requests 
have  come  from  St.  Joseph’s  Hospital,  Chil- 
dren’s Hospital,  Veterans  Hospital,  and 
Clarkson  Hospital  Alumni  Association,  of 
Omaha ; St.  Elizabeth  Hospital  and  the 
Lincoln  - Lancaster  County  Public  Health 
Nursing  Division  of  Lincoln,  and  the  Fre- 
mont Nursing  Association.  The  Heart  As- 
sociation urges  all  nursing  superisors  and 
physicians  teaching  nursing  classes  to  avail 
themselves  of  the  free  films. 
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Certificates  of  Appreciation  have  been 
awarded  by  the  Nebraska  Heart  Association 
to  20  physicians  heading  the  Heart  Fund  in 
their  communities  last  February.  Receiving 
the  awards  were  Drs.  John  R.  Thompson, 
Auburn;  Allan  R.  Zemple,  Burwell;  E.  T. 
Zikmund,  Central  City;  L.  J.  Ekeler,  David 
City;  J.  E.  Pollard,  Friend;  Kenneth  L.  Dal- 
ton, Genoa;  W.  E.  Reynolds,  Laural;  J.  H. 
Dunlap,  Norfolk;  W.  S.  Ramacciotti,  Ne- 
braska City;  Frank  C.  McClanahan,  Jr.,  Ne- 
ligh;  Robert  Langdon,  O’Neill;  A.  E.  Mailli- 
ard,  Osmond;  John  H.  Calvert,  Pierce;  R.  E. 
Kopp,  Plainview;  L.  S.  Pucelik,  Platts- 
mouth;  R.  E.  Bray,  Ponca;  M.  0.  Arnold,  St. 
Paul;  L.  C.  Kavan,  Schuyler;  Stephen  F. 
Wallace,  Wahoo;  Keith  Sehnert,  York. 

Ten  cities  with  the  highest  cardiovascular 
death  rate  in  Nebraska  are:  Wahoo  with 
67%  of  all  deaths,  Crete  63%,  Valentine 
62%,  Fairbury,  Cozad,  and  Norfolk  with 
60%,  West  Point  and  Superior  with  59%, 
Wayne  58%,  and  Falls  City  57%. 

These  figures  are  based  on  a statistical 
breakdown  especially  prepared  for  the  Ne- 
braska Heart  Association  by  the  State  Bu- 
reau of  Vital  Statistics,  using  the  latest  data, 
year  1953.  The  report  shows  that  52.9%  of 
all  deaths  in  the  state  were  caused  by  cardio- 
vascular diseases,  compared  to  52%  for  the 
nation. 

Announcements 

“Bang-Up”  A.M.A.  Public  Relations 
Institute  Planned — 

At  the  Drake  Hotel  in  Chicago  the  A.M.A. 
will  hold  its  Public  Relations  Institute  for 
1955  on  August  31  and  September  1.  Grass 
roots  activity  in  national  legislation,  basic 
public  relations  techniques,  medicine  in  the 
magazines,  and  the  individual’s  role  as  a PR 
communicator  will  be  amongst  the  topics 
discussed.  James  E.  Bryan,  author  of  “Pub- 
lic Relations  in  Medical  Practice,”  will  dis- 
cuss his  PR  theories  at  a special  luncheon. 
All  medical  society  officers,  headquarters 
personnel,  public  relations  committee  chair- 
men, and  members  of  the  Woman’s  Auxiliary 
are  invited. 

Annual  Assembly  Omaha  Mid- West 
Clinical  Society — 

Remember  the  Annual  Assembly  of  the 
Omaha  Mid-West  Clinical  Society,  October 
24,  25,  26  and  27,  1955,  Paxton  Hotel,  Oma- 
ha. 


Convention,  National  Society  for  Crippled 
Children  and  Adults — 

November  28-30,  at  the  Palmer  House, 
Chicago,  are  the  dates  and  place  of  the  1955 
convention  of  the  National  Society  for  Crip- 
pled Children  and  Adults.  Top  authorities  in 
rehabilitation,  medicine,  welfare,  business, 
industry,  and  government  will  participate  by 
way  of  speeches,  institutes,  seminars,  work- 
shops, roundtable  discussions,  and  demon- 
strations. 

Congress  on  Physical  Medicine  and 
Rehabilitation — 

The  33rd  annual  scientific  and  clinical 
session  of  the  American  Congress  of  Physi- 
cal Medicine  and  Rehabilitation  will  be  held 
Aug.  28  to  Sept.  2,  inclusive,  at  Hotel  Stat- 
ler,  Detroit.  For  full  information  write  to 
Dorothea  C.  Augustin,  Executive  Secretary, 
American  Congress  of  Physical  Medicine  and 
Rehabilitation,  30  North  Michigan  Avenue, 
Chicago  2,  111. 

Copies  of  Hippocratic  Oath  Available — 

A striking  two-color  offset  reproduction 
of  the  revered  Hippocratic  Oath  are  avail- 
able from  the  Order  Department  of  the 
American  Medical  Association  at  $1  each, 
postpaid.  Printed  on  quality  Crane  parch- 
ment stock,  this  reproduction  measures  11% 
by  15%  inches  and  is  suitable  for  framing. 

Three-Day  Rehabilitation  Institute  on 
Neuromuscular  and  Rheumatic  Diseases — 

Creighton  University  School  of  Medicine, 
together  with  the  Nebraska  State  League  for 
Nursing  and  the  Nebraska  Arthritis  and 
Rheumatism  Foundation,  will  sponsor  a 
three-day  Institute  on  Rehabilitation  of  Neu- 
romuscular Diseases  and  Rheumatic  Diseases 
at  Creighton  Memorial  St.  Joseph’s  Hospital 
on  September  8,  9 and  10.  Guest  speakers 
will  be  Joseph  G.  Benton,  M.D.,  Coordinator 
of  Education  and  Research  at  the'  Institute 
of  Physical  Medicine  and  Rehabilitation  in 
New  York  City,  William  A.  Spencer,  M.D., 
Medical  Director  of  the  Southwestern  Polio- 
myelitis Respiratory  Center,  Associate  Pro- 
fessor of  Pediatrics  at  Baylor  University, 
Houston,  Texas,  and  William  B.  Robinson, 
M.D.,  Professor  of  Medicine  at  the  Univer- 
sity of  Michigan. 

For  further  information  write  Harold  N. 
Neu,  M.D.,  Medical  Director,  Department  of 
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Rehabilitation,  Creighton  Memorial  St.  Jo- 
seph’s Hospital,  Omaha,  Nebraska. 

Blue  Shield  Wins  Infringement  Suit — 

Blue  Shield  Medical  Care  Plans  have  an- 
nounced settlement  of  the  infringement  suits 
recently  tried  in  Texas  and  Mississippi.  Set- 
tlement was  in  favor  the  Plans.  The  validity 
of  the  Blue  Shield  service  marks  and  shield 
symbol  has  been  recognized  by  the  defend- 
ants who  were  using  the  Blue  Seal  and  White 
Seal  symbols. 

Postgraduate  Courses,  Medical  Care  of 
Atomic  Casualties — 

The  Army  Medical  Service  will  conduct 
its  postgraduate  course  on  medical  care  of 
atomic  casualties  at  the  Walter  Reed  Army 
Medical  Center  six  times  during  the  fiscal 
year  beginning  July  1,  1955,  instead  of  the 
four  times  such  classes  have  been  held  in 
previous  years. 

Because  a strict  quota  is  maintained  un- 
der an  allotment  system,  applications  for  at- 
tendance from  physicians  or  other  qualified 
professional  personnel  must  be  made  through 
their  respective  affiliations — American  Med- 
ical Association,  professional  schools,  Fed- 
eral Civil  Defense  Administration,  the  Vet- 
erans Administration,  and  the  Armed  Forces 
medical  service.  Reserve  medical  officers 
may  apply  through  the  chief  of  their  military 
district  to  the  Commanding  General  of  the 
appropriate  Army  area.  Requests  must  be 
filed  at  least  four  weeks  in  advance  of  the 
course  desired. 

Dates  of  the  six  courses  are  as  follows: 
July  11-16;  Sept.  12-21;  Dec.  5-14;  Jan.  30 
to  Febr.  8;  March  19-28,  and  June  4-13. 

American  Medical  Writers’  Association  Meeting — 

The  12th  annual  meeting,  American  Medi- 
cal Writers’  Association,  will  be  held  at  the 
Hotel  Jefferson,  St.  Louis,  Sept.  30,  followed 
by  an  Association  sponsored  Workshop  on 
Medical  Writing,  Oct.  1.  All  physicians  and 
collegiate  graduates  interested  in  medical 
writing,  journalism  or  publishing  are  cor- 
dially invited  and  urged  to  attend  the  meet- 
ing and  to  become  Association  members. 
There  is  no  registration  fee  for  attending  the 
meeting  but  non-members  will  pay  a $5.00 
registration  fee  for  the  Workshop.  Write 
Harold  Swanberg,  M.D.,  Secretary,  209-224 
W.C.U.  Building,  Quincy,  111.,  for  further  de- 
tails of  either  or  both  meetings. 


Mississippi  Valley  Medical  Society  Meeting — 

The  20th  Annual  Meeting  of  the  Missis- 
sippi Valley  Medical  Society  will  be  held  at 
the  Hotel  Jefferson,  St.  Louis,  Sept.  28,  29, 
30.  Over  50  clinical  teachers  from  the  lead- 
ing medical  schools  will  conduct  this,  “The 
Mid-West’s  Greatest  Intensive  Post-Graduate 
Medical  Assembly,”  which  will  present  the 
latest  advances  in  medicine.  All  members  of 
the  A.M.A.  are  cordially  invited  and  urged 
to  attend. 

Human  Interest  Tales 

Dr.  and  Mrs.  Floyd  S.  Clarke,  Omaha,  recently 
celebrated  their  50th  wedding  anniversary. 

Ye  old  Editor  and  his  wife  are  vacationing  in  the 
Big  Horn  Mountains,  near  Buffalo,  Wyoming. 

Dr.  William  H.  Berrick,  Edgar,  has  announced 
plans  to  move  his  practice  of  medicine  from  this 
city  to  Madison. 

Dr.  M.  D.  Frazer,  Lincoln,  has  been  reappointed 
by  Governor  Anderson  to  another  term  on  the  State 
Board  of  Health. 

Dr.  Robert  Watson,  Kansas  City,  has  purchased 
the  Seward  Clinic  and  medical  practice  of  the  late 
Dr.  H.  D.  Clarke. 

Dr.  Leslie  Grace,  Omaha,  is  now  associated  with 
Drs.  C.  D.  Howard  and  R.  F.  Sievers  in  the  practice 
of  medicine  at  Blair. 

Dr.  W.  L.  Shearer,  Omaha,  recently  attended  the 
meeting  of  the  American  Association  of  Plastic  Sur- 
geons in  Washington,  D.C. 

Dr.  Howard  B.  Hunt,  Omaha,  recently  traveled 
to  Vermillion,  South  Dakota,  where  he  spoke  at  a 
conference  on  thyroid  disease. 

Dr.  and  Mrs.  M.  M.  Sullivan,  Spalding,  were  hosts 
recently  to  the  meeting  of  the  members  of  the 
Four  County  Medical  Society. 

Dr.  A.  E.  Raitt,  San  Lorenzo,  California,  has  set 
up  his  practice  of  medicine  in  Hooper.  He  is  a na- 
tive of  North  Bend,  Nebraska. 

Dr.  Lawrence  T.  DeBusk,  Omaha,  was  recently 
appointed  instructor  in  surgery  at  the  University 
of  Nebraska  College  of  Medicine. 

Dr.  Ivan  French,  Wahoo,  was  the  guest  speaker 
at  a recent  meeting  of  the  Lions  Club.  He  spoke 
on  the  subject  of  the  polio  vaccine. 

Drs.  Harold  Dahlheim  and  J.  L.  Dyer,  Omaha, 
have  recently  moved  to  North  Bend,  where  they 
have  set  up  their  practice  of  medicine. 

Dr.  Harold  Ladwig,  Omaha,  spoke  on  the  subject 
of  research  at  a recent  meeting  of  the  Nebraska 
Chapter  of  the  Multiple  Sclerosis  Society. 

Drs.  P.  B.  Olsson  and  A.  W.  Anderson,  Lexington, 
have  let  contracts  for  their  new  clinic  which  will  be 
constructed  in  that  city  in  the  near  future. 

Dr.  G.  Lee  Sandritter,  Hastings,  was  one  of  the 
principal  speakers  at  a recent  meeting  of  the  Cen- 
tral Nebraska  County  Officers  Association. 

Dr.  Charles  I.  Cerney,  Detroit,  Michigan,  has 
moved  his  practice  of  medicine  to  Zanesville,  Ohio. 
Dr.  Cerney  is  a native  of  St.  Paul,  Nebraska. 
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Dr.  and  Mrs.  B.  A.  Ruggieri,  Rochester,  Minne- 
sota, recently  moved  to  Lincoln  where  Dr.  Rug- 
gieri is  now  associated  with  the  Lincoln  Clinic. 

Dr.  R.  Brown,  Beatrice,  has  been  elected  a mem- 
ber of  the  board  of  trustees  of  the  Nebraska  Chap- 
ter of  the  National  Multiple  Sclerosis  Society. 

Dr.  Frederick  M.  Nebe  recently  arrived  in  Lin- 
coln where  he  is  associated  with  Drs.  George  Covey 
and  H.  H.  Whitlock  in  the  practice  of  medicine. 

Dr.  George  Salter,  Norfolk,  was  the  guest  speaker 
recently  at  a meeting  of  District  6,  Nebraska  State 
Nurses  Association,  which  was  held  in  that  city. 

Dr.  Gerald  Ries,  Omaha,  recently  opened  his  medi- 
cal offices  at  Elkhorn.  Dr.  Ries  recently  completed 
his  internship  at  St.  Joseph’s  Hospital,  in  Omaha. 

Dr.  and  Mrs.  Robert  Chase,  St.  Paul,  Minnesota, 
have  recently  moved  to  Ogallala  where  Dr.  Chase 
has  opened  his  office  for  the  practice  of  medicine. 

Dr.  G.  Prentiss  McArdle,  Omaha,  has  been  named 
a member  of  the  board  of  governors  of  the  Central 
States  Society  of  Industrial  Medicine  and  Surgery. 

Drs.  H.  R.  Walker  and  J.  S.  Long,  Omaha,  have 
acquired  the  practice  of  Dr.  Glenn  Agee,  Alma, 
and  have  set  up  their  practice  of  medicine  in  that 
city. 

Dr.  George  N.  Johnson,  Omaha,  recently  spoke  on 
the  subject  “The  Medical  Aspects  of  Civil  Defense” 
at  a regular  meeting  of  the  South  Omaha  Kiwanis 
Club. 

Drs.  L.  J.  Ekeler  and  W.  C.  Niehaus,  David  City, 
recently  opened  their  newly  completed  medical  clinic 
in  that  city.  The  modern  brick  struture  has  17 
rooms. 

Dr.  G.  A.  Morehouse,  Benkelman,  returned  home 
recently  from  a Denver  hospital  where  he  under- 
went surgery  for  skingrafting  on  the  fingers  of  his 
left  hand. 

Dr.  H.  R.  Halverson,  San  Jacinta,  California,  vis- 
ited friends  and  acquaintances  in  Neligh  recently. 
It  was  his  first  visit  to  the  city  since  he  left  31 
years  ago. 

Dr.  and  Mrs.  Robert  A.  Slabaugh  have  arrived  in 
Omaha  from  Detroit,  recently.  Dr.  Slabaugh  will 
open  his  offices  for  the  practice  of  medicine  in  the 
near  future. 

Dr.  Loyd  Wagner,  Leigh,  has  closed  his  office  in 
that  city  and  has  moved  to  Omaha  where  he  will 
take  a residency  in  surgery  at  the  Veteran’s  Ad- 
ministration hospital. 

A memorial  award  of  $50  was  presented  to  the 
Community  Memorial  Hospital  of  Burwell  in  honor 
of  Dr.  E.  J.  Smith  who  has  served  the  community 
for  the  past  fifty  years. 

The  board  of  directors  of  the  Nebraska  Chapter  of 
the  American  Academy  of  General  Practice  held 
their  June  meeting  at  the  home  of  Dr.  and  Mrs. 
H.  D.  Kuper  of  Columbus. 

Dr.  Richard  B.  Koefoot  has  recently  joined  his 
brother,  Dr.  Theo.  Koefoot,  Jr.,  Broken  Bow,  in  the 
practice  of  medicine.  Dr.  Koefoot  recently  com- 
pleted a residency  in  surgery. 

Drs.  A.  F.  Karich,  Toledo,  Ohio;  Lloyd  E.  Tenney, 
Wichita,  Kansas,  and  D.  P.  Smiley,  Denver,  Colo- 
rado, recently  received  residency  appointments  at 
the  Veterans  Hospital  in  Lincoln. 


Dr.  M.  E.  Samuelson,  Hastings,  is  now  located  in 
Wymore  where  he  is  associated  with  Dr.  J.  C.  Nel- 
son. Dr.  Samuelson  was  formerly  a medical  offi- 
cer at  the  Hastings  Ammunition  Depot. 

Dr.  J.  A.  McMillian,  Hastings,  won  the  Nebraska 
State  Medical  Association  golf  tournament  at  the 
Annual  Session  for  the  third  straight  time  and  has 
earned  permanent  possession  of  the  trophy. 

Dr.  Jackson  Smith,  formerly  from  the  Baylor 
University  School  of  Medicine,  has  arrived  in  Oma- 
ha to  assume  his  position  as  assistant  director  for 
research  at  the  Nebraska  Psychiatric  Institute. 

Col.  Robert  J.  Bedford,  former  Omahan  and  edi- 
tor of  the  United  States  Armed  Forces  Medical 
Journal  for  two  years,  has  been  assigned  to  the  of- 
fice of  Dr.  Frank  B.  Berry,  Assistant  Secretary 
of  Defense. 

Dr.  W.  0.  Brown,  Gering,  was  the  guest  speaker 
at  a recent  meeting  of  the  members  of  St.  Mary 
Hospital  Auxiliary  in  Scottsbluff.  He  explained 
the  walking  blood  bank  which  will  be  organized  in 
Scottsbluff  to  replace  the  Red  Cross  blood  bank. 

Dr.  Ruth  E.  Christensen,  Omaha,  was  recently 
elected  Intern  of  the  Year  at  the  Touro  Infirmary 
in  New  Orleans,  Louisiana,  where  she  has  been  an 
intern  for  the  past  year.  This  is  the  second  time 
in  the  history  of  the  institution  that  the  honor  went 
to  a woman. 


REPORT  OF  THE  DELEGATES  TO 
AMERICAN  MEDICAL  ASSOCIATION 

Your  delegates,  Dr.  Joseph  D.  McCarthy  and  the 
undersigned,  attended  the  104th  annual  meeting 
June  6 to  10,  1955,  at  Atlantic  City,  New  Jersey. 
Also  present  at  the  meeting  of  the  House  of  Dele- 
gates were  President  Wm.  Wright,  Alternate  Past 
President  Earl  Leininger,  Editor  Geo.  W.  Covey, 
and  Executive  Secretary  M.  C.  Smith. 

Only  the  highlights  of  the  meeting  will  be  em- 
bodied in  this  report.  Full  details  will  be  pub- 
lished in  the  A.M.A.  Journal. 

Osteopathy,  medical  ethics,  medical  practices, 
intern  training,  hospital  accreditation,  and  polio 
vaccine  were  among  the  major  topics  of  discussion 
of  this  House  of  Delegates. 

Principal  addresses  at  the  Monday  opening  session 
of  the  House  of  Delegates  were  given  by  Dr.  Wal- 
ter B.  Martin  of  Norfolk,  Virginia,  retiring  A.M.A. 
president,  and  Dr.  Elmer  Hess  of  Erie,  Pa.,  then 
president-elect.  Doctor  Martin  declared  that  the 
basic  philosophy  of  medicine  has  not  changed  and 
“our  obligation  is  to  bring  the  best  .that  medi- 
cine can  offer  to  the  individual  patient.”  Doctor 
Hess  said  that  the  nation’s  physicians  must  become 
leaders  in  a campaign  to  “overcome  the  ravages 
of  mental  illness”  as  well  as  in  an  “intensive  cam- 
paign to  eliminate  the  needless  bloodshed”  of  traffic 
accidents. 

The  House  of  Delegates  voted  the  1955  Distin- 
guished Service  Award  of  the  American  Medical 
Asociation  to  Dr.  Donald  G.  Balfour,  surgeon,  au- 
thor and  researcher  of  Rochester,  Minn.,  for  his 
outstanding  contributions  to  medicine  and  human- 
ity. Doctor  Balfour  has  been  with  the  Mayo  Clinic 
since  1907,  and  he  also  has  been  associate  director 
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and  then  director  of  the  Mayo  Foundation  for  Medi- 
cal Education  and  Research.  His  son,  Dr.  William 
Balfour,  accepted  the  award  for  his  father  at  the 
Tuesday  inaugural  program. 

On  Tuesday  evening  the  inauguration  of  Dr. 
Elmer  Hess  of  Erie,  Pa.,  as  President  took  place. 
“Medicine’s  Proclamation  of  Faith”  was  the  theme 
of  the  Tuesday  evening  inaugural  program,  which 
was  broadcast  nationwide  by  the  ABC  Radio  Net- 
work. Doctor  Hess,  in  his  inaugural  address,  said 
that  “unless  we  are  willing  to  give  of  ourselves 
and  our  faith,  our  science  will  avail  us  little.”  Dr. 
Norman  Vincent  Peale,  eminent  clerygman  who 
was  guest  speaker  on  the  inaugural  program,  point- 
ed out  that  “the  drawing  together  of  medicine  and 
religion  is  a step  in  helping  man  toward  proper  use 
of  his  God-given  potentials  and  qualifications.” 

THE  OSTEOPATHIC  ISSUE 

The  Reference  Committee  on  Medical  Education 
and  Hospitals  submitted  two  reports  after  consider- 
ing the  recommendations  of  the  Committee  for  the 
Study  of  Relations  Between  Osteopathy  and  Medi- 
cine. The  minority  report,  which  was  adopted  by 
the  House  of  Delegates,  said: 

“One  member  of  the  Reference  Committee  was 
completely  satisfied  that  an  appreciable  portion  of 
current  education  in  colleges  of  osteopathy  definite- 
ly does  constitute  the  teaching  of  ‘cultist’  healing, 
and  is  an  index  that  the  ‘osteopathic  concept’  still 
persists  in  current  osteopathic  practice.  Since  he 
cannot  with  good  conscience  approve  the  recommen- 
dations that  doctors  of  medicine  teach  in  osteo- 
pathic colleges  where  ‘cultism’  is  part  of  the  cur- 
riculum, he  respectfully  makes  the  following  recom- 
mendation to  the  House  of  Delegates: 

“1.  That  the  report  of  the  Committee  for  the 
Study  of  Relations  Between  Osteopathy  and  Medi- 
cine be  received  and  filed;  and  that  the  Committee 
be  thanked  for  its  diligent  work,  and  be  discon- 
tinued. 

“2.  That  if  and  when  the  House  of  Delegates  of 
the  American  Osteopathic  Association,  their  official 
policy-making  body,  may  voluntarily  abandon  the 
commonly  so-called  ‘osteopathic  concept,’  with  prop- 
er deletion  of  said  ‘osteopathic  concept’  from  cata- 
logs of  their  colleges;  and  may  approach  the 
Trustees  of  the  American  Medical  Association  with 
a request  for  further  discussion  of  the  relation  of 
Osteopathy  and  Medicine,  then  the  said  Trustees 
shall  appoint  another  special  committee  for  such 
discussion.” 

The  majority  report  of  the  reference  committee 
which  was  rejected  by  the  House,  made  the  follow- 
ing recommendations: 

“Your  Reference  Committee  after  a study  of  the 
report  of  the  Committee  for  the  Study  of  Relations 
Between  Osteopathy  and  Medicine  and  the  study  of 
other  evidence  submitted  is  not  completely  satisfied 
that  the  current  education  in  colleges  of  osteopathy 
is  free  of  the  teaching  of  ‘cultist’  healing. 

“In  view  of  the  desire  to  elevate  the  standards  of 
teaching  in  colleges  of  osteopathy,  your  Reference 
Committee  recommends  approval  of  the  recommen- 
dation of  the  Committee  that  doctors  of  medicine 
may  accept  invitations  to  assist  in  osteopathic  under- 
graduate and  postgraduate  medical  education  pro- 
grams in  these  states  in  which  such  participation  is 


not  contrary  to  the  announced  policy  of  the  respec- 
tive county  and  state  medical  associations.  Such 
teaching  services  would  be  ethical. 

“Your  Reference  Committee  approves  the  recom- 
mendation of  the  Committee  that  the  House  of  Dele- 
gates request  state  medical  associations  to  assume 
the  responsibility  of  determining  the  relationship  of 
doctors  of  medicine  to  doctors  of  osteopathy  within 
their  respective  states  or  request  their  component 
county  societies  to  do  so. 

“Your  Reference  Committee  recommends  that  a 
committee  be  appointed  at  the  discretion  of  the 
Board  of  Trustees  to  confer  with  representatives  of 
the  American  Osteopathic  Association  concerning 
common  or  inter-professional  problems  on  the  na- 
tional level.” 

CHANGE  IN  MEDICAL  ETHICS 

The  Reference  Committee  on  Miscellaneous  Busi- 
ness dealt  with  ten  resolutions  concerning  the  dis- 
pensing of  drugs  and  appliances  by  physicians.  The 
following  committee  report  was  adopted  by  the 
House : 

“A  great  many  individuals  appeared  before  your 
committee  in  the  interest  of  several  resolutions  sub- 
mitted to  it  requesting  amendment  to  or  deletion 
of  Chapter  I,  Section  8 of  the  Principles  of  Medical 
Ethics,  and  the  bulk  of  your  committee’s  time  was 
spent  on  this  very  important  and  complex  matter. 
Ten  different  resolutions  were  presented. 

“Your  committee  recommends  that  no  one  of  these 
resolutions  be  adopted  as  submited  but  does  recom- 
mend deletion  of  Section  8,  Chapter  I of  the  Prin- 
ciples of  Medical  Ethics  which  now  reads: 

OWNERSHIP  OF  DRUG  STORES  AND 
DISPENSING  OF  DRUGS  AND 
APPLIANCES  BY  PHYSICIANS 

‘Sec.  8 — It  is  unethical  for  a physician  to  par- 
ticipate in  the  ownership  of  a drug  store  in  his 
medical  practice  area  unless  adequate  drug 
store  facilities  are  otherwise  unavailable.  This 
inadequacy  must  be  confirmed  by  his  component 
medical  society.  The  same  principle  applies  to 
physicians  who  dispense  drugs  or  appliances. 

In  both  instances,  the  practice  is  unethical  if 
secrecy  and  coercion  are  employed  or  if  financial 
interest  is  placed  above  the  quality  of  medical 
care.  On  the  other  hand,  sometimes  it  may  be 
advisable  and  even  necessary  for  physicians  to 
provide  certain  appliances  or  remedies  without 
profit  which  patients  can  not  procure  from  other 
sources.’ 

Your  committee  recommends  that  the  following 
be  substituted  in  lieu  thereof: 

DISPENSING  OF  DRUGS  AND  APPLIANCES 
BY  PHYSICIANS 

‘Sec.  8 — It  is  not  unethical  for  a physician  to 
prescribe  or  supply  drugs,  remedies,  or  appli- 
ances as  long  as  there  is  no  exploitation  of  the 
patient’.” 

In  reporting  to  the  House  the  chairman  of  the 
Reference  Committee  explained  that  in  the  opinion  of 
the  Committee  the  Code  of  Ethics  should  be  stated 
in  broad  principles  rather  than  attempt  to  interpret 
principles  in  detail.  In  recommending  the  change 
in  Section  8 the  Committee  emphasized  that  this 


August,  1955 


307 


section  should  be  interpreted  in  line  with  Chapter 
I,  Section  6 which  reads:  “The  ethical  physician, 

engaged  in  the  practice  of  medicine,  limits  the 
sources  of  his  income  from  professional  activities 
to  service  rendered  the  patient  . . .” 

MEDICAL  PRACTICES  COMMITTEE 
REPORT 

The  Reference  Committee  on  Insurance  and  Medi- 
cal Service,  which  considered  two  Board  of  Trustees 
reports  on  the  Report  of  the  Committee  on  Medical 
Practices,  recommended  endorsement  of  the  Board’s 
principal  conclusions  and  recommendations.  The 
House  of  Delegates,  however,  adopted  a substitute 
motion  postponing  action  until  next  December.  The 
motion  also  called  for  distribution  of  the  entire  re- 
port of  the  Committee  on  Medical  Practices  to  all 
delegates,  so  that  they  can  study  it  carefully  before 
the  1955  Clinical  Meeting  in  Boston. 

INTERNSHIP  APPROVAL  PROGRAMS 

The  House  adopted  the  following  statement  pre- 
sented by  the  Reference  Committee  on  Medical  Edu- 
cation and  Hospitals: 

“Your  Committee  has  reviewed  the  Report  of  the 
Council  on  Medical  Education  and  Hospitals  which 
includes  a summary  of  the  reports  previously  made 
to  the  House  of  Delegates  by  the  Ad  Hoc  Committee 
on  Internships  and  are  in  agreement  with  the  Coun- 
cil that  these  conclusions  and  recommendations  are 
eminently  sound  and  that  they  should  be  incorpor- 
ated in  the  conduct  of  its  internship  approval  pro- 
grams including  subsequent  revisions  of  the  Essen- 
tials of  an  Approved  Internship. 

“Your  Committee  wishes  specifically  to  reaffirm 
the  following  recommendation  of  the  Ad  Hoc  Com- 
mittee of  Internships: 

“1.  That  a continuing  study  be  made  as  to  what 
should  be  the  content  of  an  internship;  what  con- 
stitutes sound  clinical  experience  during  the  intern- 
ship year. 

“2.  That  the  ‘one-fourth  rule’  be  adopted:  Any 

internship  program  that  in  two  successive  years  does 
not  obtain  one-fourth  of  its  stated  complement  be 
disapproved  for  intern  training.  It  was  pointed  out 
to  your  Committee  in  the  hearings  that  statistical 
data  compiled  for  a period  of  two  years  indicated 
that  enforcement  of  this  rule  would  have  displaced 
only  a few  interns.” 

HOSPITAL  ACCREDITATION 

The  same  reference  committee  considered  six  reso- 
lutions on  hospital  accreditation  and  presented  the 
following  statement  which  was  adopted  by  the 
House: 

“Your  reference  committee  has  reviewed  all  these 
resolutions  which  in  principle  are  similar  and  ap- 
parently reflect  a widespread  dissatisfaction  with 
the  present  functioning  of  the  Joint  Commission  on 
the  Accreditation  of  Hospitals,  possibly  from  bilateral 
misunderstandings.  Therefore,  your  reference  com- 
mittee recommends  that  the  Speaker  of  the  House  of 
Delegates  be  requested  to  appoint  a special  committee 
to  review  the  fanctions  of  the  Joint  Commission  on 
the  Accreditation  of  Hospitals  to  consist  of  seven 
members,  none  of  whom  shall  be  members  of  the 
Council  on  Medical  Education  and  Hospitals  or  the 
Joint  Commission  on  the  Accreditation  of  Hospitals. 


This  special  committee  should  be  instructed  to  make 
an  independent  study  or  survey  and  report  its  find- 
ings and  recommendations  to  the  House  of  Dele- 
gates at  the  next  annual  meeting.  All  physicians 
and  hospitals  are  urged  to  pass  on  to  this  special 
committee  any  observations  or  suggestions  concern- 
ing the  functioning  of  the  Joint  Commission  on  the 
Accreditation  of  Hospitals.” 

POLIO  VACCINE 

The  House  passed  three  resolutions  suggested  by 
the  Reference  Committee  on  Hygiene,  Public  Health 
and  Industrial  Health  in  connection  with  discussion 
of  the  Salk  polio  vaccine  and  the  introduction  of  new 
methods  in  the  treatment  or  prevention  of  the  dis- 
ease. 

The  first  resolution  reaffirmed  “confidence  in  the 
established  methods  of  announcing  new  and  possibly 
beneficial  methods  in  the  treatment  and  prevention 
of  disease”  and  also  reaffirmed  “the  need  for  the 
presentation  of  reports  on  medical  research  before 
established  scientific  groups,  allowing  free  discus- 
sion and  criticism,  and  the  publication  of  such  re- 
ports, including  methods  employed  and  data  acquired 
on  which  the  results  and  conclusions  are  based,  in 
recognized  scientific  publications.” 

The  second  resolution  included  the  following  policy 
statements : 

“Resolved,  That  the  American  Medical  Association 
go  on  record  as  disapproving  the  purchase  and  dis- 
tribution of  the  Salk  Vaccine  by  any  agency  of  the 
federal  government  except  for  those  unable  to  pro- 
cure it  for  themselves  and  that  such  necessary  fed- 
eral funds  therefor  be  allocated  to  the  various  proper 
state  agencies  for  such  purpose;  and  be  it  further 

“Resolved,  That  the  American  Medical  Associa- 
tion urge  the  Congress  of  the  United  States  to  allow 
the  Salk  polio  vaccine  to  be  produced,  distributed 
and  administered  in  accordance  with  past  procedures 
on  any  new  drug  or  vaccine.” 

The  third  resolution  commended  Dr.  Salk  as  fol- 
lows: 

“Whereas,  The  Physicians  of  this  country  recog- 
nize the  great  scientific  achievement  in  isolating 
and  perfecting  a vaccine  for  the  prevention  of  polio- 
myelitis by  Dr.  Jonas  Salk;  and 

“Whereas,  This  vaccine  is  now  being  used  to  pre- 
vent poliomyelitis  among  many  of  our  school  chil- 
dren; therefore  be  it 

“Resolved,  That  the  House  of  Delegates  express 
its  profound  gratitude  to  Dr.  Salk  and  its  admira- 
tion for  his  monumental  contribution  to  medical 
science.” 

MISCELLANEOUS  ACTIONS 

Among  a large  number  of  actions  on  a wide  va- 
riety of  subjects,  the  House  of  Delegates  also: 

Commended  the  “Medic”  television  program; 

Reaffirmed  its  previous  recommendation  that  the 
United  States  withdraw  from  the  International  La- 
bor Organization; 

Approved  the  Headquarters  Survey  Report,  which 
included  the  statement  that  “the  only  public  rela- 
tions program  of  any  permanent  value  is  the  pri- 
vate and  public  relations  of  the  individual  doctor;” 

Expressed  regret  that  the  Hoover  Commission 
saw  fit  to  alter  or  eliminate  some  of  the  recommen- 
dations of  its  Medical  Task  Force; 
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Reaffirmed  its  opposition  to  extension  of  the  Doc- 
tor Draft  Law; 

Recommended  the  creation  of  an  A.M.A.  Commit- 
tee on  Geriatrics; 

Warned  against  the  danger  embodied  in  state 
legislative  proposals  designed  to  restrict  the  entire 
field  of  visual  care  to  the  profession  of  optometry. 

Respectfully  submitted, 

K.  S.  J.  HOHLEN. 


Know  Your 
Blue  Shield  Plan 


John  K.  Castellucci,  Executive  Director  of  BLUE 
SHIELD  MEDICAL  CARE  PLANS,  announced  in 
Chicago  on  June  23,  1955,  that  the  recently-tried 
infringement  suits  in  Texas  and  Mississippi,  involv- 
ing the  well-known  BLUE  SHIELD  service  mark 
and  the  shield  symbol,  have  been  settled.  The  val- 
idity of  the  BLUE  SHIELD  service  marks  has  been 
recognized.  The  defendants,  who  were  using  BLUE 
SEAL  and  WHITE  SEAL,  have  each  agreed  to  stop 
immediately  any  further  preparation  of  sales  ma- 
terial, or  advertising  of  any  kind,  using  these  marks. 
Details  of  the  Settlement  are  set  out  in  Agreements 
filed  with  the  U.  S.  District  Courts  in  Austin,  Texas, 
and  in  Jackson,  Mississippi,  where  the  cases  were 
tried. 


Beginning  July  1,  1955,  Nebraska  Blue  Cross  Plan 
will  start  offering  a “Preferred”  Membership  Agree- 
ment. The  agreement  will  provide  benefits  for  up  to 
120  days  per  admission  with  full  payment  for  semi- 
private room  or  payment  of  hospital’s  standard  mini- 
mum charge  for  two  or  four-bed  accommodations 
and  increased  and  expanded  benefits  for  other  serv- 
ices. Monthly  rates  for  group  members  for  Pre- 
ferred Blue  Cross:  single,  $3.10;  family,  $6.75. 

This  new  Preferred  Blue  Cross  with  the  Pre- 
ferred Blue  Shield  gives  your  patients  an  opportun- 
ity to  prepay  even  a greater  part  of  their  hospital, 
medical  and  surgical  expenses.  They  mark  another 
step  forward  by  the  Prepayment  Plans  in  providing 
adequate  coverage  for  a necessity  of  life  at  a price 
the  people  can  afford.  It  still  behooves  the  doctors 
and  hospitals  to  convince  the  public  that  good  medi- 
cal care  is  not  cheap  but  that  they  still  receive  more 
per  dollar  spent  for  these  services  than  in  the  horse 
and  buggy  days. 


A new  enrollment  folder  will  be  distributed  soon. 
One  folder  will  show  all  Blue  Cross  and  Blue  Shield 
coverages  available  (except  for  “Over  65”  Blue 
Cross),  a resume  of  the  benefits  under  each  plan 
and  the  rates  for  each.  It  will  simplify  explana- 
tion of  coverages  and  be  a more  composite  picture 
of  the  choices  available. 

More  than  30  MILLION  persons  are  enrolled  in 
the  Blue  Shield  Plans  of  the  United  States  and 
Canada! 

More  than  122,000  physicians  participate  in  Blue 
Shield  Plans.  This  is  89  per  cent  of  all  physicians 
in  private  practice  in  the  areas  served  by  the  Plans. 


Deafhs 

Harry  Downer  Clarke,  M.D.,  Seward.  Doctor 
Clarke  died  at  Rochester,  Minn.,  on  June  13,  at  the 
age  of  sixty-eight.  A graduate  of  Creighton  Uni- 
versity School  of  Medicine,  the  doctor  began  to  prac- 
tice in  Tamora,  then  moved  to  Seward  where  he  was 
in  practice  more  than  forty  years.  He  served  in  the 
Army  during  WW  II,  as  a colonel.  Doctor  Clarke  is 
survived  by  his  wife,  Gladys;  a son,  Doctor  Roger  of 
Quincy,  Ill.;v  one  daughter,  Mrs.  Robert  Cattle;  a 
brother,  William  of  Grand  Rapids,  Mich.,  and  four 
grandchildren. 

John  W.  Hellwig,  M.D.,  Omaha.  Doctor  Heilwig, 
age  seventy-nine,  died  on  June  16.  He  was  born  in 
Essen,  Germany,  came  to  the  United  States  as  a 
young  man,  and  graduated  from  Creighton  Univer- 
sity School  of  Medicine  in  1901.  He  practiced  medi- 
cine in  Omaha  from  that  time  until  his  death.  The 
doctor  is  survived  by  his  wife,  Irene,  and  a sister, 
Mrs.  Christine  Kutscher  of  Omaha. 

Adolph  Sachs,  M.D.,  Omaha.  Doctor  Sachs  was 
sixty-nine  years  old  at  the  time  of  his  death,  May  2. 
Born  in  Cheyenne,  Wyoming,  he  received  his  medical 
training  in  Creighton  University  School  of  Medicine 
where  he  graduated  in  1907.  Post-graduate  work  in 
Europe  and  the  United  States  rounded  his  prepara- 
tion for  practice  and  teaching.  He  was  Professor 
of  Medicine,  head  of  the  Department  of  Medicine, 
and  finally  chairman  of  the  Creighton  Board  of  Re- 
gents. He  was  a past  president  of  the  Nebraska 
State  Medical  Association  and  of  the  Omaha  Mid- 
West  Clinical  Society.  Survivors  are  his  wife,  Ruth; 
daughter,  Mrs.  Arthur  J.  Weaver;  and  a grandson. 

George  Frederick  Johnston,  M.D.,  Alliance.  Doc- 
tor Johnston  was  sixty- three  years  old  at  the  time 
of  his  death  on  May  14.  Born  in  Hampton,  Iowa, 
Doctor  Johnston  received  his  medical  training  at 
Chicago  College  of  Medicine  and  Surgery  where  he 
graduated  in  1918.  He  served  with  the  Armed 
Forces  in  WW  I.  Most  of  his  years  of  practice  were 
spent  in  Alliance  where  he  was  a member  of  the 
Slagle  Clinic.  The  doctor  is  survived  by  his  wife, 
Helen;  his  daughter,  Mrs.  Ralph  Jacobs  of  Ft.  Col- 
lins, Colo.;  mother,  Mrs.  Emma  Johnston,  Santa 
Ana,  Calif.;  three  brothers,  Herbert  of  Montebello, 
Calif.,  Doctor  Tom  of  Milwaukee,  Wis.,  and  Arthur 
of  Santa  Ana,  Calif.;  two  sisters,  Mrs.  Thelma  Tur- 
pin, Santa  Ana,  and  Mrs.  Cecil  Stockton  of  Sunland, 
Calif.,  and  two  grandsons. 

William  R.  Neumarker,  M.D.,  Columbus.  Doctor 
Neumarker  died  at  the  age  of  seventy-six,  on  May 
8th  following  a short  illness.  He  received  his  de- 
gree in  medicine  from  Central  Medical  College  of 
St.  Joseph,  Mo.,  in  1900.  Later,  he  studied  in  Ber- 
lin and  Jena.  After  practicing  medicine  for  a time 
in  Edgemont  and  Deadwood,  S.D.,  he  moved  to  Col- 
umbus in  1909.  Aside  from  a period  of  overseas 
service  during  WW  I,  he  remained  in  Columbus  un- 
til his  death.  Doctor  Neumarker  had  been  president 
of  the  Platte  County  Medical  Society  and  vice  presi- 
dent of  the  Nebraska  State  Medical  Association,  and 
was  Chief  of  Staff  of  St.  Mary’s  Hospital.  The  doc- 
tor is  survived  by  his  wife,  Metta;  two  sons,  William 
H.  of  Omaha,  and  Richard  J.  of  New  York  City;  a 
brother,  and  three  grandchildren. 
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Thedore  H.  Koefoot,  M.D.,  Broken  Bow.  Doctor 
Koefoot  was  sixty-four  years  old  at  the  time  of  his 
death  on  June  19th.  After  receiving  his  degree, 
Doctor  of  Medicine,  from  Loyola  College  of  Medi- 
cine, in  1913,  he  served  in  the  Medical  Corps  during 
WW  I.  In  1919,  the  doctor  began  his  practice  in 
Broken  Bow  and  continued  until  his  death.  Doctor 
Koefoot  is  survived  by  his  wife,  Bernice;  three  sons, 
Dr.  Theodore  H.,  Jr.,  Broken  Bow,  Dr.  Robert  R., 
Grand  Island,  and  Dr.  Richard  B.,  Broken  Bow;  a 
stepson,  Edward  M.  Martin,  Burbank,  Calif.;  a broth- 
er, A.  L.,  of  Chicago;  and  nine  grandchildren. 

Thomas  H.  Long,  M.D.,  Tacoma,  Washington. 
Doctor  Long  formerly  lived  in  Omaha.  He  was  a 
graduate  of  Creighton  University  School  of  Medicine 
in  1907,  and  was  seventy-nine  years  old  at  the  time 
of  death.  He  is  survived  by  his  wife,  Katherine; 
daughter,  Betty;  sister,  Elizabeth,  and  brother  A.  E. 
Long,  both  of  Omaha. 


TUBERCULOSIS  ABSTRACTS 

COMMUNITY- WIDE  CHEST  X-RAY  SURVEY 

Tuberculosis  control  rests  primarily  on  the  pre- 
vention of  the  spread  of  infection.  With  the  elimi- 
nation of  milk-borne  infections,  this  boils  down  to 
finding  every  human  source  of  infection  — that  is, 
every  patient  with  active  disease  — as  soon  as  pos- 
sible, so  that  supervision  and  care,  the  means  of 
preventing  further  infection  and  of  rendering  the 
patient  noninfectious,  can  be  provided  at  the  earli- 
est possible  moment.  Until  we  have  an  effective 
antituberculosis  vaccine  comparable  to  smallpox  vac- 
cine or  diphtheria  toxoid,  this  will  continue  to  be 
the  principal  basis  for  the  tuberculosis  control  pro- 
gram. 

This  in  no  way  belittles  the  importance  of  social 
and  economic  factors  in  the  reduction  of  tubercu- 
losis morbidity  and  mortality.  Although  the  tuber- 
culosis worker  realizes  that  such  factors  have  been 
of  major  importance  in  the  reductions  effected  to 
date  — and,  perhaps,  even  of  greater  importance 
than  the  specific  attack  upon  tuberculosis  itself  — 
he  faces  realistically  the  fact  that  improvements  in 
standards  of  living  are  dependent  upon  many  di- 
verse factors,  which  he  personally  can  affect  only 
to  a minor  degree.  Although  he  supports  pro- 
grams which  may  improve  standards  of  living,  he 
believes  that  short  cuts  can  be  taken  to  the  goal 
of  tuberculosis  eradication  by  specific  anti-infection 
measures.  He  realizes  that  no  case  of  tuberculosis 
ever  occurs  in  the  absence  of  the  tubercle  bacillus. 
He  is  aware  of  examples  of  other  communicable 
diseases  whose  prevalence  was  precipitously  reduced 
through  the  application  of  specific  control  measures, 
without  any  concurrent,  significant  change  in  social 
and  economic  conditions.  Multiple  causation  of  tu- 
berculosis is  real  — but  the  other  causes  do  not 
count  if  the  tubercle  bacillus  is  eliminated.  The 
practical  approach  to  the  control  of  tuberculosis, 
then,  is  to  find  infectious  cases  as  soon  as  possible 
after  they  have  become  infectious. 

The  value  of  finding  cases  is  directly  related  to 
personnel  and  facilities  available  for  adequate  su- 
pervision and  proper  hospital  treatment.  Ideally, 
therefore,  before  conducting  a case-finding  pro- 
gram, one  should  estimate  the  number  of  cases 


which  exist  in  the  community  and  arrange  for 
adequate  facilities  for  their  care  and  supervision. 
However,  human  nature  being  what  it  is,  and 
with  the  demands  for  public  funds  often  exceeding 
available  amounts,  it  is  frequently  necessary  to  re- 
verse this  process  and  find  the  cases  first.  When 
this  is  done,  a community’s  authorities  may  be  ap- 
proached with  a specific,  concrete  problem  needing 
immediate  solution,  rather  than  an  estimate  of  a 
problem  for  which  facilities  should  be  provided. 
We  can  get  higher  percentage  yields  of  active  cases 
of  tuberculosis  by  seeking  these  cases  in  certain, 
special  segments  of  the  population,  such  as  the 
household  contacts  of  known  cases  and  patients 
admitted  to  general  hospitals.  Such  segmental  case- 
finding programs  are  essential  but  the  difficulty  is 
that  if  case-finding  activities  were  confined  solely 
to  such  groups,  we  should  still  miss  the  majority 
of  active  cases  in  a community.  This  is  especially 
true  in  the  large  cities,  where  infections  are  likely 
to  occur  from  sources  which  cannot  be  traced  by 
the  usual  epidemiological  investigations. 

About  five  years  ago,  it  became  clear  that  the 
community-wide  approach  to  tuberculosis  case  find- 
ing was  the  indicated  method.  The  difficulties  and 
expense  of  community-wide  surveys  were  not  under- 
estimated, but  these  were  not  regarded  as  insur- 
mountable obstacles.  Moreover,  the  promise  which 
the  community-wide  chest  X-ray  survey  held  for 
effective  tuberculosis  control  would  more  than  justify 
the  efforts  needed  to  launch  the  program. 

It  was  obvious  that  community-wide  chest  X-ray 
surveys  could  be  conducted  most  effectively  and 
efficiently  in  the  large  cities,  the  very  places  which 
were  most  in  need  of  such  case-finding  programs, 
and  where  local  case-finding  facilities  were  often 
not  adequate  for  completing  such  programs  in  a 
reasonable  period  of  time.  Since  the  large  cities 
have  the  highest  tuberculosis  death  rates  and  well 
organized  medical  and  public  health  facilities,  in- 
cluding hospitals,  clinics,  and  official  and  voluntary 
health  organizations,  they  were  the  most  logical 
places  to  initiate  these  mass  screening  programs. 

The  time  element  is  very  important  in  com- 
munity-wide chest  X-ray  surveys.  If  the  survey  is 
conducted  at  such  a slow  tempo  that  only  a fraction 
of  infectious  cases  are  discovered  in  a given  year, 
little  or  no  dent  is  made  in  the  amount  of  infection 
in  the  community.  Finding  10  per  cent  of  the  cases 
per  year  over  a nine  year  period,  for  example,  is 
not  nearly  as  effective  as  finding  90  per  cent  of 
the  cases  in  one  year. 

It  would  be  ideal  to  have  every  person  receive 
an  annual  chest  X-ray  through  local  facilities  as 
part  of  a general  physical  examination,  preferably 
with  the  physical  examination  performed  by  the 
family  physician.  However,  this  is  only  an  ideal  at 
the  present  time,  and  the  community-wide  chest 
X-ray  survey  offers  a practical  way  of  bridging 
the  gap  until  we  can  reach  this  goal.  An  undertak- 
ing like  the  community-wide  chest  X-ray  survey 
is  bound  to  result  in  temporary  adjustments  and 
changes  in  normal  community  health  services,  and 
these,  in  turn,  can  make  for  problems  and  diffi- 
culties. Experience,  however,  has  shown  how  to 
minimize  these  problems  and  difficulties  and  also 
that  such  temporary  dislocations  of  a community’s 
health  services  are  not  without  benefit.  First,  be- 
fore a chest  X-ray  survey  is  begun,  the  official  and 
voluntary  health  agencies  of  a community  must  go 
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through  some  new  thinking  in  the  evaluation  of 
their  tuberculosis  control  program.  Second,  other 
community  groups  and  civic  leaders  are  brought 
actively  into  the  program  of  tuberculosis  control, 
often  for  the  first  time.  Third,  the  survey  helps 
to  make  almost  every  citizen  of  a community  aware 
of  the  tuberculosis  problem,  and  to  realize  that  he 
can  help  solve  it.  And  finally,  the  mass  case-finding 
program  stimulates  a community’s  civic  leadership 
toward  providing  facilities  for  the  diagnosis  and 
treatment  of  tuberculosis  more  rapidly  than  they 
otherwise  would. 

There  are  still  many  questions  to  be  answered 
with  regard  to  community-wide  chest  X-ray  sur- 
veys. Some  of  these  are:  (1)  How  often  should 

surveys  be  repeated?  (2)  At  what  low  point  of 
tuberculosis  prevalence  in  a community  will  the 
yield  of  new  cases  be  so  low  as  to  make  the  expense 
of  community-wide  chest  X-ray  surveys  exorbi- 
tant? (3)  To  what  extent  can  and  should  com- 
munity-wide chest  X-ray  surveys  be  combined  with 
screening  programs  for  other  conditions  ? The  ex- 
istence of  these  questions  does  not  justify  altering 
the  program  for  the  present.  Surveys  conducted 
thus  far  have  indicated  that  they  are  practical  pro- 
cedures, that  they  yield  worthwhile  results,  and 
that  they  must  be  continued  for  some  time  to  come. 

Since  tuberculosis  is  a communicable  and  there- 
fore unnecessary  disease,  the  community-wide  chest 
X-ray  survey  deserves  the  full  support  of  the  medi- 
cal profession,  the  official  health  agency,  and  the 
voluntary  health  association.  The  action  of  the 
Public  Health  Service  in  making  personnel  and  facil- 
ities available  to  large  cities  through  their  state 
health  departments  for  these  surveys  was  a bold 
and  courageous  step  which  is  paying  large  divi- 
dends for  tuberculosis  control. 

Public  Health  Service,  Publication  No.  222,  Federal  Security 
Agency  - — - Foreword  by  Janies  E.  Perkins,  M.D. 

RENAL  TUBERCULOSIS 

Destructive  tuberculosis  of  the  kidneys  occurs  in 
about  four  per  cent  of  patients  with  pulmonary  tu- 
berculosis. As  yet,  there  has  been  no  decline  in  the 
incidence  of  this  blood-borne  complication  as  a re- 
sult of  the  advent  of  streptomycin  and  other  drugs. 

Undetected  renal  tuberculosis  can  be  very  serious 
as  it  tends  to  be  bilateral.  The  early  diagnosis  of 
renal  involvement  is  difficult  since  it  is  usually 
asymptomatic  for  months  or  years  after  its  onset. 
Urinary  burning  and  frequency  usually  appear  later 
when  successful  treatment  is  difficult.  All  patients 
with  pulmonary  tuberculosis  should  have  periodic 
urine  examinations  for  pyuria  for  five  to  ten  years 
after  their  pulmonary  infection.  In  early  involve- 
ment of  the  kidneys,  the  number  of  pus  cells  may  be 
as  small  as  one  to  three  per  high  power  field  in 
specimens  of  specific  gravity  1.015. 

The  rate  of  progression  of  a destructive  kidney 
lesion  is  highly  unpredictable.  Some  lesions  can  de- 
stroy the  kidneys  completely  within  four  years,  while 
others  may  take  ten  or  more  years  to  accomplish 
this.  Every  renal  lesion  must  be  regarded  as  a dan- 
gerous complication.  Since  both  kidneys  are  usual- 
ly infected  by  tubercle  bacilli  in  any  hemic  dissemin- 
ation, both  may  become  the  site  of  caseocavernous 
tuberculosis.  Usually,  however,  one  kidney  breaks 
down  first.  In  approximately  50  per  cent  of  pa- 
tients, the  other  kidney  will  break  down  if  untreated. 


Renal  tuberculosis  is  always  secondary  to  some 
other  focus  in  the  body.  In  the  United  States  this 
focus  is  usually  in  the  lungs.  When  a hemic  dissem- 
ination occurs  the  glomeruli  are  infected  first,  then 
the  region  of  the  narrow  loop  of  Henle.  This  medul- 
lary lesion  grows  larger  to  become  necrotic  and 
slough  out,  leaving  a small  papillary  abscess  cavity 
which  can  empty  on  the  tip  of  the  papilla  or  in  the 
fornix  on  either  side  of  the  papilla.  This  is  the  first 
lesion  of  renal  tuberculosis  which  is  detectable  by 
x-ray.  Asvthe  cavity  grows  it  may  destroy  the  en- 
tire contents  of  the  renal  pyramid  served  by  that 
papilla.  The  cavity  may  then  extend  out  to  the 
very  capsule  of  the  kidney,  which  tends  to  sink  in 
upon  the  scarred  and  destroyed  calyx.  If  the  ab- 
scess does  not  slough  out,  it  may  be  seen  as  a bulg- 
ing yellow  mass  of  caseous  material  under  the  cap- 
sule. As  the  tubercle  bacilli  and  infected  caseous 
material  drain  into  the  lumen  of  the  kidney  pelvis, 
other  calyces  are  infected  directly.  The  simul- 
taneous infection  of  several  pyramids  often  occurs. 

Stricture  formation  as  a result  of  infected  ma- 
terial escaping  into  the  kidney,  pelvis,  ureter,  and 
bladder  may  choke  off  the  neck  of  a single  calyx, 
the  neck  of  a major  calyx  serving  half  the  kidney, 
or  may  cause  a stricture  of  the  ureter  which  will 
kill  the  entire  kidney  with  great  rapidity.  Dis- 
astrous bladder  contractures  may  eventually  follow. 
The  time  interval  between  the  primary  pulmonary 
infection  and  the  detection  of  kidney  tuberculosis 
in  one  large  series  averaged  eight  years.  The  rea- 
son for  this  long  delay  is  the  fact  that,  even  though 
destriction  may  be  occurring  and  bacilli  going  down 
the  ureter,  no  urinary  symptoms  are  caused  for 
months  or  years. 

Bladder  symptoms  will  eventually  occur,  how- 
ever, after  a long  enough  period  of  time.  Hematuria 
will  also  eventually  occur  in  most  patients  if  the  in- 
fection is  permitted  to  persist.  Occasionally,  hema- 
turia is  the  presenting  symptom.  Dull  pain  over  the 
kidney  is  frequent,  but  fever  or  elevation  of  the 
erythrocyte  sedimentation  rate  is  rare  with  renal 
tuberculosis.  Pyuria,  together  with  no  pyogenic  bac- 
teria on  routine  culture,  should  lead  to  a suspicion 
of  tuberculosis. 

The  advent  of  chemotherapy  has  been  a great 
blessing  for  patients  with  kidney  tuberculosis.  In 
1946,  even  streptomycin  alone,  produce  a dramatic 
improvement  of  symptoms  in  patients  whose  blad- 
ders were  not  already  contracted.  The  decline  in  the 
number  of  deaths  from  uremia  has  been  impressive. 
Combined  therapy  with  PAS  and  streptomycin, 
given  concurrently  for  a period  of  one  year,  has 
given  considerably  better  preliminary  results  than 
did  streptomycin  alone.  It  did  not  appear  to  matter 
whether  the  streptomycin  was  given  daily  or  twice 
weekly. 

Isoniazid  alone,  like  streptomycin,  does  not  con- 
vert large  caseous  renal  lesions  readily  and  often 
drug  resistance  appears  after  several  weeks  of  treat- 
ment. Isoniazid  has  a distinct  danger  for  patients 
who  are  uremic.  It  is  a central  nervous  system 
stimulant;  and  among  other  disadvantages  can  cause 
convulsions  if  the  blood  level  rises  too  high.  Blood 
levels  should  be  done  on  all  patients  who  show  any 
elevation  of  urea  nitrogen  or  whose  kidney  function 
is  diminished. 

Prostatic  lesions  which  have  resulted  from,  and 
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coexist  with,  renal  lesions,  or  which  remain  after  a 
tuberculous  kidney  has  been  removed,  are  currently 
treated  with  a combined  regimen  of  streptomycin, 
PAS,  and  isoniazid  for  a period  of  at  least  one  year. 
Radical  prostatovesiculectomy  is  advised  only  in  the 
rare  cases  with  intractable  pain.  A tuberculous 
epididymis  is  removed  only  after  three  weeks  of 
chemotherapy  if  the  patient  is  sterile. 

Unilteral,  destructive  tupberculosis  of  the  kidney 
is  probably  best  treated  by  nephrectomy  followed 
by  one  year  of  combined  treatment  of  streptomycin 
and  PAS.  To  date,  the  presence  of  any  lesion  large 
enough  to  be  visible  by  x-ray  has  heralded  a poor 
prognosis  for  permanent  conversion  by  chemo- 
therapy alone.  The  newer  chemotherapeutic  regi- 
mens may  justify  a trial  of  at  least  one  year  of 
chemotherapy  before  surgery  is  advised.  The  opera- 
tion should  be  postponed  long  enough  to  make  cer- 
tain that  the  urine  from  the  contralateral  kidney  is 
free  of  tubercle  bacilli  and  pus  cells.  In  selected 
cases  partial  resection  of  the  involved  kidney  area 
may  be  advisable,  after  four  to  six  months  of  com- 
bined therapy  with  streptmocyin  and  PAS.  The 
period  of  treatment  should  be  at  least  one  year. 

Bilateral,  inoperable  renal  tuberculosis  is  now 
treated  with  combined  chemotherapy  for  at  least  one 
year.  If  pyuria  still  persists  a second  year  of 
treatment  may  be  given.  Patients  are  kept  in  a 
semi-ambulatory  rest  regimen  for  the  first  six  to 
twelve  months.  At  the  present  time  regimens  em- 
ploying isoniazid,  streptomycin,  and  PAS  together 
for  a period  of  one  year  are  being  tested.  Some  pa- 
tients will  also  be  tested  on  a combination  of  isonia- 
zid and  another  tuberculostatic  drug  for  a second 
year.  If  one  kidney  is  only  slightly  worse  than  the 
other,  the  worse  kidney  should  not  be  removed.  The 
patient  will  only  die  sooner. 

Prostatic  and  epididymal  tuberculosis  are  now  be- 
ing treated  with  one  year  of  combined  chemotherapy. 
Epididymectomy  is  advised  for  lesions  which  are 
obviously  very  large,  caseous,  or  necrotic.  The  op- 
eration is  followed  with  one  year  of  combined 
chemotherapy. 

Eight  years  of  observation  of  bacteriological  data, 
roentgenographic  data  and  symptomatic  and  survival 
data  have  convinced  us  that  modern  chemotherapy 
is  certainly  effective  in  modifying  the  formerly 
lethal  course  of  renal  tuberculosis.  A careful  search 
for  small  numbers  of  pus  cells  in  the  urines  of  all 
patients  with  a history  of  pumonary  tuberculosis  is 
the  most  valuable  test  which  can  be  done  for  it  may 
lead  to  the  early  detection  and  successful  treatment 
of  this  disease. 

— By  John  K.  Lattimer,  M.D.,  Transactions,  National  Tubercu- 
losis Asociation,  May,  1954. 


Oxygen  therapy  and  the  wetting  agent  Alevaire 
have  immediate  value  in  providing  an  “efficient 
tracheobronchial  airway”  in  major  pulmonary  dis- 
orders, according  to  Drs.  Max  S.  Sadove,  Lloyd  A. 
Gittelson,  Gordon  M.  Wyant  and  Paul  H.  Holinger. 

They  report  on  ways  to  maintain  effective  res- 
piratory functions  in  various  medical  and  surgical 
conditions,  in  an  article  in  American  Practitioner 
(5:11,  January,  1954). 

Noting  that  obstructions  in  the  respiratory  tract 
affect  functioning  of  the  lung,  the  doctors  state  that 


proper  treatment  aids  recovery,  aviods  complica- 
tions and  saves  lives.  In  surgical  patients,  preopera- 
tive cleansing  of  the  tracheobronchial  tree  by  the 
patient  himself  is  essential.  Oxygen  plays  “an  es- 
sential role  in  treating  primary  or  secondary  pul- 
monary problems,”  and  should  be  humidified  by 
nebulization. 

Observing  that  wetting  agents  are  proving  val- 
unable  in  therapy,  they  add  “we  have  found  Alevaire 
most  useful,  and  it  is  probably  indicated  in  all  cases 
where  oxygen  is  administered  in  the  presence  of 
secretions.” 

Other  treatment  measures  suggested  are  pharyn- 
geal care,  the  endotracheal  technique  and  broncho- 
scopy. Referring  to  tracheotomies,  the  group  men- 
tions early  use  of  the  procedure  “as  a solution  to 
continuous  accumulation  of  pulmonary  secretions.” 


ASPIRIN  MOST  EFFECTIVE  IN  TREATING 
POLYARTHRITIS 

Aspirin  remains  the  drug  of  choice  in  the  treat- 
ment of  polyarthritis  accompanying  rheumatic  fever 
and  “may  be  of  some  benefit  in  carditis,”  according 
to  Dr.  Currier  McEwen  of  New  York  University 
School  of  Medicine. 

After  some  30  years  of  medical  agreement  con- 
cerning aspirin’s  ineffectiveness  against  rheumatic 
heart  damage,  Dr.  McEwen  observes  that  the  issue 
is  now  being  re-examined.  Prompting  the  reapprais- 
al, he  states  in  Medical  Clinics  of  North  America 
(39:353,  1955),  are  the  continuing  reports  of  the 
international  cooperative  study  of  rheumatic  fever. 
This  study  found  that  aspirin  is  as  effective  in 
treating  the  disease  as  cortisone  and  ACTH.  Since 
most  experts  agree  that  cortisone  and  corticotropine 
are  of  some  value  in  carditis,  it  “naturally  suggests 
the  possibility  that  salicylates,  too,  may  be  of  some 
benefit,”  Dr.  McEwen  says. 

Another  indication,  he  notes,  is  that  “rebounds 
similar  to  those  seen  when  a hormone  is  stopped  oc- 
cur also  when  salicylates  are  rapidly  discontinued.” 
The  rebound  after  hormone  therapy  can  be  at  least 
partially  suppressed  by  aspirin,  he  adds,  citing  a 
recent  study. 

He  considers  aspirin  the  drug  of  choice  for  poly- 
arthritis, and  as  beneficial  as  hormones  in  treating 
fever  and  the  general  toxic  state  caused  by  the  dis- 
ease. 


PABA  WITH  SALICYLATE  AUGMENTS 
RESPONSE  TO  ACTH 

Administration  of  para-aminobenzoate  and  salicy- 
late to  rheumatic  patients  augmented  the  adrenocor- 
tical response  to  ACTH  as  much  as  did  a 50  per 
cent  increase  in  the  dosage  of  ACTH,  Dr.  Benedict 
F.  Massell  told  the  recent  Eighth  Internationl  Con- 
gress of  Rheumatic  Diseases  at  Geneva. 

Dr.  Massell  and  associates  at  the  House  of  the 
Good  Samaritan,  Boston,  are  investigating  the  effect 
of  various  anti-rheumatic  drugs  on  the  adrenocortical 
response  to  ACTH,  as  measured  by  a modified  Thom 
Test,  relating  eosinophile  change  to  total  hormone 
injected.  ACTH  is  given  in  six  divided  doses  at 
hourly  intervals  and  the  change  in  circulating  eosino- 
philes  determined  one  hour  after  the  last  injection. 
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gional  examinations,  which  will  probably  be 
held  during  October  1955,  candidates  should 
file  their  applications  immediately. 

The  Board  elected  the  following  officers 
for  the  coming  year:  Marschelle  H.  Power, 
President;  Clarence  W.  Muehlberger,  Vice 
President;  and  Oliver  H.  Gaebler,  Secretary- 
Treasurer.  Other  present  members  of  the 
Board  are:  Joseph  W.  E.  Harrisson,  Arnold 
E.  Osterberg,  William  A.  Wolff,  Warren  M. 
Sperry,  Harry  Sobotka,  Robert  M.  Hill,  and 
Albert  L.  Chaney. 

Enrollment  in  Blue  Cross  Gaining  Speed — 

The  Blue  Cross  Commission  announced, 
recently,  that  more  persons  enrolled  in  the 
American  Hospital  Association-approved  non- 
profit prepayment  plans  for  hospital-care 
cost  protection  during  the  first  three  months 
of  1955,  than  during  any  other  similar  period 
since  1950. 

Enrollment  of  872,334  during  the  first 
quarter  of  1955,  in  the  86  Blue  Cross  Plans 
of  the  U.S.,  Canada,  and  Puerto  Rico,  are 


considered  a god  sign  that  the  plans  are 
meeting  the  hospital-prepayment  needs  of 
the  public.  Total  enrollment  in  the  Plan  is 
48,475,375  persons,  or  30  per  cent  of  the 
population  of  the  areas  covered  by  the  Plans. 

This  year  (1955)  is  the  25th  anniversary 
of  the  Blue  Cross  idea.  The  idea  developed 
from  a plan  introduced,  in  1929,  at  Baylor 
University,  Dallas,  Texas. 

The  Mouth  in  Washington — 

For  more  than  a year  the  administration 
has  been  attempting  to  work  out  a system  of 
voluntary,  contributory  health  insurance  for 
Uncle  Sam’s  two  million  or  so  civilian  em- 
ployees and  their  families.  It  would  seem  a 
simple  thing  to  arrange,  considering  that 
most  big  employers  have  had  similar  plans  in 
operation  for  years.  At  any  rate,  the  plan 
is  ready  now  for  Congress  to  act  on,  but  put- 
ing  it  together  hasn’t  been  easy. 

First,  there  was  the  question  of  how  to  fit 
in  the  many  already  existing  health  insur- 
ance plans  (some  conducted  by  U.S.  employee 
unions),  and  at  the  same  time  to  offer  cover- 
age to  government  people  working  and  living 
(Continued  on  page  29- A) 
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where  no  adequate  insurance  is  being  of- 
fered. 

Also,  there  was  wide  disagreement  as  to 
how  much  of  the  premium  the  federal  gov- 
ernment should  pay;  in  private  industry, 
employers’  contributions  range  from  a small 
percentage  to  the  entire  cost.  U.S.  employee 
unions  naturally  thought  the  federal  govern- 
ment should  set  an  example  in  generosity. 

The  program  was  first  outlined  early  in 
the  year.  It  then  was  put  on  the  shelf  for 
two  reasons:  a few  refinements  had  to  be 
made,  and  Congress  first  had  to  decide  how 
big  a pay  raise  it  was  going  to  allow  U.S. 
workers  this  year  before  thinking  about  a 
fringe  benefit,  such  as  health  insurance.  The 
whole  program  was  sent  to  House  and  Senate 
just  at  the  start  of  the  adjournment  rush, 
with  the  realization  that  not  much  could  be 
hoped  for  this  session. 

The  plan  offers  U.S.  employees  the  option 
of  signing  up  with  a local  non-profit  service 
or  indemnity  plan,  providing  75%  of  the 
workers  in  the  particular  operation  vote  for 


a particular  plan  and  providing  that  plan  is 
approved  by  the  U.S.  Civil  Service  Commis- 
sion. If  the  employees  can’t  get  together, 
or  if  no  adequate  plan  is  available  locally, 
they  can  sign  up  for  a uniform  national  in- 
demnity plan  to  be  underwritten  by  one  or 
more  large  national  insurance  companies  and 
negotiated  by  the  Civil  Service  Commission. 
The  proposed  law  itself  lists  specifically  the 
original  benefits  that  must  be  provided  by 
the  uniform  plan,  but  authorizes  the  Com- 
mission to  readjust  them. 

Regardless  which  type  coverage  the  em- 
ployee selects  for  himself  and  his  family,  the 
federal  contribution  would  be  figured  the 
same  way.  It  could  not  exceed  one-third  of 
the  total  premium,  or  $19.50  annually  for  a 
single  person  or  $52  for  one  with  dependents, 
whichever  figure  is  the  lesser.  If  the  uni- 
form plan  is  chosen,  the  single  employee 
could  not  be  charged  more  than  $39  annually, 
or  the  one  with  dependents  more  than  $108 
annually.  But  under  any  other  plan,  the 
employee  would  pay  the  difference  between 
the  U.S.  contribution  and  the  premium  cost. 

A system  of  major  medical  cost  or  catas- 
trophic insurance  also  would  be  provided. 

(Continued  on  page  32-A) 
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Under  it  the  employee  would  have  to  pay  the 
first  $100  of  cost,  after  benefits  of  the  basic 
policy  had  been  exhausted,  before  major 
medical  cost  benefits  would  become  available. 
From  that  point  on,  until  $10,000  had  been 
paid  by  the  company,  the  employee  would 
have  to  pay  only  25%. 

The  first  major  medical  bill  enacted  was 
the  extension  for  another  two  years  of  the 
doctor  draft  act,  which  for  five  years  has 
been  furnishing  the  Armed  Forces  and  the 
Public  Health  Service  with  most  of  their 
doctors.  Before  passage,  two  changes  were 
made  in  the  law.  The  maximum  age  for  in- 
duction was  dropped  five  years.  Under  the 
old  law  a man  could  not  be  taken  against  his 
wishes  after  he  had  reached  his  fifty-first 
birthday ; the  new  law  reduced  it  to  his  forty- 
sixth  birthday.  Also,  the  law  no  longer  ap- 
plies to  physicians  and  dentists  who  have 
reached  their  thirty-fifth  birthdays  and  who 
have  been  rejected  for  a medical  or  dental 
commission  at  any  time  solely  on  the  grounds 
of  physical  condition. 

Defense  Department  points  out  that  the 
man  has  to  be  able  to  demonstrate  that  he 


actually  applied  for  a medical  or  dental  com- 
mission and  was  rejected;  a 4-F  draft  board 
classification  is  not  sufficient.  The  depart- 
ment also  said  that  the  law  will  not  result  in 
the  discharge  of  men  already  in  uniform, 
although  they  could  not  be  inducted  under 
the  new  law. 

As  adjournment  approached,  prospects 
were  that  not  much  more  medical  legislation 
would  be  enacted  this  session.  Most  likely 
of  success  was  a proposal  for  U.S.  grants  to 
states  to  help  finance  Salk  vaccine  costs; 
the  states  would  decide  the  priority  of  age 
groups,  but  in  a public  program  there  could 
be  no  “means  test”  to  determine  whether  a 
family  could  afford  to  pay.  Under  this  plan 
the  states  would  receive  a certain  amount  as 
a straight  grant,  based  on  the  state’s  eco- 
nomic need  and  the  number  of  uninoculated 
children.  If  they  wanted  to  put  up  dollar- 
for-dollar,  the  states  also  could  draw  on  a 
second  account.  The  bill  does  not  set  any 
limit  on  U.S.  appropriations. 

Two  other  possibilities  were  bills  for  a na- 
tional survey  of  mental  illness  (which  passed 
the  House  early  in  the  session),  and  for  U.S. 
grants  to  medical  schools. 
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For  the  Youngsters  — Medical  Mystery  Shows — 

A wholesome  and  instructive  medical  who- 
dunit transcription  series  will  be  available, 
after  June  15,  from  the  A.M.A.’s  Bureau  of 
Health  Education  for  airing  over  local  radio 
stations.  Entitled,  “Dr.  Tim,  Detective,” 
this  series  relates  some  of  the  novel  experi- 
ences which  the  doctor  and  his  teen-age  pals 
— Sandy  and  Jill — have,  solving  mysteries 
related  to  health.  Written  and  produced  by 
the  Rocky  Mountain  Radio  Council  under  the 
supervision  of  the  Bureau,  this  series  is  par- 
ticularly suitable  for  those  radio  listening 
hours  directed  to  the  small  fry.  Medical  so- 
cieties sponsoring  “Dr.  Tim”  transcriptions 
might  wish  to  inform  the  local  P.T.A.  of  the 
hour  the  programs  will  be  aired. 

Subjects  included  in  the  13  - program 
series:  diabetes,  rabies,  hearing,  dope  ped- 
dling, hookworm,  appendicitis,  asthma  and 
allergies,  anesthesia,  nursing  care,  blood  and 
fractions,  rheumatic  heart  disease,  Rocky 
Mountain  Spotted  Fever,  and  patent  medi- 
cines. The  headquarters  office  will  be  happy 
to  order  this  set  of  transcriptions  for  broad- 
cast from  your  local  radio  station. 


Institute  of  Industrial  Health  Course 
of  Instruction — 

The  Institute  of  Industrial  Health  of  the 
University  of  Cincinnati  announces  that  the 
course  of  instruction  in  Occupational  Skin 
Problems  will  be  given  during  the  week  of 
October  10-15,  1955.  The  objective  of  this 
course  is  to  give  physicians  a greater  under- 
standing ©f  cutaneous  problems  of  occupa- 
tional origin. 

The  program  will  be  divided  into  three 
daily  sessions,  consisting  of  morning  lectures 
and  clinical  demonstrations,  afternoon  field 
instruction  in  industrial  plants,  and  eve- 
ning panel  discussions.  Physicians  interest- 
ed in  attending  the  course  should  write  for 
an  application  blank  to  Secretary,  Institute 
of  Industrial  Health,  Kettering  Laboratory, 
Eden  and  Bethesda  Avenues,  Cincinnati  19, 
Ohio.  Early  application  is  advised  since  at- 
tendance is  limited. 

From  the  Columbus  Telegram — 

Dr.  Julian  Price,  a trustee  of  the  Ameri- 
can Medical  Association,  estimates  that  the 
physician’s  fee  for  private  innoculation  of 
children  with  the  Salk  vaccine  will  range 
from  $3  to  $5  a shot. 
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FOR  SALE  — Twelve-bed  general  hospital  in 
prosperous  farming  community.  Town  is  completely 
modern.  Physician  retiring  because  of  health.  Lib- 
eral terms  to  the  right  person.  Write  Box  4,  Ne- 
braska State  Medical  Journal,  1315  Sharp  Building, 
Lincoln  8. 

FOR  SALE — Hospital  Equipment;  Castle  Twin 
Light;  two  Castle  sterilizers;  operating  table;  por- 
celain tables;  pans;  stools;  128  good  instruments. 
Price,  $740.00.  Gowns,  sutures,  and  many  other 
articles  at  a bargain.  Write,  C.  D.  Williams,  M.D., 
Genoa,  Nebraska. 

NET  $10,000-$12,000  first  year!  Excellent  oppor- 
tunity permanent  practice  or  experience,  nest-egg 
before  residency.  Introduce  unopposed  practice  2,700 
active  patient  records.  Home-office  rent  $50.  W.  H. 
Berrick,  M.D.,  Edgar,  Nebraska. 
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A.M.A.  Adopts  New  Program  for  Evaluating 
New  Drugs — 

The  Council  on  Pharmacy  and  Chemistry 
of  the  American  Medical  Association  has 
anounced  and  described  a “New  Program 
of  Operation  For  Evaluation  of  Drugs” 
(JAMA,  158:1170,  July  30,  1955).  The 
article  lays  down  the  reasons  for  the  changed 
procedure,  and  contains  the  following  in- 
formative and  important  statement: 

“Under  the  new  program  drugs  will  be 
evaluated  at  the  earliest  possible  opportunity 
in  order  to  serve  the  best  interests  of  the 
profession  . . .” 


For  Your  Patients  Only — 

An  attractive  new  leaflet  earmarked  “for 
patients  only”  will  be  distributed  in  Septem- 
ber to  members  of  the  A.M.A.  Entitled  “To 
All  My  Patients,”  this  12-page  pamphlet 
(for  physicians  to  distribute  to  their  pa- 
tients) explains  the  roles  of  various  persons 
on  the  medical  team  in  providing  good  medi- 
cal care.  In  addition,  the  booklet  briefly 
discusses  medical  and  hospital  fees  and 
health  insurance.  Designed  primarily  to 
promote  better  doctor-patient  relationships, 
the  booklet  also  provides  space  for  the  doc- 
tor’s name,  address  and  office  hours  to  be 
inserted  at  the  end.  Quantities  will  be  avail- 
able on  request  from  the  A.M.A.  Public  Re- 
lations Department. 

Army  to  Pay  Higher  Entrance  Rates  to 
Civilian  Physicians — 

According  to  a release  by  The  Department 
of  the  Army  under  date  of  August  3,  1955, 
“Authority  from  the  Civil  Service  Commis- 
sion has  been  received  to  employ  civilian 
physicians  at  dispensaries,  infirmaries,  out- 
patient clinics  and  laboratories  at  the  top 
step  of  each  respective  grade,  according  to 
. . . the  Surgeon  General.”  If  interested, 
contact  your  nearest  Army  installation  or 
Army  medical  facility. 


News  From  the  Nebraska  Heart  Association  — 

An  experimental  program,  which  may 
contribute  toward  control  of  rheumatic 
fever,  was  conducted  during  August  by  the 
Nebraska  Heart  Association. 
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President  0.  A.  Kostal  of  Hastings  lists 
three  major  points  to  be  determined  by  the 
survey : 

1.  The  scope  of  the  rheumatic  fever  problem 

2.  The  methods  being  used  to  cope  with  the 
problem 

3.  Ways  the  Heart  Association  can  best  con- 
tribute toward  the  prevention  of  rheumatic 
fever. 

Approximately  300  physicians  in  55  Ne- 
braska counties  were  surveyed  by  four  medi- 
cal students  chosen  from  Creighton  and  the 
University  of  Nebraska  Medical  schools. 

Dr.  Kostal  points  out  that  this  is  the  first 
survey  of  such  type  in  the  nation,  using 
medical  students.  If  successful,  the  Ameri- 
can Heart  Association  may  recommend  the 
program  to  its  other  state  affiliates. 

The  idea  was  originated  by  Dr.  Frederick 
G.  Gillick,  Creighton  Medical  Dean  and  Im- 
mediate Past  President  of  the  Nebraska 
Heart  Association. 

An  exhibit  on  fears,  facts  and  fables 
about  heart  disease  is  being  shown  to  Ne- 
braska fair-goers  by  the  Nebraska  Heart 
Association.  Dr.  Richard  L.  Egan,  Omaha, 
Public  Education  Chairman,  reports  that  62 
county  fairs  scheduled  the  exhibit. 

An  income  of  $118,133  is  announced  by 
the  Nebraska  Heart  Association  in  a final 
report  for  the  fiscal  year  ending  June  30. 
President  0.  A.  Kostal  explains  this  includes 
$45,709  for  general  Heart  Fund  Drives, 
$68,025  for  neighborhood  appeal  known  as 
“Heart  Sunday”,  and  $4,379  for  memorial 
gifts.  The  total  income  was  almost  double 
the  amount  collected  last  year,  $62,024.  In 
1953  the  income  was  $38,973  and  $23,733 
in  1952.  Dr  Kostal  adds  the  increased  in- 
come will  enable  the  Association  to  more 
than  double  its  research  program  as  well  as 
greatly  expand  its  other  program  of  Pro- 
fessional and  Public  Education,  and  Com- 
munity Service. 

A slight  decline  in  cardiovascular  deaths 
in  the  nation  occurred  during  1954,  but  the 
total  is  still  greater  than  all  other  causes  of 
death  combined. 

Cardiovascular  diseases  accounted  for  52.3 
per  cent  of  all  deaths  last  year,  according  to 
Nebraska  Heart  Association  which  quotes 
the  National  Office  of  Vital  Statistics. 

(Continued  on  page  28- A) 


Results  With 

‘ANTE  PAR1 


PINW0RMS 

In  clinical  trials,  over  807f  of  cases  have 
been  cleared  of  the  infection  by  one  course 
of  treatment  with  ‘Antepar.’ 

Bumbalo,  T.  S.,  Gustina,  F.  J., 
and  Oleksiak,  R.  E. : 

J.  Pediat.  44:386,  1954. 

White,  R.  H.  R.,  and 
Standen,  0.  D. : 

Brit.  M.  J.  2:755,  1953. 

ROUNDWORMS 

“Ninety  per  cent  of  the  children  passed  all 
of  their  ascarides  ...” 

Brown,  H.  W. : 

J.  Pediat.  45:419,  1954. 

*SYRUP  OF  'ANTEPAR'  Citrate  brand 

Piperazine  Citrate 

Bottles  of  4 fluid  ounces,  1 pint  and  1 gallon. 

*TABLETS  OF  'ANTEPAR'  Citrate  brand 

Piperazine  Citrate 

250  mg.  or  500  mg.,  Scored 
Bottles  of  100. 

Pads  of  directions  sheets  for  patients  avail- 
able on  request. 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC. 
Tuckahoe,  New  York 
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EDITORIAL 

THE  SALK  VACCINE  IN  CANADA 

Vaccination  of  Canada’s  children  against 
poliomyelitis  using  the  Salk  Vaccine  has 
been  carried  out  without  a hitch ; no  cases 
of  poliomyelitis  have  developed  that  could 
be  related  in  any  way  to  vaccination,  and 
the  confidence  of  the  Canadian  populace  in 
their  scientists,  their  government,  and  their 
doctors  has  been  preserved. 

The  basis  of  success  lies  in  the  opinion 
expressed  by  Canada’s  Health  Minister  Paul 
Martin  that  “The  introduction  of  anything 
so  important  as  a new  polio  vaccine  amounts 
to  a national  emergency  and  calls  for  some 
form  of  national  control1.”  This  opinion  was 
promptly  implemented  and  vigorously  ef- 
fected. 

The  Canadian  Salk  Vaccine  was  produced 
by  one  firm  according  to  strict  regulations 
borrowed  largely  from  those  of  the  U.  S. 
National  Institute  of  Health,  worked  out  in 
detail  by  Connaught,  the  prospective  manu- 
facturer, and  the  Laboratory  of  Hygiene  at 
Ottawa.  There  were,  however,  two  impor- 
tant differences  between  the  Canadian 
method  and  that  used  in  the  United  States. 
These  differences  were:  (1)  Lots  of  vaccine 
to  be  checked  for  sterility  were  small,  up  to 
120  liters  as  compared  to  1,200  liters  in  the 
United  States;  and  (2)  every  batch  must  be 
double-checked. 

It  is  said  that  testing  a batch  of  vaccine 
having  a volume  of  120  liters,  for  live  virus, 
provides  up  to  twenty  times  the  chance  of 
finding  a living  virus  than  in  checking  a 
volume  of  1,200  liters1.  It  is  conceivable 
that  living  virus  might  be  missed  in  the 
smaller  volume,  but  clinical  experience  in 
Canada  suggests  that  this  procedure  plus  the 
“double-check”  has  not  missed. 


The  double-check  consists  of  completely 
re-checking  each  lot  of  vaccine  after  it  has 
been  checked  and  passed  by  the  manufac- 
turer. This  re-checking  procedure  is  carried 
out  at  the  Health  Department  Laboratory  of 
Hygiene  in  Ottawa.  Crichton1  says,  for 
example,  “As  of  this  writing,  four  lots  of 
carefully  tested  Connaught  vaccine,  enough 
to  innoculate  400,000  children,  have  been  re- 
jected and  dumped  after  double  checks  at 
the  Health  Department’s  Laboratory  of  Hy- 
giene in  Ottawa.  Since  U.  S.  manufacturers 
are  not  now  required  to  double-check,  these 
suspicious  lots  of  vaccine  would  in  all  prob- 
ability (have)  been  sent  out  for  use  in  the 
United  States.” 

In  the  United  States,  a number  of  con- 
scientious scientists  advised  more  careful 
checking  of  our  Salk  Vaccine.  They  advised 
more  investigation  before  its  release.  Some 
felt  that  the  Mahoney  strain,  representing 
Type  I,  was  too  virulent,  too  difficult  to  kill, 
and,  furthermore,  was  only  sixty  to  seventy 
per  cent  efficient  in  producing  immunity; 
therefore,  they  argued,  time  should  be  taken 
to  replace  the  Mahoney  strain.  These  men 
were  over-ruled  and  by-passed.  Speed 
seemed  to  be  of  greater  importance  than 
were  increased  safety  and  efficiency.  The 
opinions  of  those  who  had  the  most  influence 
seemed  to  be  that  early  protection  of  many 
children  justified  the  risk  to  the  few,  con- 
seqently  this  course  was  pursued.  The  re- 
sults are  now  a matter  of  history. 

REFERENCE 

1.  Crichton,  Robert:  How  Canada  Handled  the  Salk  Vaccine. 
The  Reporter,  13 :28,  July  14,  1955. 

POLITICAL  KNOWHOW 

Extension  of  the  Doctors  Draft  Act  was 
forced  through  the  House  of  Representatives 
without  the  usual  opportunity  for  hearings 
and  debate.  On  February  8,  1955,  the  House 
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passed  the  regular  draft  law  (H.  R.  3005). 
A separate  bill  (H.  R.  6057)  dealing  with 
the  extension  of  the  Doctors  Draft  Act  had 
been  submitted. 

On  May  10,  1955,  as  Representative  Vin- 
son said1  in  the  House,  “I  requested  the 
Rules  Committee  to  hold  a hearing  on  H.  R. 
6057  in  order  that  we  might  debate  this 
matter  before  the  House  in  Committee  of 
the  Whole/’  Regardless  of  this  request,  no 
opportunity  was  ever  afforded  to  hold  such 
hearing  or  to  debate  the  proposed  Doctor 
Draft  Act. 

On  June  17,  1955,  the  Senate  passed  H.  R. 
3005  with  a considerable  number  of  amend- 
ments, one  of  which  “extended  the  Doctor 
Draft  Act  for  two  years.” 

The  usual  conference  was  held,  then,  be- 
tween the  managers  on  the  part  of  the 
House  and  the  Senate  in  an  attempt  to  iron 
out  the  divergent  portions  of  the  acts  passed 
by  the  two  bodies.  In  regard  to  this  one 
portion,  the  Doctors  Draft  Act,  the  only 
change  from  the  Senate’s  version  that  was 
finally  agreed  upon  by  the  conference  com- 
mittee was  the  age  limit. 

The  managers  for  the  House  brought  their 
conference  report  to  the  House  on  June  28th, 
just  sixty  hours  before  the  expiration  date 
of  the  whole  draft  act.  During  the  brief 
discussion  of  the  conference  report  it  was 
urged  repeatedly  that  chaos  would  result 
if  this  report  was  not  adopted  before  mid- 
night of  June  30th.  Such  language  as 
“Everything  stops  at  midnight,  June  30. 
The  draft  stops;  the  dependent  wives  and 
children  will  have  their  checks  stopped  and 
the  whole  machinery  of  these  four  main 
props  of  the  defense  of  the  Nation  will  be 
brought  to  a halt”;  “I  ask  you  not  to  jeopar- 
dize the  security  of  the  Nation  in  such  a 
manner”;  and  others  of  like  appeal. 

There  was  no  way  to  retrieve  the  oppor- 
tunity to  debate  the  question  of  the  Doctors 
Draft  Act  unless  this  item  could  be  recom- 
mitted. A determined  effort  to  recommit 
was  defeated.  The  brief  discussion  on  this 
point  was  accompanied  by  many  revealing 
statements  suggesting  misuse  of  the  Act, 
that  it  was  “class  legislation”,  its  lack  of 
pertinence  during  peacetime,  and  the  ques- 
tion of  constitutionality  of  the  Act.  Recom- 
mittal of  the  Doctors  Draft  Act  having  been 
defeated,  there  remained  no  alternative  but 
to  adopt  the  conference  report,  and  this  was 


done.  This  action  carried  with  it  the  exten- 
sion of  the  Doctors  Draft  Act  for  two  years. 

Inasmuch  as  there  had  been  considerable 
agreement  among  the  various  agencies  con- 
cerned with  the  draft  act  as  a whole  that 
the  need  for  the  Doctors  Draft  Act  was 
highly  questionable,  it  is  enlightening  to 
study  the  Congressional  Record  for  the  day, 
June  28,  1955.  It  is  enlightening  as  to  the 
fundamental  questions  of  rightness  and  of 
necessity  for  such  an  act  at  this  time.  It  is 
enlightening,  also,  to  obtain  some  insight 
into  the  smoothness  with  which  a piece  of 
legislation  said  to  be  unnecessary  and  un- 
fair can  be  shoved  down  the  throats  of 
Congress  and  of  the  Nation  by  means  of 
political  knowhow. 

REFERENCE 

1.  Congressional  Record,  Vol.  101,  No.  109,  p.  8016. 

DOCTORS  THEN  AND  NOW 

Sometimes  we  get  the  idea  that  relation- 
ships between  patients  and  doctors  must  be 
different  in  our  time  than  they  ever  were 
before.  The  following  quotation  from  the 
Gospel  according  to  St.  Mark,  5 :25-26,  re- 
minds one  that  people  and  doctors  have  al- 
ways been  fundamentally  the  same  as  they 
are  at  present: 

“25.  And  a certain  woman,  which  had  an 
issue  of  blood  twelve  years, 

“26.  And  had  suffered  many  things  of 
many  physicians,  and  had  spent  all  that  she 
had,  and  was  nothing  bettered,  but  rather 
grew  worse,  ...” 

It  is  interesting,  also,  to  note  that  Luke, 
the  physician,  used  language  that  favored 
the  physician  somewhat,  when  he  described 
the  same  scene.  In  relating  the  experiences 
of  this  woman,  Luke  said  “.  . . neither  could 
be  healed  of  any.” 

How  like  PR  booklets  and  the  notes  of 
the  Grievance  Committee  this  sounds! 


The  statisticians  are  pointing  out  that  death  from 
tuberculosis  is  occurring  at  an  advancing  age  and 
that  this  holds  true  particularly  in  the  case  of  older 
men  rather  than  women.  Many  of  these  men,  al- 
though they  cough  up  large  numbers  of  tubercle 
bacilli,  do  not  realize  that  they  have  a contagious 
disease  and  are  infecting  their  grandchildren.  Much 
needs  to  be  done  to  search  out  these  cases  and  give 
them  proper  treatment.  Donald  S»  King,  M.D.,  NTA 
Bulletin,  April,  1954. 
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Bronchogenic  Carcinoma * 


A Clinicopathologic  Study  of 
Seventy-Five  Fatal  Cases 

This  is  an  analysis  of  seventy-five  cases  of 
bronchogenic  carcinoma  from  the  clinical  and  the 
pathologic  points  of  view.  The  authors  have 
dwelt  especially  on  the  prognostic  implications  of 
early  diagnosis,  tumor  location,  degree  of  infiltra- 
tion, and  histologic  classification  of  the  neoplasms. 

EDITOR 

INTRODUCTION 

BECAUSE  of  its  frequency  bron- 
chogenic carcinoma  rivals  in 
importance  malignancies  of  the 
stomach  and  intestine  in  the  male.  Recent 
progress  in  diagnostic  procedures  and  sur- 
gical therapy  have  transferred  these  tumors 
from  hopeless  neoplasms  of  academic  inter- 
est to  a group  where  early  diagnosis  and  ac- 
tive treatment  may  offer  some  hope  of  cure. 
Much  has  been  written  of  their  clinical  and 
pathologic  manifestations,  newer  diagnostic 
aids,  the  prognostic  value  of  early  diagnosis, 
tumor  location,  degree  of  infiltration,  and 
histologic  classification. 

We  wish  to  discuss  the  last  four  factors 
in  the  preceding  paragraph  and  especially 
to  determine  how  the  last  three  apply  to  our 
own  material. 

As  for  the  importance  of  early  diagnosis, 
admittedly  most  pulmonary  neoplasms  are 
seen  too  late.  Such  early  diagnosis  demands 
an  awareness  of  the  disease  by  the  clnician 
who  first  sees  the  patient1’2.  Mass  radiog- 
raphy3, cytologic  studies  of  sputum  and  bron- 
choscopic  aspirations4’ 5 must  be  used  more 
frequently  to  achieve  this  end. 

Many  observers  point  out  that  position  of 
the  tumor  and  degree  of  infiltration  are  the 
best  guides  for  treatment  and  prognosis. 
Neuhof  and  Aufses6  believe  that  circum- 
scribed tumors  give  the  best  prognosis,  while 
those  of  the  main  and  branch  bronchi  and 
peripherally  invasive  tumors  have  the  poor- 
est outlook.  They  feel  that  the  histologic 
type  is  of  little  importance.  Tuttle  and  Wo- 
mack7, Phillips,  Basinger  and  Adams8  and 
Henkin9  expressed  a similar  belief.  McDon- 

*From  the  Departments  of  Pathology,  The  Creighton  Univer- 
sity School  of  Medicine,  The  Creighton  Memorial  St.  Joseph’s, 
St.  Catherine’s,  and  Douglas  County  Hospitals,  Omaha,  Ne- 
braska, 


v R.  S.  ARMSTRONG,  M.D. 

Veterans'  Administration  Hospital 
Tucson,  Arizona 

H.  L.  PAPENFUSS,  M.D. 

University  of  North  Dakota  School  of  Medicine 
Grand  Forks,  North  Dakota 
and 

B.  C.  RUSSUM.  M.D. 

The  Creighton  University  School  of  Medicine 
Omaha,  Nebraska 

aid  et  al10’  u»  12>  13> 14,  Ochsner  et  al15,  Ge- 
bauer16,  Adams17,  and  Buchberg  et  al18  are 
impressed  with  the  value  of  the  histologic 
type  as  an  important  indicator  of  the  value 
of  surgery  and  determination  of  probable 
survival.  Grading  of  such  tumors  has  been 
discarded  as  of  little  help  by  all  but  a few 
writers,  including  Ochsner15. 

MATERIAL 

° ° TO  DETERMINE  the  possible  rela- 
tion of  histologic  type,  growth  characteris- 
tics, and  site  of  tumor  origin  to  prognosis, 
we  studied  our  autopsy  material  for  the  de- 
cade 1941-1950.  It  included  75  fatal  cases  of 
bronochogenic  carcinoma.  In  all,  the  clinical 
records  were  satisfactory,  and  in  71  the  mi- 
croscopic sections  were  available  for  review. 

Extensive  tabulations  were  made,  correlat- 
ing: 

1.  Histologic  type  with  age,  sex  and  race. 

2.  Histologic  type  with  site  of  primary  tumor. 

3.  Site  of  primary  tumor  with  growth  charac- 
teristics and  bronchial  obstruction. 

4.  Histologic  type  with  growth  characteristics 
and  bronchial  obstruction. 

5.  Extensions  of  tumor  with  histology,  position 
of  primary  tumor,  and  growth  characteristics. 

6.  Metastases  with  histologic  type. 

7.  Presenting  complaints  with  primary  site  of 
tumor. 

8.  Time  from  onset  of  symptoms  to  first  visit  to 
physician  with  the  time  intervening  between  that 
first  visit  and  the  diagnosis. 

9.  Histologic  type  with  the  average  and  mean 
durations  in  months  from  onset  of  the  disease  to 
death. 

Histologic  Type 

We  used  the  histologic  classification  of  Mul- 
ligan19, dividing  the  carcinomas  into  four 
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groups — squamous  cell,  adeno,  and  undiffer- 
entiated, the  latter  with  three  subgroups,  (a) 
small  cell,  (b)  polymorphous  cell  (large  or 
clear  cell),  and  (c)  oat  cell,  and  alveolar  cell 
carcinomas. 

The  tumors  were  grouped  according  to  the 
predominant  cell  type  of  the  primary  tumor 
and  of  its  metastases.  In  some  instances  two 
types  were  identified  in  the  same  primary 
tumor,  although  it  was  very  rare  to  find 
more  than  one  histologic  type  in  all  of  the 
metastases.  For  this  reason  and  because  of 
the  variable  degree  of  anaplasia  in  each 
tumor,  attempts  to  grade  the  squamous  cell 
carcinomas  and  adenocarcinomas  were  aban- 
doned. A preliminary  survey  revealed  that 
correlations  between  the  proposed  grade  and 
the  degree  of  extension,  metastases,  the  clin- 
ical course  and  duration  of  the  illness  were 
extremely  poor  for  the  series. 

The  incidence  of  age,  sex,  and  race  accord- 
ing to  histologic  type  is  seen  in  Table  I.  The 
tumors  were  found  in  60  males  and  15  fe- 
males, a ratio  of  4 to  1,  which  is  lower  than 
in  most  series.  Adenocarcinomas  were  found 
in  8 of  the  15  females,  relatively  twice  as 
often  as  in  males,  while  but  one  undifferen- 
tiated carcinoma  was  present  in  that  sex. 
The  frequency  of  squamous  cell  carcinoma 
was  approximately  the  same  in  each  sex,  in 
5 of  15  females  and  22  of  60  men. 

TABLE  I 

INCIDENCE  OF  AGE,  SEX  AND  RACE  ACCORDING  TO 

HISTOLOGIC  TYPE  OF  75  AUTOPSIED  INDIVIDUALS 
WITH  BRONCHGENIC  CARCINOMA 


Histologic  Age,  Years  Male  Female  Race 

Type  No.  Avg.  Mean  No.  No.  W N 

Squamous  cell  27  62.9  65  22  5 26  1 

Adenocarcinoma  22  61.6  64.5  14  8 22 

Undifferentiated  22  58.8  61  21  1 21  1 

Small  cell  6 56.1  51  6 6 

Polymorphous  6 55.7  57  5 1 6 

Oat  cell  10  62.2  62  10  9 1 

Alveolar  1 72  1 1 

Unknown 3 46.3  2 1 3 

Total  75  60.5  62  60  15  72  3 


The  average  age  was  60.5  years,  the  mean, 
62  years  for  the  series.  The  range  in  age 
was  33  to  86  years,  with  an  adenocarcinoma 
at  each  extreme.  Undifferentiated  neo- 
plasms were  more  frequent  in  younger  per- 
sons, with  an  average  age  of  58.8  years,  al- 
though the  average  age  incidence  of  the  oat 
cell  type  was  about  the  same  as  that  of  the 
squamous  and  adenocarcinoma  groups. 

Twenty-two  of  the  75  tumors  were  adeno- 
carcinomas, a higher  proportion  than  usually 
reported,  probably  because  of  the  greater 
number  of  females  in  the  series. 


Primary  Site  and  Histology 

According  to  the  site  of  origin,  carcinomas 
in  the  lung  are : 1.  Central  or  hilar,  originat- 
ing in  the  main  bronchi  and  primary 
branches;  2.  intermediate,  in  the  secondary 
and  tertiary  bronchi;  3.  peripheral;  4.  dif- 
fuse or  miliary,  possibly  from  multiple  foci. 
The  position  could  be  determined  in  73  of  the 
75  tumors  and  is  tabulated  according  to  his- 
tologic type  in  Table  2. 

TABLE  II 

HISTOLOGIC  TYPE  OF  BRONCHOGENIC  CARCINOMA 
RELATED  TO  POSITION  IN  LUNG 


Area  of  Origin 

Histologic  Central  Intermed  Periph  Diffuse  Unknown 

Type  No.  No.  No.  No.  No. 

Squamous  cell  14  6 7 

Adenocarcinoma  10  5 3 2 2 

Undifferentiated  14  6 1 1 

Small  cell 5 1 

Polymorphous : 3 2 1 

Oat  cell 6 3 1 

Alveolar  1 

Unknown  2 1 

Total  40  18  12  3 2 


The  incidence  in  the  two  lungs  was  prac- 
tically the  same  — 36  times  in  the  right  and 
35  in  the  left,  once  at  the  tracheal  bifurca- 
tion and  thrice  bilaterally  or  of  undetermined 
origin.  The  lobar  distributions  were  not  sig- 
nificantly different  on  the  two  sides.  All 
histologic  types  were  more  often  central,  and 
the  hilar  area  was  the  site  of  40  of  the  75 
tumors. 

Primary  Site,  Histology,  Growth 
and  Obstruction 

The  site  of  tumor  origin  and  the  histolog- 
ical types  were  correlated  with  growth  char- 
acteristics and  bronchial  obstruction  (Table 
3,  4).  Those  tumors  near  the  periphery 
were  more  apt  to  be  circumscribed.  Bron- 
chial obstruction  occurred  in  28  of  the  33 
hilar  and  in  only  one  of  the  nine  peripheral 
tumors.  Circumscribed  and  infiltrating 
forms  of  squamous  cell  carcinomas  were  en- 
countered with  about  equal  frequency,  while 
about  two  thirds  of  the  adenocarcinomas 
and  three  fourths  of  the  undifferentiated 
carcinomas  were  of  the  infiltrating,  type. 

TABLE  III 

RELATION  OF  ORIGIN  OF  BRONCHOGENIC  CARCINOMA 
TO  GROWTH  CHARACTERISTICS  AND 
BRONCHIAL  OBSTRUCTION 

Obstruc-  Obstruc- 
Circum-  Infil-  tion  tion 

scribed  trating  Present  Absent 


Site  of  Origin  No.  No.  No.  No. 

Central  10  28  28  5 

Intermediate  4 13  8 7 

Peripheral  9 2 18 

Diffuse  — 4 — 3 

Unknown  (5)  — (15) 


Involvement  of  the  bronchial  wall  by  the 
tumor  played  a most  important  role  in  the 
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clinical  course.  Correlation  of  position  with 
growth  characteristics  and  bronchial  ob- 
struction in  70  cases  where  sufficient  data 
were  available  (Table  3)  indicates  that  37 
tumors,  28  of  which  were  central,  produced 
obstruction. 

TABLE  IV 

HISTOLOGY  OF  BRONCHOGENIC  CARCINOMA  RELATED 
TO  GROWTH  CHARACTERISTICS  AND 
BRONCHIAL  OBSTRUCTION 

Growth  Obstruction 

Circum.  Infil.  Present  Absent 


Histologic  Type  No.  No.  No.  No. 

Squamous  cell  13  14  16  7 

Adenocarcinorr  a 7 13  8 9 

Undifferentiated  5 17  11  7 

Small  cell — 6 3 2 

Polymorphous  15  2 3 

Oat  cell  4 6 7 2 

Alveolar  1 1 

Total  25  44  35  24 


When  the  histology  was  correlated  with 
growth  characteristics  and  bronchial  ob- 
struction (Table  4),  obstruction  was  record- 
ed in  16  of  23  squamous  cell  lesions,  in  8 of 
17  adenocarcinomas,  and  in  11  of  18  undif- 
ferentiated carcinomas.  Where  growth  char- 
acteristics were  specifically  noted,  14  of  27 
squamous  cell  lesions  were  infiltrating,  while 
13  of  20  adenocarcinomas,  17  of  22  undiffer- 
entiated carcinomas,  and  one  alveolar  car- 
cinoma were  similarly  classified. 

With  bronchial  obstruction  there  were  sig- 
nificant lesions  other  than  tumor  distal  to 
the  obstruction  in  33  of  the  35  patients,  while 
in  only  9 of  24  of  the  non-obstructive  groups 
were  such  changes  found.  The  most  impor- 
tant secondary  changes  were  atelectasis, 
chronic  pneumonitis,  bronchiectasis,  and  ab- 
scesses, while  gangrene  and  edema  were  less 
frequent,  and  tuberculosis  was  found  in  only 
two  cases. 

Tumor  Extensions,  Histology, 

Primary  Site  and  Growth 

Direct  invasion  of  adjacent  structures 
characterizes  bronchogenic  carcinomas.  Cor- 
relation of  such  extension  with  cell  type,  ana- 
tomic position  in  the  lung,  and  growth  char- 
acteristics where  possible  (Table  5)  indicat- 
ed that  50  of  the  75  tumors  had  extended  be- 
yond the  lung  parenchyma.  The  undifferen- 
tiated group  contained  the  largest  number 
with  extensions  and  the  greatest  variation  in 
structures  involved,  as  their  position  and  dif- 
fuse growth  would  suggest.  Adenocarcino- 
mas were  more  frequently  invasive  than 
were  the  squamous  cell  variety  but  the  latter 
were  more  varied  in  their  growth  characters. 
There  was  little  tendency  for  the  circum- 
scribed tumors  to  involve  other  structures; 
13  of  24  tumors  of  this  group  did  not  extend 


beyond  the  lung  borders,  while  in  the  re- 
mainder the  extension  was  peripheral  with 
expansile  involvement  of  the  parietal  pleura, 
or  central  with  peribronchial  lymph  node  in- 
volvement. Only  7 of  the  44  infiltrating 
growths,  usually  those  in  the  intermediate 
lung  position,  failed  to  involve  other  struc- 
tures. 

v TABLE  V 

EXTENSION  OF  BRONCHOGENIC  CARCINOMAS  RELATED 
TO  HISTOLOGIC  TYPE,  LUNG  POSITION 
AND  GROWTH  CHARACTERISTICS 

No.  for  No.  for 

Histologic  Type  Lung  Position  Growth 


Extension 


EH 


Peribronch.  L.N.  11 

Parietal  Pleura  9 

Mediastinum  6 

Great  Vessels  7 

Pericardium  3 

Apex  Thorax  5 

Esophagus  4 

Trachea  1 

Chest  Wall  3 

Diaphragm  3 

Heart 1 

Neck  1 

No  extension  11 


10 

7 

6 

1 

2 

1 

1 


17 

6 

10 

7 

5 

3 
2 

4 
2 

2 

1 

3 


38 

24 

23 

15 

10 

9 

7 

5 

6 
5 
4 
4 

20 


. £ 
ft  $ 

s ' — ' ‘p  - — ' CJ  - — ' «i-|  ■ 

O 4->  u-  Hm  ^ ^ 

^ c , . « • - 

HI 


28 

13 

17 

12 

8 

6 

6 

5 

3 

3 

3 

3 

7 


pn  w o' 
1 ( 
6 5 


1 

13 


33 

23 

22 

15 

11 

9 

7 

5 

6 
5 
4 
3 
7 


*Total  includes  the  unknown  and  alveolar  carcinomas. 


The  most  common  abnormalities  of  the 
pleura  were  unilateral  and  bilateral  hydro- 
thorax, bloody  effusion,  pleural  adhesions 
containing  tumor,  and,  less  frequently,  empy- 
ema. These  changes  seemed  unrelated  to  tu- 
mor cell  type,  position,  or  bronchial  obstruc- 
tion but  were  much  more  common  with  more 
advanced  neoplasms  in  which  there  were  ex- 
tensions to  the  pleura  or  extension  and/or 
metastases  to  the  peribronchial  and  medi- 
astinal lymph  nodes. 

Squamous  cell  carcinomas  occurred  most 
often  in  the  hilar  region  as  nodular,  circum- 
scribed masses  which  were  expansile  in  their 
earlier  phases;  they  protruded  into  and  ob- 
structed bronchi  and  expanded  peripherally 
into  peribronchial  tisue.  Later  they  became 
more  invasive,  extended  to  peribronchial 
lymph  nodes,  distally  into  the  lung  and,  to  a 
lesser  degree,  centrally  into  the  mediasti- 
num. With  increase  in  size,  necrosis  of  the 
tumor  became  rather  marked.  In  many  per- 
ipheral squamous  cell  neoplasms  there  was 
little  invasion,  but  the  centers  of  the  large 
masses  were  necrotic  and  the  irregular 
rough-walled  cavities  were  secondarily  in- 
fected. When  the  tumors  became  infiltra- 
tive, extensions  were  most  frequent  in  the 
pleura,  peribronchial  lymph  nodes,  apex  of 
the  thorax,  chest  wall,  and  about  the  great 
vessels. 


Over  two-thirds  of  the  adenocarcinomas 
diffusely  infiltrated  to  the  lung  periphery 
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along  bronchi,  blood  vessels  and  lymphatics, 
often  involving  the  pleura.  Although  ob- 
struction of  involved  bronchi  occurred  in 
only  8 of  17  such  tumors,  vascular  invasion 
was  common.  Central  growth  with  extension 
to  peribronchial  lymph  nodes  and  to  adjacent 
mediastinal  tissue  was  sometimes  seen  but 
was  usually  not  extensive. 

Over  three  fourths  of  the  undifferentiated 
tumors  displayed  a great  tendency  to  diffuse- 
ly infiltrate  and  extend,  although  this  was 
true  in  only  6 of  the  10  oat  cell  tumors.  In 
contrast  to  the  adenocarcinomas,  however, 
the  extension  was  central  rather  than  per- 
ipheral, with  most  frequent  extensive  inva- 
sion of  mediastinal  tissues,  pericardium, 
great  vessels,  and  the  peribronchial  and  peri- 
tracheal lymph  nodes.  The  tumors  tended  to 
be  expansile  as  well  as  invasive.  Bronchial 
obstruction  was  frequent  but  it,  as  well  as 
necrosis  and  cavitation,  was  less  common 
than  with  the  squamous  cell  type. 


Metastases  and  Histology 

Numerous  and  diverse  metastases  were 
characteristic  (Table  6).  Our  figures  do  not 
distinguish  tissues  involved  only  by  direct 

TABLE  VI 

NUMBERS  OF  METASTASIS  OF  BRONCHOGENIC 
CARCINOMAS  RELATED  TO  HISTOLOGIC  TYPE 


* 

s 

0 

«4H 

Metastases 

o 

a; 

73 

73 

G 

£ 

H 

m 

< 

P 

m 

o 

Mediastinal  L.  N. 

47 

20 

12 

13 

4 

7 

Peribronchial  L.  N.f 

39 

15 

9 

12 

3 

6 

Liver 

39 

9 

14 

16 

6 

g 

Adrenal 

27 

12 

6 

8 

1 

5 

Opposite  lung 

25 

4 

13 

6 

2 

2 

Bone 

22 

Vertebra 

10 

4 

1 

5 

2 

3 

Pelvis 

2 

1 

1 

Ribs 

11 

3 

2 

5 

3 

2 

Sternum 

8 

1 

2 

5 

3 

1 

Extremities 

3 

2 

1 

1 

Skull 

1 

1 

Retroperitoneal  L.  N 

21 

6 

6 

9 

3 

4 

Peribronchial  L.  N.** 

17 

4 

4 

8 

3 

4 

Kidney 

14 

8 

2 

4 

3 

Abdominal  L.  N. 

12 

5 

1 

6 

2 

3 

Pancreas 

9 

1 

8 

1 

6 

Liver  hilus  L.  N. 

9 

3 

1 

5 

2 

3 

Heart 

8 

3 

5 

1 

Brain 

8 

3 

2 

2 

1 

Skin,  subcutaneous  

8 

3 

5 

2 

2 

Supraclavicular  L.  N. 

6 

1 

2 

2 

2 

Pericardium  _ 

7 

3 

1 

3 

1 

1 

Spleen 

6 

1 

2 

2 

2 

Small  intestine 

6 

3 

3 

1 

1 

Diaphragm  . 

5 

3 

1 

Large  intestine 

4 

2 

1 

Gallbladder  _ _ 

3 

2 

1 

1 

Esophagus 

3 

2 

1 

Thyroid 

3 

3 

Cervical  L.  N. 

2 

1 

1 

1 

Peritoneum 

2 

1 

1 

1 

Stomach 

2 

2 

1 

Tastes 

2 

1 

1 

1 

1 

Axillary  L.  N. 

2 

1 

1 

1 

Pituitary 

2 

2 

1 

Spinal  Cord 

1 

1 

Prostate 

1 

1 

1 

Ovary _ 

1 

1 

Omentum 

1 

1 

Urinarv  bladder 

1 

_ 

_ 

1 

* — Includes  unknown  and  alveolar  tumors 


** — Opposite  side  from  tumor 
f—  Same  side  as  tumor 


o 

Ph 

2 

3 

2 

2 

2 


1 


2 

1 

1 

1 

1 

1 

1 

1 

1 

1 

2 
1 


1 


1 

1 


1 

1 


extension,  but  commonly  there  occurred  both 
extension  to  and  metastatic  invasion  of  the 
same  peribronchial  and  mediastinal  lymph- 
node  groups.  With  striking  frequency  his- 
tologic sections  revealed  invasion  of  blood 
and  lymph  vessels  in  the  primary  tumor  and 
tumor  emboli  in  vessels  of  other  viscera.  The 
relation  of  the  tumor  to  the  pulmonary  cir- 
culation favors  extensive  visceral  metastases 
as  evidenced  by  metastases  in  34  different 
organs,  including  various  lymph  - node 
groups.  Metastases  were  not  found  in  only 
six  tumors — three  squamous  cell,  two  adeno- 
carcinomas, and  one  undifferentiated  poly- 
morphous cell  carcinoma.  The  sites  of  meta- 
stases in  order  of  descending  frequency  were 
mediastinal  lymph  nodes,  peribronchial 
lymph  nodes,  liver,  adrenals,  opposite  lung, 
bones,  retroperitoneal  lymph  nodes,  and  kid- 
ney. 

The  undifferentiated  tumors  metastasized 
more  widely,  involving  7 or  more  organs  in 
half  the  cases,  but  in  8 of  the  27  squamous 
cell  and  in  5 of  the  22  adenocarcinomas  there 
was  extensive  involvement.  Individual  vari- 
ations occurred  in  the  different  cell  types. 
The  squamous  cell  carcinomas  tended  to 
metastasize  to  regional  lymph  nodes,  adren- 
als, kidneys,  and  bones.  Secondary  involve- 
ments by  adenocarcinomas  were  frequent  in 
the  opposite  lung,  regional  lymph  nodes,  and 
liver.  Undifferentiated  types  most  often 
metastasized  to  lymph  nodes,  liver,  bone, 
pancreas,  heart,  and  skin.  The  variation  in 
the  undifferentiated  groups  was  remarkable 
in  that  the  small  cell  and  oat  cell  groups 
metastasized  more  widely  than  the  polymor- 
phous cell  types  and  there  was  frequent  in- 
vasion of  the  pancreas  and  adrenals  by  the 
oat  cell  type.  The  extensions  and  metastases 
of  the  sub-groups  did  not  duplicate  the  pat- 
tern of  either  the  squamous  cell  or  adeno- 
carcinoma type. 

There  was  no  apparent  relation  between 
metastases  and  the  site  of  the  primary  tu- 
mor, but  somewhat  more  widespread  meta- 
stases occurred  in  the  intermediate  and  dif- 
fusely infiltrating  tumors. 

No  sharply  defined  site  of  origin  or 
growth  pattern  enabled  us  to  classify  any  of 
the  three  types  of  undifferentiated  carci- 
noma with  either  the  squamous  cell  or  adeno- 
carcinomas or  with  one  of  the  other  sub- 
groups. The  gross  features  of  these  tumors 
did  not  justify  any  change  in  classification. 
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CLINICAL 

Presenting-  Complaint  and  Tumor  Origin 

o o THE  presenting  complaints 

due  to  bronchogenic  carcinoma  were  diverse 
(Table  7)  and  divisible  into  three  categories: 
(1)  Primarily  respiratory;  (2)  vague  sys- 
temic; (3)  those  due  to  metastases.  Corre- 
lation studies  of  bronchial  obstruction  and 
tumor  position  indicated  that  hilar  and  ob- 
structive tumors  caused  complaints  and 
symptoms  more  clearly  related  to  the  res- 
piratory tract,  e.g.,  cough,  dyspnea,  hemop- 
tysis, and  chest  pain;  peripheral  and  non- 
obstructive tumors  produced  systemic  mani- 
festations, e.g.,  weight  loss,  fever  and  chills, 
weakness  and  fatigue,  peripheral  edema,  and 
neuromuscular  and  arthralgic  pains.  How- 
ever, though  not  necessarily  the  presenting 
complaints,  cough,  dyspnea,  and  chest  pain 
were  the  most  frequent  symptoms. 

TABLE  VII 

PRESENTING  COMPLAINTS  OF  PERSONS  WITH 
BRONCHOGENIC  CARCINOMA  RELATED 
TO  TUMOR  POSITION  AND  TOTALS 
OF  SYMPTOMS 


Presenting  Hilar 

Inter. 

Periph 

Diffuse 

Total 

Symp. 

Complaints  No. 

No. 

No. 

No. 

No. 

Totals 

Cough 

17 

3 

4 

2 

26 

46 

Dyspnea 

12 

4 

1 

2 

19 

45 

Chest  Pain 

9 

5 

1 

2 

17 

33 

Symp.  of  Metas._ 

9 

4 

_ 

13 

12 

Musc-skeletal  

3 

3 

2 

_ 

8 

18 

Weakness,  fatigue 

2 

1 

4 

1 

8 

22 

Weight  loss 

2 

1 

2 

1 

6 

50 

Peripheral  edema 

2 

_ 

3 

_ 

5 

6 

Hemoptysis 
Central  Nerv. 

2 

- 

2 

- 

4 

20 

Sys. 

1 

_ 

1 

_ 

2 

4 

Fever  and  chills — 

1 

_ 

1 

_ 

2 

15 

Hoarseness 

2 

_ 

_ 

_ 

2 

2 

Anorexia 

_ 

1 

_ 

1 

29 

Sputum 

2 

_ 

_ 

2 

26 

Night  sweats 

_ 

_ 

3 

_ 

- 

6 

Miscellaneous  

2 

1 

- < 

3 

7 

In  nineteen  patients  there 

was 

a past 

his- 

tory  of  recurrent  pneumonia  or  “flu,”  and  in 
ten  there  had  been  repeated  upper  respira- 
tory infections ; in  thirteen  there  was  a fam- 
ily history  of  primary  extrapulmonary  mal- 
ignancy. 

Unfortunately,  histories  of  the  patients’ 
habits  were  not  available  in  all  cases.  How- 
ever, in  the  25  who  smoked  a pack  or  more 
of  cigarettes  daily,  eight  had  squamous  cell 
carcinomas,  five  adenocarcinomas,  and  12 
undifferentiated  carcinomas  with  nine  of  the 
oat  cell  type. 

In  50  of  the  75  cases  there  were  positive 
chest  signs  in  decreasing  order  of  frequency : 
rales  and  rhonchi  of  various  types,  altered 
breath  sounds,  dullness  to  percussion,  di- 
minished thoracic  expansion,  inspiratory  and 
expiratory  wheezes,  emphysema  of  opposite 
lung,  areas  of  hyperresonance  of  the  involved 
side,  friction  rub,  mediastinal  shift,  and  thor- 


acic tenderness.  Similarly,  in  38  cases  there 
was  nodular  enlargement  of  the  liver,  palp- 
able lymphadenopathy,  abdominal  masses, 
ascites,  vocal  cord  paralysis,  and  evidence  of 
central  nervous  system  involvement.  A 
slight  fever,  rarely  above  102  degrees,  was 
present  in  many  patients.  The  above  find- 
ings were  equally  frequent  both  early  and 
late  in  th£  clinical  course.  Physical  findings 
were  more  striking  in  those  with  central  ob- 
structive tumors. 

Usually  routine  laboratory  tests  disclosed 
anemia,  leukocytosis,  increased  sedimenta- 
tion rate,  and  a normal  urine.  An  usually 
mild  to  moderately  severe  anemia  was  pres- 
ent in  54  cases;  the  red  cell  count  varied 
from  3 to  4 million  and  the  hemoglobin  from 
8 to  13  grams/100  cc.  In  three  patients 
there  was  secondary  polycythemia.  The  leu- 
kocytes varied  from  10,000  to  20,000,  and  the 
differential  count  was  normal  or  shifted 
slightly  to  the  left.  Leukopenia  was  present 
in  two  patients,  and  a leukemoid  reaction  in 
one.  Of  32  cases  in  which  a serological  ex- 
amination for  syphilis  was  recorded  only 
four  were  positive.  In  20  of  the  63  patients 
where  interpretations  of  chest  roentogeno- 
grams  were  made  by  radiologists  a diagnosis 
of  primary  lung  malignancy  was  made. 
In  only  three  cases  were  chest  roentgeno- 
grams interpreted  as  normal.  Other  ab- 
normalities suggested  by  the  films  were : in- 
flammatory lesion,  25 ; pleural  fluid,  18 ; tu- 
berculosis, 4;  atelectasis,  14;  metastatic  tu- 
mor, 11 ; and  miscellaneous,  8.  The  only  im- 
portant finding  related  to  the  tumor  type 
was  the  great  frequency  with  which  the  in- 
terpretation of  an  inflammatory  process 
was  made  in  the  presence  of  an  adenocarci- 
noma. This  is  understandable  in  the  light 
of  the  tumor’s  characteristic  peripheral 
spread.  The  peripheral  tumors  were  more 
frequently  interpreted  as  primary.  Bron- 
chial obstruction  was  important  in  the  inter- 
pretation of  the  roentgenograms ; in  the 
three  cases  where  films  were  reported  as 
normal  no  evidence  of  obstruction  was  found 
at  autopsy.  Tuberculosis  was  erroneously 
diagnosed  only  when  there  was  obstruction. 
In  three  of  four  such  instances  there  were 
abscesses  distal  to  the  tumor,  and  there  was 
bronchiectasis  in  the  fourth.  The  radiologic 
finding  of  atelectasis  was  more  frequent  in 
the  obstructive  types.  Findings  compatible 
with  fluid  and  inflammatory  lesions  were 
significantly  more  frequent  with  the  nonob- 
structive tumors,  perhaps  because  many 
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were  peripheral  and  pleural  involvement 
therefore  was  more  common.  The  roentgen 
findings  were  well  correlated  with  associated 
lung  and  pleural  lesions  revealed  at  autopsy 
even  though,  in  some  cases,  the  roentgeno- 
grams were  taken  many  weeks  before  death. 

Bronchoscopic  examinations  were  carried 
out  upon  24  patients.  Tumor  was  seen  in 
nine,  was  hilar  in  eight  and  was  obstructive 
in  all  patients  when  the  tumor  was  visual- 
ized. In  the  remaining  15  patients  nine  tu- 
mors were  central.  Where  the  tumor  was 
only  suspected  or  was  questionable,  it  was 
obstructive  in  half  of  the  cases. 

Biopsies  were  done  in  23  cases.  Seven  of 
ten  bronchial  biopsies  revealed  tumor  tissue. 
In  three  of  six  biopsies  of  cervical  or  supra- 
clavicular lymph  nodes  metastatic  tumor  was 
indentified.  In  one  instance  a metastatic  un- 
differentiated bronchogenic  carcinoma  of  a 
cervical  node  was  misinterpreted  as  malig- 
nant lymphoma.  Two  similar  errors  were 
made  on  biopsies,  one  a metastatic  squamous 
cell  bronchogenic  carcinoma  of  the  skin  and 
the  other  a metastatic  undifferentiated  bron- 
chogenic carcinoma,  oat  cell  type,  of  the  uri- 
nary bladder. 

In  60  cases  data  were  sufficient  to  deter- 
mine the  time  between  onset  of  symptoms 
and  the  first  visit  to  a physician,  in  61  cases 
to  calculate  the  time  from  that  visit  to  the 
date  of  diagnosis,  and  in  all  75  cases  to  esti- 
mate the  interval  from  the  date  of  onset  to 
death  (Tables  8 and  9).  In  two-thirds  of 
the  cases  the  patients  consulted  their  physi- 
cians within  three  months  of  onset.  Most 
of  those  with  peripheral  tumors  went  to  their 
physician  within  one  month  of  onset,  and  ali 
but  one  did  so  within  three  months.  The 
average  time  between  onset  and  the  first 
visit  to  the  physician  was  2.5  months  and 
the  mean  time  1.75  months. 

TABLE  VIII 

CASES  OF  BRONCHOGENIC  CARCINOMA  ; TIME  OF 
ONSET  TO  PHYSICIAN  VISIT  AND  FROM 
PHYSICIAN  VISIT  TO  DIAGNOSIS 


Cases  Onset  to  Cases  Visit  M.D. 
Weeks  Visit  M.D.  to  Diagnosis 

1 13  12 

2 4 5 

3 2 

4 to  6 II I— _ 13  11 

6 to  8 5 1 

8 to  13 6 8 

13  to  18 7 5 

18  to  26 3 7 

26  to  52 4 7 

Over  52 3 5 

Mean  1.2  months  1.75  months 

Average  2.5  months  3.70  months 


The  diagnosis  of  bronchogenic  carcinoma 
was  made  in  42  patients  within  three  months 


of  their  first  visit,  with  a mean  time  of  1.75 
and  an  average  of  3.7  months  for  the  group. 
Neither  the  histology  of  the  tumor,  its  posi- 
tion, or  the  presence  of  obstruction  was  re- 
lated to  the  time  intervening  before  the  diag- 
nosis was  made.  The  diagnosis  in  some 
cases  was  made  only  at  autopsy. 

TABLE  IX 

AVERAGE  AND  MEAN  DURATIONS  IN  MONTHS  FROM 
ONSET  OF  SYMPTOMS  TO  DEATH  IN  75 
BRONCHOGENIC  CARCINOMAS 

Squam  Adeno  Undif  Hilar  Inter  Periph 


Average  9.2  8.0  6.9  8.5  6.5  6.3 

Mean  6.0  6.5  4.0  6.6  5.5  3.0 


A correct  clinical  diagnosis  was  made  in 
41  cases.  The  following  incorrect  clinical 
diagnoses  were  recorded  in  33  of  the  75 
cases:  Various  types  of  heart  diseases  with 
congestive  failure,  6;  primary  bone  tumors, 
3 ; brain  tumor,  2 ; metastatic  carcinoma,  pri- 
mary site  not  determined,  2 ; central  nervous 
system  syphilis,  2 ; mediastinal  tumor,  2 ; pul- 
monary tuberculosis,  1 ; malignant  lym- 
phoma, 1 ; carcinoma  of  the  gall  bladder,  1 ; 
carcinoma  of  the  esophagus,  1 ; bronchiec- 
tasis, 1 ; and  unknown,  10.  In  four  cases, 
carcinoma  of  the  ampulla  of  Vater,  portal 
cirrhosis,  carcinoma  of  the  urinary  bladder 
and  calcific  nodular  aortic  stenosis,  the  bron- 
chogenic carcinoma  played  a secondary  role. 

The  mean  time  in  months  from  the  onset 
to  death  was  six  months  and  the  average 
time  about  eight  months.  The  undifferen- 
tiated tumors  had  a much  more  rapid  course. 
The  peripheral  tumors  had  the  shortest  mean 
duration,  three  months.  Tumor  duration  did 
not  seem  related  to  the  degree  of  extension 
or  number  of  metastases. 

One  might  expect  that  a shorter  interval 
between  recognition  of  illness  and  consulta- 
tion with  a physician  would  enhance  the 
chances  of  cure.  However,  contrary  to  such 
an  expectation,  in  those  who  most  promptly 
reported  to  their  physicians  after  onset  of 
symptoms  there  was  commonly  found  at  au- 
topsy the  greatest  degree  of  extension  and 
the  greater  number  of  metastases.  There 
was  no  positive  correlation  between  the  ex- 
tent of  invasion  and  number  of  metastases 
and  the  time  of  onset  and  duration  of  the  ill- 
ness as  stated  by  the  patient.  Apparently 
such  data  cannot  be  used  to  determine  with 
any  degree  of  accuracy  the  probable  length 
of  the  life  history  of  bronchogenic  carcino- 
ma. 

In  55  of  the  75  cases  the  immediate  cause 
of  death  was  directly  related  to  the  tumor 
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and  usually  was  respiratory  failure,  less  oft- 
en the  result  of  metastases  to  brain  or  liver. 
Ten  patients  died  from  a cardiac  lesion. 
Pulmonary  infection  played  a prominent 
role  in  many  deaths. 

CLINICOPATHOLOGIC  CORRELATION 

° ° CORRELATION  of  the  clinical  find- 
ings with  the  position,  type  of  growth,  and 
bronchial  obstruction  resulting  from  the  tu- 
mor indicates  that  in  those  tumors  arising  in 
the  central  and  intermediate,  rarely  in  the 
peripheral  areas,  obstruction  is  important 
in  causing  symptoms.  In  almost  all  tumors 
the  early,  frequently  unnoticed  symptom  is 
non-productive  cough  due  to  irritation  and 
presence  of  a foreign  material,  the  tumor. 
As  the  tumor  increases  in  size  it  blocks  the 
passage  of  both  air  and  secretions.  A lobar 
or  lobular  emphysema,  wheezing,  emphy- 
sematous breath  sounds,  and  expiratory  rales 
and  rhonchi  often  appear,  sometimes  along 
with  an  area  of  increased  radiotranslucency. 
The  tumor  interferes  with  the  structural  and 
functional  integrity  of  the  bronchi  with  re- 
sulting stasis  of  secretions  beyond  the  tumor. 
A resulting  bronchitis  or  bronchopneumonia 
causes  radio-opacity  of  the  lung  characteris- 
tic of  inflammation.  There  is  a slight  fever 
and  leukocytosis  along  with  non-specific 
physical  findings.  At  this  time  the  cough 
often  produces  mucoid  sputum. 

As  the  tumor  size  increases  the  surface  of 
the  tumor  may  necrose  because  of  a relative- 
ly poor  blood  supply  in  its  periphery,  bac- 
terial inflammation,  and  repeated  trauma 
due  to  coughing.  Such  a process  resulted  in 
blood-streaked  sputum  in  20  of  our  cases. 
Up  to  this  point,  frequently  only  broncho- 
scopy and  cytologic  studies  are  diagnostic, 
while  ordinary  physical  and  x-ray  examina- 
tions only  arouse  a suspicion  of  tumor. 

As  the  tumor  progresses  in  size  total  ob- 
struction follows,  with  atelectasis  and  pneu- 
monitis in  the  affected  part  and  the  asso- 
ciated physical  and  radiologic  findings.  The 
diagnosis  of  pneumonia  may  be  made.  If 
the  tumor  “breaks  down”  and  antibiotic 
therapy  suppresses  the  bacteria,  the  airway 
may  reopen  and  the  inflammatory  process 
may  subside.  With  repetitions  of  this  cycle 
recurrent  pneumonia  instead  of  bronchial 
obstruction  all  too  often  is  diagnosed.  Where 
only  partial  obstruction  persists  a typical 
radiologic  and  clinical  pattern  of  bronchiec- 
tasis may  result,  as  in  10  of  our  cases.  If 


complete  obstruction  persists  or  resolution  is 
incomplete  abscesses  may  appear,  with  dysp- 
nea, productive  cough,  fever,  malaise,  leuko- 
cytosis, anemia,  chest  pain,  and  fatigue.  This 
stage  was  illustrated  in  12  of  our  cases. 

Peripheral  carcinomas  more  frequently 
cause  vague  symptoms.  Because  there  are 
no  secondary  changes  from  bronchial  in- 
volvement, such  as  occur  in  the  more  central 
neoplasms,  prominent  alarming  symptoms 
do  not  develop.  Instead  of  cough  due  to 
bronchial  irritation  the  presenting  complaint 
is  more  frequently  systemic  weakness,  fa- 
tigue, weight  loss  (usually  10-20  pounds), 
peripheral  edema,  arthralgic  and  neuromus- 
cular pains,  anorexia,  and  the  findings 
caused  by  metastases  in  far  advanced  malig- 
nancy. By  this  time  the  radiologic  findings 
definitely  suggest  primary  lung  neoplasm. 
This  is  a late  stage  of  the  tumor,  and  death 
soon  follows.  Careful  questioning  of  the  pa- 
tient will  often  bring  out  the  fact  that  symp- 
toms due  to  involvement  of  the  respiratory 
tract  have  been  present  for  some  time  but 
were  not  severe  enough  to  disturb  the  pa- 
tient. Cough  and  chest  discomfort  are  ap- 
parently earlier  symptoms  of  these  tumors. 

When  bronchogenic  carcinoma  reaches  the 
later  stages  of  its  life  history  more  bizarre 
symptoms  and  signs  due  to  extension  and 
metastasis  often  appear.  With  tumor  exten- 
sion to  the  mediastinal  structures  physical 
findings  of  mediastinal  widening  or  shift 
may  be  found.  Compression  of  the  great 
veins  may  produce  venous  distension  and 
edema  of  the  head,  neck,  upper  thorax  and 
arms.  Thrombophlebitis  of  the  superior  vena 
cava  was  seen  in  two  patients.  With  the  in- 
volvement of  the  recurrent  laryngeal  nerve 
there  may  be  paralysis  of  the  vocal  cord  and 
hoarseness.  Extension  to  the  esophagus  may 
cause  ulceration  with  bronchoesophageal  fis- 
tula, and  dysphagia,  as  seen  in  two  patients. 
Involvement  of  peribronchial  and  mediastin- 
al lymph  nodes  and  pleural  lymphatics  ob- 
structs lymph  drainage,  with  resulting  pleur- 
al effusions;  bacterial  contamination  of  such 
effusions  caused  empyema  in  five  of  our 
cases.  Invasion  of  the  thoracic  apex  and 
brachial  plexus  may  produce  arm  and  shoul- 
der pain  and  associated  chest  discomfort  sug- 
gesting coronary  insufficiency,  or  induce 
the  characteristic  superior  sulcus  syndrome. 
A supraclavicular  node  metastasis  or  direct 
extension  may  cause  bulging  of  a supra- 
clavicular fossa. 
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Metastases  may  be  widespread  and  often 
focus  the  attention  of  the  patient  and  physi- 
cian on  other  organ  systems.  With  brain, 
spinal  cord  or  vertebral  metastases  there  are 
often  neurologic  signs  and  symptoms ; in  one 
case  in  our  series  even  a craniotomy  was 
done  for  a supposedly  primary  brain  tumor. 
Abdominal  pain  or  discomfort  due  to  involve- 
ment of  lower  intercostal  nerves  or  of  the 
diaphragm,  may  focus  attention  upon  the  ab- 
domen. Symptoms  and  signs  may  point  so 
directly  to  the  organ  involved  by  the  meta- 
stasis, to  the  exclusion  of  pulmonary  mani- 
festations, that  a diagnosis  of  primary  bone 
tumor,  carcinoma  of  the  gall  bladder,  con- 
gestive heart  failure,  primary  liver  disease, 
or  carcinoma  of  the  bladder,  may  be  made. 
In  many  such  cases  and  in  those  undergoing 
thoracotomy  for  possible  lung  resection,  a 
roentgenologic  bone  study,  particularly  of 
ribs,  vertebrae  and  pelvis,  would  clarify  the 
diagnosis.  Frequently  metastases  in  bone 
are  overlooked  because  of  poorly  localized 
symptoms. 

DISCUSSION 

© © THE  CLINICAL  PATTERN  in  our 
75  cases  conformed  well  with  that  of  most 
other  reported  series9’ 16’  ^ 20.  The  pathologic 
findings  varied  somewhat  from  those  report- 
ed by  others.  Gebauer16,  reporting  on  his 
own  and  Koletsky’s21  cases,  believed  that  the 
three  main  histologic  types — squamous  cell, 
adeno,  and  small  cell  carcinomas — may  start 
from  a common  cell,  but  their  courses  then 
diverge  into  three  fundamental  modes  which 
may  be  used  for  their  clinical  evaluation. 
Our  findings  do  not  support  such  a categor- 
ical interpretation.  In  our  autopsy  material 
underlying  morphological  patterns  could  be 
discerned.  The  squamous  cell  carcinomas 
grew  slowly  in  the  intermediate  zones,  with 
late  extensions  and  metastases;  adenocarci- 
nomas exhibited  moderately  rapid  peripheral 
growth  and  extension  and  early  hemato- 
genous metastases;  there  was  rapid  central 
growth,  extension  and  early  metastases  by 
lymphatics  in  the  undifferentiated  tumors  as 
described  by  Gebauer16.  However,  in  our  ma- 
terial the  growth  patterns  of  the  histologic 
types  varied  and  overlapped  so  greatly  that 
the  value  of  clinical  application  of  such  a 
classification  is  negligible.  All  three  types  of 
tumors  infiltrated  and  extended  in  a similar 
manner.  Metastases  were  widespread  by 
both  hematogenous  and  lymphatic  routes 
and  with  about  the  same  frequency  in  each 
organ.  Calculated  survival  time  from  onset 


to  death  had  the  same  trend  as  with  report- 
ed surgical  cases.  In  reported  series6’8’10*11’ 
12,13,14,15,17  0f  surgically  removed  broncho- 
genic carcinomas  where  special  attention 
was  paid  to  type  and  character  of  growth, 
metastases,  extensions,  and  computed  sur- 
vival rates,  the  growth  patterns  and  clincal 
course  more  clearly  conform  to  histologic 
type.  Therefore,  early  in  their  life  history 
such  tumors  have  more  definite  characters 
related  to  histologic  type,  while  later  the 
anatomic  picture  does  not  vary  significantly. 

Unfortunately,  autopsy  material  does  not 
indicate  early  characteristics  of  carcinomas. 
This  can  only  be  done  by  large  series  of  very 
early  proven  cases.  Many  reported  series  of 
surgical  resections  for  bronchogenic  carci- 
noma indicate  that  the  squamous  cell  type  in 
the  center  of  the  lung  has  the  most  favorable 
prognosis.  Theoretically,  peripheral  tumors, 
more  often  adenocarcinomas,  should  occupy 
this  position.  But,  as  indicated  in  this 
series,  the  latter  is  recognized  only  late  in  its 
course,  whereas  the  former  is  recognized 
earlier  because  it  causes  obstruction.  Extir- 
pation and  favorable  prognosis  depend  upon 
early  recognition  rather  than  cell  type  or  po- 
sition, with  the  exception  of  rapidly  infiltrat- 
ing hilar  undifferentiated  neoplasms. 

As  an  aid  in  prognosis  and  palliative  ther- 
apy2i,  22. 23, 24^  a division  of  bronchogenic  car- 
cinomas into  three  groups  is  justified  by  au- 
topsy findings:  (1)  The  slowly  growing, 
relatively  more  circumscribed  and  obstruc- 
tive squamous  cell  type;  (2)  the  peripheral 
infiltrative  adenocarcinomas  with  vascular 
invasion;  and  (3)  the  rapidly  infiltrating 
and  extending  central  undifferentiated  car- 
cinomas. Variations  within  these  groups  are 
numerous.  Bronchogenic  carcinoma,  wheth- 
er squamous  cell,  adeno,  or  undifferentiated, 
is  an  inclusive  entity  for  purposes  of  diag- 
nosis. A knowledge  of  its  three  outstanding 
characteristics  — bronchial  obstruction,  di- 
rect extension,  and  diverse  metastases — will 
make  the  clinician  aware  of  the  protean 
manifestations  of  this  neoplasm  and  prevent 
incorrect  diagnoses  with  unnecessary  oper- 
tive  procedures  and  useless  roentgen  and 
drug  therapy  in  p’atients  so  often  seen  late 
in  the  course  of  the  disease. 

Early  diagnosis  requires  a high  index  of 
suspicion  of  carcinoma  in  individuals  over 
35  years  old  with  cough  and  chest  discom- 
fort. Often  the  patient  seeks  relief  of  a 
“cigarette  cough.’ ’ If  Wyhder  and  Gra- 
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ham’s25  excellent  work  on  the  relationship  of 
excessive  cigarette  smoking  to  bronchogenic 
carcinoma  is  borne  out  by  other  large  group 
studies,  then  the  “cigarette  cough”  should 
indicate  a possible  pulmonary  malignancy, 
indicating  the  necessity  of  roentgenography, 
bronchography,  bronchoscopy,  and  cytology 
studies.  Mass  surveys  by  chest  x-rays  have 
proven  helpful. 

CONCLUSIONS 

The  clinical  and  autopsy  findings  were 
correlated  in  75  deaths  due  to  bronchogenic 
carcinoma. 

Squamous  cell  carcinomas  were  most  com- 
monly relatively  circumscribed,  grew  and  ex- 
tended slowly  to  produce  bronchial  obstruc- 
tion, while  duration  of  life  from  onset  of 
symptoms  to  death  was  the  greatest  of  the 
entire  series. 

Adenocarcinomas  were  more  rapidly  grow- 
ing, peripherally  infiltrating  tumors  with 
frequent  vascular  invasion  and  metastases, 
and  usually  death  occurred  about  eight 
months  after  symptoms  appeared. 

Undifferentiated  carcinomas  were  even 
more  rapidly  growing  and  centrally  infiltrat- 
ing tumors,  producing  bronchial  obstruction 
and  causing  death  in  6.9  months. 

The  dominant  pathologic  findings  of  the 
group  were  bronchial  obstruction  with  per- 
ipheral atelectasis  or  pulmonary  inflamma- 
tion, extensive  invasion  of  extrapulmonary 
tissues,  as  well  as  numerous  and  diverse 
metastases. 

The  usual  clinical  picture  suggesting  bron- 
chogenic carcinoma  is  cough,  dyspnea,  and 
chest  pain  in  a middle-aged  white  male  with 
associated  physical  findings  of  minimal 
chest  signs,  anemia,  leukocytosis,  and  a chest 
roentgenogram  with  non-specific  changes. 

The  varieties  of  clinical  pictures  resulting 
from  the  characteristic  development  of  the 
neoplasm,  such  as  recurrent  pneumonia  pro- 
duced by  bronchial  obstruction,  dominating 
extrapulmonary  symptoms  due  to  meta- 
stases, and  the  value  of  roentgenograms  of 
bones  are  stressed. 

The  findings  in  the  series  suggest  that 
the  clinicopathologic  picture  becomes  similar 
for  all  histologic  types  as  the  carcinoma 
progresses. 


The  usual  autopsy  material  from  persons 
dying  of  bronchogenic  carcinoma  provides 
excellent  background  for  understanding  the 
pathogenesis  of  the  established  advanced  dis- 
ease and  aids  in  diagnosis  and  palliative 
therapy,  but  fails  to  furnish  the  best  cri- 
teria for  early  diagnosis.  Such  criteria  must 
be  obtained  from  analysis  of  a large  series 
of  very  early  tumors  biopsied  or  removed 
surgically  or  encountered  incidentally  at  au- 
topsy. 
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The  Symptomatology  of 

Cancer  of  fhe  Lung 

These  authors  plead  for  persistence  on  the  part 
of  the  physician  who  is  confronted  by  a pul- 
monary lesion  of  unknown  character — persistence 
in  making  a definitive  diagnosis  as  rapidly  as 
possible.  They  decry  the  attitude  of  waiting  to 
see  what  happens.  To  be  sure,  time  will  make 
the  diagnosis,  but,  they  point  out,  time  thus  lost 
may  also  rob  the  victim  of  the  "golden  period" 
when  he  may  be  cured  of  cancer. 

Editor 

TN  THE  second  edition  of  Chris- 
X topher’s  Textbook  of  Surgery, 
the  symptomatology  of  tumors 
of  the  lung  and  bronchi  occupied  one  page, 
and  treatment  one-half  page.  This  state- 
ment appears — “The  problem  for  the  imme- 
diate future  is  that  of  all  forms  of  malignant 
disease — earlier  diagnosis  to  secure  the  prop- 
er treatment  for  the  patient  at  a time  when 
the  disease  is  still  localized.” 

The  fifth  edition,  reprinted  fifteen  years 
later,  again  devotes  approximately  one  page 
to  symptomatology,  one  sixth  of  a page  to  di- 
agnosis, and  one-half  page  to  treatment.  The 
content  has  remained  essentially  unchanged 
for  fifteen  years  and  discusses  in  the  main 
inoperable  carcinoma  — bloody  pleural  effu- 
sion with  exfoliated  cells,  the  obsolete  term 
superior  sulcus  or  Pancoast  tumor,  phrenic 
nerve  paralysis,  and  erosion  of  the  esopha- 
gus. This  edition  is  the  present  text  in  our 
medical  school. 

The  most  favorable  symptom  of  lung  can- 
cer is  cough.  The  most  favorable  case  of 
lung  cancer  has  no  symptoms.  The  altera- 
tion in  character  of  a preexisting  cough  is 
also  an  early  danger  signal.  Unfortunately 
this  symptom  is  common  in  patient  and 
physician  alike  and  often  goes  unheeded. 

We  have  had  one  case  where  stridor  with- 
out significant  cough  was  the  symptom  of  a 
main  stem  bronchus  carcinoma  not  visible 
on  routine  chest  x-ray.  (Fig.  1). 

Hemoptysis  may  be  an  early  symptom. 
This  is  fortunate,  because  it  speedily  sends 
a patient  to  seek  medical  help.  This  solitary 
symptom  may  occur  in  the  presence  of  mini- 
mal change  in  the  routine  chest  film. 

Hereafter,  the  symptoms  such  as  chest 
pain,  chills,  fever,  and  weight  loss  rapidly 
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Fig.  1.  Negative  chest  film.  Carcinoma  present  in  right 
main  stem  bronchus. 


herald  the  probable  inoperability  of  the 
growth. 

We  must  be  interested  in  seeking  out  the 
earliest  tumors.  The  most  fortunate  are 
those  without  symptoms.  These  are  found 
most  commonly  on  survey  films  (Figs.  2,  3, 
4 and  5).  It  is  appalling  that  the  “let’s 
watch  it  and  see  what  happens”  concept  is 
still  being  followed.  We  have  been  intrigued 
by  the  patience  this  might  require  upon  the 
part  of  both  the  physician  and  the  patient. 
We  have  also  been  fascinated  by  the  “golden 
period”  nature  extends  to  us  with  some  tu- 
mors. 

Figs.  7 and  8 demonstrate  the  explosive- 
ness of  temporization  in  some  instances.  This 
cavitation  developed  in  8 months;  the  lining 
of  the  cavity  was  a thin  sheet  of  epidermoid 
cancer  cells.  Two  years  have  elapsed  since 
surgery  and  the  prognosis , must  remain 
guarded. 
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Fig.  2.  Mobile  unit  film,  1950.  Suggestive  area,  left  lower  Fig.  3.  Same  patient  as  Fig.  2,  four  years  later.  Localized, 
lobe  in  region  of  overlying  areola.  asymptomatic  bronchogenic  carcinoma,  left  lower  lobe. 


Fig.  4.  Asymptomatic,  anaplastic  carcinoma,  right  upper 
lobe. 


Figs.  5 and  6 show  a “wait  and  see”  phil- 
osophy followed  for  a period  of  one  and  one- 
half  years.  Fortunately,  excision  of  a bron- 
chogenic carcinoma  was  then  performed,  and 
the  patient  has  survived  three  years. 

Perhaps  our  oldest  tumor  is  reflected  in 
Figs.  2 and  3.  Fig.  2 is  a mobile-unit-film 
taken  in  1950.  Over  four  years  later  (Fig. 
3),  an  asymptomatic  carcinoma  is  revealed. 
Review  of  the  original  film,  although  compli- 
cated by  the  areola  and  overalls-suspender- 
buttons,  suggests  a shadow  in  the  identical 
area.  This  lesion  was  local  at  the  time  of 
surgery  and  the  prognosis  should  be  excel- 
lent. 

It  should  be  emphasized  that  all  abnormal 
pulmonary  shadows  should  be  subjected  to 
positive  diagnosis.  If  other  methods  fail, 
this  means  exploratory  thoracotomy. 

Other  primary  symptoms  of  resectable 
though  not  necessarily  curable  carcinoma 
have,  in  our  experience,  been  digital  clubbing 
and  acute  atelectasis  of  the  entire  lung.  The 
patient  depicted  in  Fig.  9 had  a ten-day  his- 
tory of  acute  chest  infection  manifested  by 
total  atelectasis  of  the  lung  with  moderate 
pleural  effusion.  A bronchogenic  carcinoma 
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Fig.  5.  Asymptomatic  carcinoma,  right  upper  lobe,  erroneous-  Fig.  6.  Same  patient  as  Fig.  5,  18  months  later.  Epidermoid 
ly  labelled  tuberculoma.  carcinoma  still  without  regional  lymph  node  spread. 


Fig.  7.  Ovoid  lesion,  left  lower  lobe.  No  positive  diagnosis.  Fig.  8.  Same  patient  as  Fig.  7,  8 months  later.  Epidermoid 

carcinoma  with  cavitation. 
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tig.  y.  Acute  atelectasis  and  symptoms  of  ten  days  duration. 
Epidermoid  carcinoma  of  left  main  stem  bronchus. 


Fig.  11.  Massive  carcinoma,  right  upper  lobe,  inoperable. 


Fig.  10.  Film  suggesting  pneumonitis,  right  lower  lobe. 
Surgery  revealed  advanced  carcinoma,  right  main  stem  bronchus. 


was  identified  at  bronchoscopy,  and  pneu- 
monectomy was  performed. 

Fig.  10  is  the  roentgenogram  of  the  chest 
of  a patient  who  had  a history  of  cough  only, 
of  sixty  days  duration,  and  a chest  film  sug- 
gestive of  pneumonitis.  Bronchoscopy  iden- 
tified malignant  neoplasm;  and  an  advanced 
carcinoma  resected. 

The  massive  tumor  shown  in  Fig.  11  pro- 
duced right  shoulder-pain  of  five  months 
duration  and  was  inoperable  at  the  time  of 
surgery.  Pulmonary  symptoms  were  mini- 
mal. 

More  cancer  of  the  lung  will  be  cured  if  it 
is  suspected  in  the  event  of  any  pulmonary 
pathology,  acute  or  otherwise,  in  patients 
over  forty  years  of  age,  and  if  asymptomatic 
solitary  lesions  are  followed  through  to  posi- 
tive diagnosis. 

The  mortality  of  exploratory  thoracotomy 
is  less  than  one  per  cent,  no  greater  than  ex?- 
ploratory  laparotomy.  Pneumonectomy  car- 
ries a two  to  five  per  cent  mortality,  essen- 
tially that  of  gastric  resection. 

BIBLIOGRAPHY 
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Carcinoma  °ffhe 
Uferine  Corpus * 


The  author  discusses  methods  of  indicating  the 
stage  of  involvement,  the  effect  of  parity,  age, 
delayed  menopause,  and  other  factors  on  the 
problem  of  carcinoma  of  the  uterine  body.  He 
discusses  pathologic  findings  and  associated 
pathologic  conditions.  Finally,  Doctor  Ward 
makes  an  analysis  of  174  cases  observed  at  the 
Montreal  General  Hospital  between  1935  and 
1949.  One  of  his  conclusions  is  particularly  sig- 
nificant, namely,  that  combined  radium  and  sur- 
gical therapy  gives  the  best  results. 

EDITOR 

THIS  study  includes  all  cases 
of  carcinoma  of  the  uterine  body 
admited  to  the  Montreal  General 
Hospital  from  1935  to  1949,  regardless  of 
whether  they  had  received  previous  treat- 
ment elsewhere,  or  whether  they  were  too 
advanced  for  anything  more  than  palliative 
therapy.  All  cases  were  histologically  prov- 
en to  be  endometrial  cancer.  The  total  num- 
ber of  cases  is  174. 

FREQUENCY 

Next  to  carcinoma  of  the  cervix,  carci- 
noma of  the  uterine  corpus  is  the  most  com- 
mon neoplasm  of  the  female  reproductive  or- 
gans. There  has  been  a significant  increase 
in  the  number  of  cases  of  corpus  cancer  in 
recent  years,  as  indicated  in  Table  1. 

TABLE  I 


Hospital 

Cancer  of 
Cervix 

Cancer  of 
Corpus 

Proportion 

Montreal  General — 

1930-1939 

246 

84 

2.9:1 

1940-1949 

301 

126 

2.3:1 

Rhode  Island  Hospital — • 

1933-1943 

4:1 

1944-1949 

3:1 

Sloan  Hospital — - 

1917-1937 

433 

143 

3:1 

1938-1947 

_ 370 

216 

3 :2 

It  is  difficult  to  account  for  this  increase. 
It  cannot  be  attributed  to  any  one  factor. 
The  fact  that  there  are  a greater  number  of 
patients  over  the  age  of  55  presenting  them- 
selves for  treatment  may  be  a factor,  since 
Corscaden,  in  a series  of  cases,  1938-1947, 
reports  a higher  incidence  of  corpus  cancer 
than  of  cancer  of  the  cervix  in  the  55-59 
age  group.  It  is  interesting  to  note  that  this 
increase  corresponds  to  the  period  when  hor- 
mones have  been  widely  used,  although  it  has 

*Read  before  the  Annual  Session,  Nebraska  State  Medical 
Association,  Omaha,  May  19,  1955.  From  the  Department  of 
Obstetrics  and  Gynecology,  Montreal  General  Hospital. 


C.  V.  WARD,  M.D. 

Associate  Professor  of  Obstetrics  and  Gynecology, 
McGill  University  Faculty  of  Medicine 
Montreal,  Canada 

never  been  proven  that  cancer  of  the  corpus 
has  been  produced  by  prolonged  use  of 
oestrogen. 

PARITY 

Thirty-four  per  cent  of  our  cases  had  no 
children.  Corscaden  found  that  38.6  per 
cent  of  his  cases  were  childless.  Hertig 
found  39  per  cent. 

AGE 

The  average  age  of  our  patients  was  57.1 
years.  The  greatest  number  occurred  be- 
tween the  ages  of  50  and  59,  followed  by  the 
age  group  60-69.  The  youngest  patient  was 
32  and  the  oldest,  82  years.  Eighty  per  cent 
of  the  patients  were  over  50  years  of  age. 

TABLE  II 

FIVE  YEAR  SURVIVAL  RATE  BY  AGE  GROUPS 

Number  of  Number  Percent- 


Age  Case!  Alive  age 

30-39  5 1 20 

40-49  28  22  78 

50-59  67  51  76 

60-69  57  27  47 

70-  17  3 17 


TABLE  III 

AVERAGE  AGE  OF  PATIENTS  WITH 
CARCINOMA  CORPUS 


Author  Average  Age 

Montreal  General  Hospital  57.1  years 

Waterman,  et  al  61.0  years 

Hertig  57.2  years 

Huntley  55.9  years 


Docherty  et  al  of  the  Mayo  Clinic,  1950, 
reported  a series  of  36  patients  under  40 
years  of  age  who  were  treated  for  carcinoma 
of  the  corpus  uteri,  an  incidence  of  2.5  per 
cent.  Eighteen  patients  were  alive  5 years 
after  treatment.  Four  patients  died  of  re- 
currence of  the  disease.  One  was  alive 
with  a recurrence.  Thirteen  patients  were 
lost  in  the  follow-up.  It  will  be  seen  that  this 
disease  is  not  always  confined  to  the  older 
age  groups. 

SYMPTOMS 

The  most  common  symptom  is  postmeno- 
pausal bleeding;  89  per  cent  of  our  patients 
presented  this  symptom. 
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When  carcinoma  of  the  corpus  is  seen  be- 
fore the  menopause,  there  is  invariably  a 
history  of  menstrual  irregularity  and,  often, 
intermenstrual  bleeding.  In  a small  number 
of  patients  there  is  a serous  discharge  and 
no  frank  bleeding.  Pain  is  not  an  impor- 
tant symptom. 

DELAYED  MENOPAUSE 

Randall  states  that  only  8 per  cent  of 
women  in  the  general  population  menstruate 
to  the  age  of  50.  Crossen  and  Hobbs  state 
the  percentage  is  15.  Waterman  et  al  showed 
that  51  per  cent  of  carcinoma-corpus  cases 
menstruated  beyond  the  age  of  50.  In  our 
series,  45  per  cent  menstruated  after  the 
age  of  50.  It  would  appear  that  late 
menopause  with  a persistence  of  oestrogen- 
stimulation  is  a significant  factor  in  the  de- 
velopment of  the  corpus  cancer. 

PATHOLOGY 

Ninety-five  per  cent  are  adenocarcinoma, 
five  per  cent  are  adeno-acanthoma.  Meta- 
stases  occur  late  by  direct  extension  through 
the  muscle  wall.  Lymphatic  extension  takes 
place  to  the  lumbar  lymphatics  near  the  low- 
er end  of  the  aorta,  and,  also,  to  the  hypo- 
gastric glands  near  the  bifurcation  of  the 
iliac  vessels.  Distant  metastasies  do  occur 
to  the  lungs  and  to  the  pelvic  peritoneum. 

PATHOLOGICAL  GRADING 

1.  Well  differentiated. 

2.  Less  well  differentiated. 

3.  Anaplastic  growth. 

ASSOCIATED  PATHOLOGY 

Diabetes  was  present  in  9.8  per  cent  of  our 
patients.  In  a group  of  one  million  patients 
of  a comparable  age,  the  diabetic  incidence 
was  1 per  cent. 

Hypertension  is  a common  finding  in  this 
type  of  patient. 

Fibroids  were  present  in  15  patients.  This 
is  significant  because  all  patients  with  fi- 
broids occurring  in  this  age  group  should 
have  a curettage  performed  prior  to  the  hys- 
terectomy, especially  where  there  is  a pos- 
sibility of  a supracervical  hysterectomy  be- 
ing performed. 

In  our  series,  7 patients  had  previously 
been  treated  by  radium  for  irregular  bleed- 
ing, 2 to  17  years  prior  to  the  diagnosis  of 


carcinoma  of  the  corpus.  Corscaden  believes 
that  the  abnormal  uterine  bleeding  prior  to 
the  menopause,  rather  than  the  irradiation, 
was  the  factor  that  predisposed  to  the  de- 
velopment of  cancer. 

Relation  of  Postmenopausal 
Hyperplasia  to  Corpus  Cancer 

In  104  cases  of  adenocarcinoma  of  the 
corpus,  co-existing  hyperplasia  was  found, 
twenty-four  per  cent  of  these  were  post- 
menopausal patients.  (Novak) 

The  174  cases  fell  into  five  stages  as  fol- 
lows : 

Stage  0 — Accidentally  discovered  lesion  in 
a normal  uterus. 

Stage  I — A clinical  lesion  in  the  uterus  of 
normal  size,  with  no  extension. 

Stage  II — A clincal  lesion  in  a uterus  hav- 
ing a cavity  3 inches  deep  and  with  no  ex- 
tension. 

Stage  III — A clinical  lesion  with  extension 
to  the  ovaries,  cervix,  or  parametrium  but 
not  to  the  pelvic  wall. 

Stage  IV — A clinical  lesion  with  extension 
above  the  pelvic  brim  or  to  vagina,  vulva, 
bowel,  etc. 

Percentage 

Stage  Alive 

0 75.0% 

1 76.5% 

II  34.0% 

III  23.8% 

IV  .0% 

Finn,  in  a recent  paper,  after  reviewing 
various  classifications,  designates  the  follow- 
ing classification  based  on  the  anatomical 
extent  of  the  carcinoma  as  determined  by  the 
gross  and  microscopic  examination: 

STAGE 

I.  Confined  to  the  endometrium. 

II.  Involvement  of  superficial  myomet- 
rium. 

III.  Penetration  of  deep  myometrium. 

IV.  Intrapelvic  extension  exclusive  of 
bladder  and  rectum. 

V.  Extrapelvic  extension. 

A Histological  Classification 

Grade  A — Well  differentiated. 

Grade  B — Intermediate. 

Grade  C — Poorly  differentiated. 


September,  1955 


329 


While  our  series  has  no  figures  to  substan- 
tiate this  grouping,  I am  certain  that  it  is 
one  of  the  better  means  of  classification,  and 
I wish  to  recommend  it. 


TREATMENT 

There  are  three  types  of  treatment  in  use 
for  this  type  of  patient. 

(1)  Radium  alone,  using  either  the  tan- 
dem, mechanical-Y  applicator,  or  the  pack- 
ing technique,  yields  a 5-year  survival  rate 
ranging  from  20  to  62  per  cent. 

(2)  Total  hysterectomy  alone,  accompa- 
nied by  bilateral  salpingo-oophorectomy,  and 
also  removal  of  a generous  portion  of  the 
vaginal  cuff,  yields  aprpoximately  40-84  per 
cent  5-year  survivals.  The  average  is  60  per 
cent. 

(3)  Combination  of  pre-operative  radium 
or  x-ray,  or  both,  followed  in  six  weeks  by 
complete  hysterectomy,  yields  50-85  per  cent 
5-year  survivals  with  an  average  of  70  per 
cent. 


In  the  Montreal  General  Hospital,  3 or  4 
radium  containers  are  placed  in  the  uterine 
cavity  and  are  removed  when  a dosage  of 
2,500  to  3,000  mg.  hrs.  have  been  delivered, 
depending  on  the  size  of  the  uterine  cavity. 

A second  radiation  delivering  a similar 
dose  is  administered  after  one  week  to  10 
days;  the  total  dosage  being  5,000  to  6,000 
mg.  hrs. 


Six  weeks  following  the  second  application 
of  radium,  a total  hysterectomy  and  bilateral 
salpingo-oophorectomy  is  performed. 


We  do  not  use  x-ray  therapy  in  our  treat- 
ment. 


RESULTS  IN  OUR  SERIES 

Number  of  5 -Year 


Type  of  Therapy  Cases  Survivals 

Radiation  only  87  49 

Hysterectomy  only  19  8 

Radiation  and  Hysterectomy 68  49 


Percentage 

5-Year 

Survivals 

56 

43 

72 


Total  174  106  60 

Our  five-year  survival  rates  have  shown 
a steady  improvement  between  1935  and 
1949.  The  over-all  salvage  rate  has  risen 
from  46  per  cent  to  67.2  per  cent. 


The  survival  rate  of  patients  who  had 
combined  radium  and  surgical  treatments  is 
much  higher  than  the  other  two  groups,  ris- 
ing from  60  to  80  per  cent.  This  improve- 
ment may  be  attributed  to: 

(1)  The  use  of  several  radium  containers 


to  fill  the  uterine  cavity,  instead  of  a single, 
straight  tube. 

(2)  Great  care  has  been  taken  at  the  time 
of  operation  to  avoid  unnecessary  trauma  to 
the  uterus.  The  tubes  are  tied  prior  to  the 
hysterectomy,  and  the  use  of  tenacula  or 
any  other  instrument  which  might  squeeze 
the  uterine  body  is  avoided.  Kelley  clamps 
are  placed  on  the  round  ligaments  and  used 
for  traction. 

Schmitz  et  al,  1952,  advocated  the  use  of 
x-ray  therapy,  intra-cavity  irradiation,  using 
a Y-applicator,  followed  in  six  weeks  by  a 
total  hysterectomy  and  bilateral  salpingo- 
oophorectomy.  He  states  that  endometrial 
cancer  was  destroyed  in  75  per  cent  of  cases. 
His  salvage  rate  was  86.66  per  cent. 

In  our  series,  75  per  cent  of  cases  pre- 
sented no  residual  cancer  in  the  uterus  at  the 
time  of  operation.  We  feel  that  the  ab- 
sence of  endometrial  cancer  at  the  time  of 
hysterectomy  is  one  of  the  reasons  for  a 
higher  salvage  rate.  There  are  no  active 
cancer  cells  to  be  pushed  through  the  tubes 
or  cervix.  Since  we  have  instituted  the  com- 
bined treatment,  vaginal  vault  metastases 
have  been  eliminated. 

McKelvey  reports  a series  in  which  his 
salvage  rate  from  hysterectomy  alone  was 
68  per  cent. 

Removal  of  Pelvic  Nodes 

Positive  nodes  have  been  found  in  several 
series  by  Ingersoll,  Javert,  Meigs,  and  Ran- 
dall, varying  from  28-30  per  cent  of  cases. 

Peightal:  If  all  cases  were  subjected  to 

radical  surgery,  70  per  cent  would  not  need 
this  type  of  operative  procedure.  In  the  re- 
maining 30  per  cent,  radical  surgery  would 
seem  to  be  indicated.  However,  the  end  re- 
sults have  not  been  encouraging. 

In  Javert’s  series  of  14  cases  of  node  dis- 
section, only  4 have  survived  4 years  or  less. 
In  his  own  series  of  4 cases,  two  died  within 
2 years,  and  two  survived. 

DEATHS 

In  the  series  under  discussion  there  were 
68  deaths.  Of  these,  17  died  of  some  cardio- 
vascular disease  without  evidence  at  post- 
mortem of  recurrence  of  the  malignancy. 
Fifteen  were  lost  to  our  follow-up.  Thirty- 
six  died  of  progressive  malignancy  or  of 
metastatic  cancer. 
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Of  these  patients,  six  were  in  the  radia- 
tion group.  These  had  been  treated  else- 
where, or  refused  further  treatment  in  our 
clinic.  Thirty  patients,  17.8  per  cent,  died 
of  progressive  disease  in  spite  of  our  treat- 
ment. 

SUMMARY 

Cancer  of  the  corpus  uteri  has  been 
studied,  reviewing  174  cases  seen  at  the  Mon- 
treal General  Hospital  between  the  years 
1935  and  1949. 

The  relative  frequency,  parity,  age,  and 
relation  to  menopause  have  been  discussed. 

The  incidence  of  associated  conditions — 
diabetes,  hypertension,  occurrence  of  fi- 
broids, etc. — has  been  studied. 

The  symptomatology  has  been  noted. 

Our  method  of  staging  has  been  shown, 
also  pathological  grading. 

Methods  of  treatment  of  174  cases  have 
been  described. 

We  feel  that  our  figures  substantiate  the 
fact  that  the  combined  methods  of  treatment 
give  the  best  results. 

CONCLUSIONS 

In  discussing  treatment  consisting  of  sur- 
gery alone  for  this  type  of  case,  I would 
like  to  point  out  that  the  cancer  was  discov- 
ered as  an  accidental  finding  in  a certain 
number  where  the  operation  was  performed 
for  fibroids  or  other  benign  conditions.  A 
number  of  these  cases  had  only  a supracer- 
vical hysterectomy  performed,  which,  of 
course,  is  not  considered  adequate  surgery. 
In  order  to  prevent  this  happening,  I would 
recommend  the  more  frequent  use  of  curet- 
tage prior  to  hysterectomy. 

If  cancer  is  diagnosed,  irradiation  is  in- 
stituted at  once,  followed  in  six  weeks  by 
total  hysterectomy  and  bilateral  salpingo- 
oophorectomy. 

In  institutions  where  radium  is  not  avail- 
able pre-operative  curettage  is  strongly 
recommended. 

Suturing  of  the  cervix  is  essential  prior 
to  hysterectomy.  At  laparotomy  the  tubes 
should  be  tied  off  and  the  hysterectomy 
should  be  performed  with  great  gentleness 
to  prevent  the  expression  of  cancer  cells  in- 
to the  abdomen  or  vagina.  Bilateral  sal- 


pingo-oophorectomy and  the  removal  of  a 
wide  cuff  of  vagina  is  also  essential. 

Cytology  by  the  cervical  scrape  or  suc- 
tion method  is  not  fully  satisfactory  in 
screening  this  type  of  patient.  During  the 
period  1948-1954,  cytology  by  the  suction 
method,  in  our  clinic,  has  detected  cancer 
cells  in  60  per  cent  of  cases. 

A new  method  has  recently  been  described 
by  Winer,  by  which  a polyetheline  tube,  size 
8,  is  inserted  into  the  uterine  cavity,  and  a 
10  cc.  syringe  is  used  to  aspirate  a sample 
of  endometrium.  This  method  cannot  be 
evaluated  at  present,  but  must  be  kept  in 
mind  as  an  aid  in  diagnosis.  I feel  that  the 
adoption  of  the  above  methods  will  increase 
the  salvage  rate  in  cases  of  cancer  of  the 
corpus  uteri. 
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MEBAROIN  ELIMINATES  SEIZURES 
IN  8 OF  15  GRAND  MAL  PATIENTS 

In  a study  of  15  cases  of  grand  mal  epilepsy,  the 
seizures  of  eight  patients  were  completely  elimin- 
ated, and  the  incidence  reduced  in  four  others, 
following’  treatment  with  the  drug  Mebaroin,  it 
is  reported  in  the  New  York  State  Medical  Journal 
(June  1,  1954). 

Designed  to  treat  convulsive  disorders  by  a com- 
bination of  therapeutic  agents,  Mebaroin  contains 
diphenylhydantoin  and  Mebaral,  the  latter  being  a 
sedative  with  strong  anticonvulsant  activity  and 
extremely  low  toxicity.  Mebaroin  is  manufactured 
by  Winthrop-Stearns  Inc. 

According  to  Dr.  E.  L.  Reder,  only  three  of  the 
15  cases  failed  to  respond  to  Mebaroin.  All  pa- 
tients in  the  study  had  histories  of  a minimum  of 
one  grand  mal  seizure  per  week  for  periods  rang- 
ing from  five  to  15  years.  Eight  experienced  no 
further  seizures  during  the  period  of  treatment 
and  follow-up  observation;  one  patient  reported  a 
single  seizure;  and  three  patients  had  a fewer 
number  of  seizures. 

Dosage  varied  from  one  tablet  twice  a day  to 
two  tables  four  times  a day.  None  of  the  12 
patients  who  benefitted  from  treatment  experienced 
any  side  effects,  a summary  of  the  results  discloses. 
Drowsiness  observed  in  one  patient  disappeared 
when  the  dosage  was  reduced. 
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SERVICE  h ~ BUSINESS * 


MAKING  a presidential  address 
naturally  involves  a report  to 
you  of  your  association  under 
my  stewardship.  However,  besides  looking 
backwards,  I feel  we  should  also  look  for- 
ward to  see  what  is  in  store  for  medicine 
in  Nebraska,  and  in  the  Nation.  Indirectly, 
we  are,  of  course,  interested  in  World  Medi- 
cine, as  it  does  have  an  effect  on  medicine 
in  this  country. 

In  giving  an  account  of  my  stewardship, 
I shall  not  go  into  the  background  of  the 
Nebraska  State  Medical  Association,  because 
that  has  been  reviewed  by  previous  presi- 
dents. I shall  attempt  to  point  out  the  pres- 
ent aims  of  our  association,  and  what  we 
have  done  in  the  past  year  to  realize  our 
objectives. 

When  I assumed  the  presidency  of  our 
association,  it  was  well  organized  and  func- 
tioning smoothly.  It  then  became  my  duty 
to  see  that  it  continued  to  progress  and  to 
help  raise  the  standard  of  medical  practice 
in  Nebraska. 

Your  association  is  just  as  sound  as  the 
members  who  compose  and  support  it.  The 
benefits  which  each  of  us  derive  from 
being  a member  of  organized  medicine 
depend  in  direct  proportion  upon  what 
we  are  willing  to  give  of  our  time  and 
money  to  its  best  interest.  It  is  gratifying 
to  know  the  Nebraska  State  Medical  Asso- 
ciation has  a very  large  percentage  of  the 
eligible  physicians  who  are  members,  but 
that  is  not  enough,  because  every  eligible 
physician  of  this  state  should  be  an  active 
member. 

Upon  graduating  from  medical  school  and 
becoming  members  of  the  greatest  profes- 
sion on  earth,  we  naturally  assume  certain 
duties  which  we  cannot  deny  without  shirk- 
ing our  responsibility  to  one  of  the  greatest 
causes  in  the  interest  of  humanity.  If  we 
would  only  assume  that  we  were  granted 
a privilege  by  the  state  and  the  school  from 
which  we  graduated,  a privilege  we  may  use 
so  long  as  we  utilize  it  for  the  good  of 
humanity,  then  we  would  realize  how  for- 
tunate we  are,  and  the  debt  we  owe  to 
society.  Not  a single  one  of  us  ever  came 
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close  to  paying,  in  money,  what  it  actually 
cost  to  educate  us,  and,  naturally,  our  state 
knew  at  the  time  this  was  not  possible. 
However,  our  state  has  a right  to  expect  us 
to  use  the  knowledge  it  made  available  to 
us,  for  the  best  interests  of  its  citizenry. 

We  are  going  through  a period  of  trans- 
ition in  medicine,  as  well  as  in  other  fields 
therefore  it  is  necessary  to  expand  our 
facilities  in  the  medical  schools  of  this  state 
if  we  expect  to  keep  pace  with  surrounding 
states.  The  American  Medical  Education 
Foundation,  which  was  set  up  by  the  Amer- 
ican Medical  Association,  was  brought  into 
being  to  show  our  critics  the  effort  our  pro- 
fession is  making  to  solve  the  problems  in 
the  field  of  medical  education.  Every  physi- 
cian in  the  United  States  has  been  invited 
to  contribute  to  this  fund,  and  though  it  has 
not  had  the  response  it  should  have  had,  the 
efforts  have  been  worthwhile. 

In  Nebraska,  during  this  past  year,  we 
had  one  hundred  thirty-six  (136)  designated 
gift  donors  and  a total  of  $8,874.00.  Looking 
at  these  figures,  I need  not  tell  you  this  is 
not  enough,  and  I hope  in  the  coming  year 
this  will  be  increased  many  fold. 

The  transition  in  medicine  brings  with 
it  the  threat  of  socialized  medicine.  All  that 
will  go  with  it  is  our  responsibility;  and  if 
we  do  not  accept  this  responsibility  and  lose 
the  prerogative,  then  we  have  only  ourselves 
to  blame.  As  each  man  is  responsible  for 
his  own  destiny,  so  medicine  and  the  pro- 
fession as  a whole  is  responsible  for  its 
destiny.  No  nation  has  ever  socialized  medi- 
cine, or  its  people  generally,  unless  the 
people  as  a whole  have  asked  for  it  because 
of  their  enthusiastic  apathy.  It  is  this 
apathy  which  concerns  me  as  it  applies  to 
our  profession.  Whether  we  like  it  or  not, 
we  are  being  forced  to  play  a role  in  the 
community,  the  state  and  the  national  life, 
which  we  previously  assumed  was  not  with- 
in our  realm.  Previous  to  the  elections  last 
November,  I wrote  several  of  the  candidates, 
as  a citizen,  asking  an  expression  of  their 
views,  particularly  in  matters  affecting 
medicine.  Following  the  election,  as  your 
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president,  I wrote  the  Senators  and  Con- 
gressmen personal  letters  of  congratulation, 
but  made  it  very  clear  that  while  we  did 
not  expect  anything  unreasonable  of  them, 
we  would  be  very  much  interested  in  them 
and  their  conduct  in  office.  These  letters 
and  replies  are  a matter  of  record,  and  I 
hope  those  who  follow  me  see  that  they  live 
up  to  their  recorded  answers. 

It  is  appropriate  at  this  time  that  I men- 
tion the  following  items,  and  without  dis- 
cussion because  time  will  not  permit,  which 
have  definite  socialistic  tendencies. 

1.  Health  re-insurance  as  proposed  by 
President  Eisenhower. 

2.  Medical  care  for  military  depend- 
ents. 

3.  Expansion  of  health  activities  of  the 
Public  Health  personnel  to  include 
actual  care  of  patients  with  maladies 
of  a non-contagious  nature,  such  as 
arthritis,  cancer,  heart  disease  and 
diabetes. 

4.  Compulsory  social  security  for  phy- 
sicians. 

5.  Mortgage  insurance  for  medical  fa- 
cilities proposed  in  the  Wolverton 
Bill,  H.  R.  7700  of  the  83rd  Con- 
gress, because  it  is  an  indirect  fed- 
eral subsidy  of  health  plans  and 
inevitably  leads  to  control  by  the 
government. 

Our  profession  is  placed  in  another  pre- 
carious position  through  the  provisions  of 
the  expanded  Hill-Burton  Act,  now  Public 
Law  482,  enacted  last  year  by  the  83rd  Con- 
gress. This  law  provides  for  the  establish- 
ment of  diagnostic  and  treatment  centers. 
This  is  the  dream  of  the  International  Labor 
Organization  and  other  socialistic  bodies  for 
herding  all  citizens  into  centers  for  assembly 
line  medical  care. 

The  Hoover  Commission  submitted  its 
report  to  Congress  on  February  28,  1955. 
It  stated  that  too  many  people  are  getting 
medical  care  at  Federal  expense.  Ten  of  the 
commissions  twenty-nine  recommendations 
deal  with  care  of  veterans.  This  report 
stated  that  there  are  more  Veterans’  hos- 
pitals than  are  necessary,  and  urged  that 
those  found  to  be  surplus  be  closed  imme- 
diately. It  made  several  other  recommenda- 
tions which  I will  not  take  time  to  discuss, 


but  did  state  that  66  Federal  units  are  now 
responsible  for  health  and  medical  functions 
involving  possible  direct  medical  care  for  30 
million  Americans,  including  21  million 
veterans  at  an  annual  cost  of  4 billion,  149 
million  dollars. 

The  medical  profession  is  frequently  ac- 
cused of  assuming  a negative  attitude  and 
not  coming  forth  with  positive  values  to 
combat  the  negative.  The  most  telling  argu- 
ment against  the  negative  values  of  social- 
ized medicine  is  the  positive,  dynamic  qual- 
ity of  American  medicine.  Therefore,  let 
us  take  a look  at  some  basic  ingredients  of 
our  American  system  — the  education  and 
training  of  our  physicians;  the  standards 
of  medical  practice ; the  nation’s  health 
record;  the  availability  of  medical  services; 
the  growth  of  voluntary  health  insurance 
and  other  positive  programs  already  under 
way,  or  proposed,  to  solve  the  various  social 
and  economic  problems  involved  in  medical 
care. 

In  view  of  the  progress  being  made  to- 
ward solving  our  health  problems,  we  have 
reasons  for  encouragement,  but  not  for 
complacency. 

In  the  life  span  of  most  of  us  here  today, 
our  nation  has  been  embroiled  in  two  World 
Wars  and  one  of  the  biggest  police  actions 
known  in  history.  This,  of  course,  has  had 
far  reaching  effects  on  our  social  and  eco- 
nomic problems.  This  brings  me  to  a dis- 
cussion of  the  subject  the  implications  of 
which  too  few  realize,  or  to  which  they  are 
indifferent,  as  it  affects  the  medical  pro- 
fession. I am  referring  to  the  subject  of 
veterans’  affairs.  When  we  take  into  account 
the  number  of  people  in  the  various  branches 
of  service,  and  the  fact  that  they  are  all 
eligible  for  veterans  care,  and  that  the 
American  Legion,  as  well  as  the  Veterans 
Administration,  would  like  to  include  the 
families  also,  it  is  time  for  us  to  come  to 
life  and  fight  with  everything  possible.  I 
am  sure  I voice  the  opinion  of  every  man  in 
this  room  in  saying  we  have  no  intention  of 
attempting  to  deny  the  man  or  woman  who 
has  a service-connected  disability,  every- 
thing necessary  to  rehabilitate  them;  but 
when  it  comes  to  the  non-service-connected 
disability,  I am  equally  sure  we  should  be 
just  as  positive  on  the  opposite  side.  There 
is  no  reason  why  the  non-service-connected 
disability  should  have  veterans  care  any 
more  than  the  war  worker  who,  in  many 
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instances,  contributed  more  to  the  war  effort 
than  a lot  of  our  men  now  drawing  non- 
service-connected disability.  We,  as  physi- 
cians, are  asked  very  often  to  fill  out  papers 
for  the  veteran  with  non-service-connected 
disability  to  enter  Veterans  hospitals,  and  I 
feel  we,  as  an  association,  should  take  a 
definite  stand  against  such  practice.  We  are 
unquestionably  assisting  the  “do  gooders” 
and  ruthless  politicians  to  socialize  medicine. 

On  the  state  level,  through  the  tireless 
efforts  of  our  executive  secretary  and  his 
staff,  every  State  Senator  has  been  con- 
tacted and  informed  as  to  how  the  medical 
profession  stands  on  matters  which  affect 
medicine.  The  ever  present  osteopathic 
question  has  been  up  in  this  session  of  the 
legislature,  and  I am  happy  to  report  that 
through  the  efforts  of  our  central  office  and 
the  medical  service  committee,  this  bill  was 
killed  in  the  committee.  This  is  just  one 
example  of  what  vigilance  in  the  interest 
of  the  people  as  a whole  can  do  to  improve 
medical  standards  in  Nebraska. 

It  seems  to  me  that  while  we  are  on  the 
subject  of  things  which  we  consider  irregu- 
lar in  the  practice  of  medicine,  it  is  only 
fair  to  say  we  have  a few  in  our  own  midst 
who  need  watching  and  tutoring  along  the 
paths  of  righteousness.  We  are  doing  this 
through  the  Professional  Ethics  Committee, 
and,  due  to  the  fact  that  no  records  are 
kept,  you  will  never  know  how  much  work 
and  good  this  committee  has  done  and  is 
doing.  At  the  present  time  Dr.  K.  S.  J. 
Hohlen,  who  was  appointed  chairman  fol- 
lowing the  death  of  Dr.  Morris  Nielsen,  is 
doing  an  excellent  piece  of  work. 

I would  like  to  digress  at  this  point  to 
pay  tribute  to  Morris  Nielsen,  who,  I am 
sure,  contributed  as  much  for  organized 
medicine  in  Nebraska  as  any  other  physi- 
cian up  to  this  time.  He  was  truly  the  shin- 
ing example  of  what  a physician  should  be. 
It  goes  without  saying  Nebraska  and  the 
medical  profession  has  suffered  a great  loss. 

It  is  most  appropriate  that  I mention  at 
this  time,  too,  the  names  of  some  others 
whose  contributions  to  our  Association  and 
the  state  were  equally  important,  and  were 
called  to  their  reward  during  this  year.  The 
fact  that  I have  singled  out  these  men  for 
praise  does  not  detract  from  the  other  de- 
parted members  who  have  made  contribu- 
tions to  Nebraska  medicine. 


Dr.  Roy  Whitham,  who  was  head  of  the 
medical  Selective  Service  organization  in 
our  state,  and,  as  a matter  of  record,  did 
an  excellent  piece  of  work  with  a thankless 
job. 

Another  of  this  group  was  Dr.  E.  W. 
Hancock.  Doctor  Hancock  was  chairman  of 
the  Allied  Profession  Committee,  and  a 
member  of  the  Polio  Coordinating  Commit- 
tee. He  was  loyal  and  tireless  in  setting 
up  the  working  organization  of  the  Crippled 
Children’s  Clinics  over  the  state.  His  think- 
ing and  judgment  had  a great  deal  to  do 
with  some  of  the  policies  under  which  we 
are  operating  at  the  present  time. 

A third  member  was  Dr.  L.  D.  McGuire, 
a member  of  the  Committee  on  Constitution 
and  By-Laws,  the  Insurance  Committee  and 
actively  engaged  in  the  fund  raising  cam- 
paign in  Nebraska  for  the  American  Medical 
Education  Foundation.  His  work  will  long 
be  remembered. 

The  last  of  this  group,  always  a familiar 
figure,  and  a past  president  of  our  organi- 
zation, was  Dr.  Floyd  Rogers.  I had  the 
pleasure  of  working  with  him  on  the  Medi- 
cal Education  Committee.  His  systematic 
approach  and  wise  thinking,  in  mapping  out 
a course  to  follow,  proved  invaluable.  He 
also  was  chairman  of  the  Diabetes  Commit- 
tee, and  you  all  know  of  the  wonderful 
diabetic  program  that  is  in  force  in  the 
state,  through  his  untiring  efforts,  most 
particularly  in  relation  to  diabetic  detection 
and  the  summer  camp  for  diabetic  children. 
As  chairman  of  the  Planning  Committee, 
Dr.  Rogers  was  instrumental  in  establish- 
ing the  Formulary  in  our  state,  the  Proposed 
Fee  Schedule  for  Governmental  Agencies, 
and,  at  the  time  of  his  death,  had  completed 
the  ground  work  with  a committee  from 
the  State  Bar  Association  for  draft  of  a 
bill  on  expert  medical  testimony. 

Those  of  you  who  have  served  as  president 
of  our  Association  can  readily  realize  the 
problem  of  replacing  men  of  the  caliber  of 
those  mentioned  above. 

Among  the  other  committees  most  active, 
with  more  than  the  normal  amount  of  work 
are,  namely: 

1.  The  Blood  Products — a new  committee, 
working  diligently  to  set  up  a program 
to  be  presented  at  an  early  date. 
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2.  The  Committee  on  Constitution  and 
By-Laws.  They  are  working  on  several 
changes  with  the  hope  of  making  some 
definite  improvements  in  our  organi- 
zation. 

3.  The  Insurance  Committee.  This  group 
has  been  very  active.  They  are  uncov- 
ering facts  which  are  of  vital  interest 
and  may  change  the  set-up  of  our  Mal- 
practice Insurance  in  Nebraska. 

4.  The  Prepayment  Medical  Care  Com- 
mittee is  active  in  assisting  the  Board 
of  Directors  of  Blue  Shield  to  bring 
out  a marked  improvement  in  coverage 
and  in  adjusting  the  inequities  in  some 
areas  of  their  fee  schedule. 

5.  The  Public  Relations  Committee  also 
deserves  much  credit.  One  of  their 
projects  was  to  display  a splendid  ex- 
hibit at  the  State  Fair  to  assist  the 
public  in  understanding  the  aims  and 
objectives  of  the  medical  profession. 

6.  The  Rural  Medical  Service  Committee 
is  active  in  promoting  pre-school  ex- 
amination programs,  and  Senior  Medi- 
cal Day,  which  is  fast  becoming  a 
tradition. 

7.  The  work  of  the  Committee  on  Scien- 
tific Assembly  is  being  demonstrated  by 
the  excellent  scientific  program  which 
is  being  presented. 

8.  The  Committee  on  Mental  Hygiene  has 
done  an  excellent  piece  of  work  to 
bring  about  a more  complete  and  better 
mental  health  set-up  and  program  for 
Nebraska. 

There  are  several  other  committees  I have 
not  singled  out  for  their  accomplishments, 
but  time  will  not  permit.  However,  I do 
want  them  to  know  I am  aware  of  their 
efforts,  and  I am  truly  grateful  to  them. 

Prompted  by  the  controversy  which  de- 
veloped concerning  the  Salk  Vaccine,  I have 
suggested  to  the  House  of  Delegates  that  the 
Board  of  Trustees  be  enlarged  to  seven  mem- 
bers. Similar  issues  will  undoubtedly  arise 
in  the  future,  demanding  immediate  action 
between  sessions.  With  this  arrangement, 
the  president  will  have  a board  for  consulta- 
tion concerning  public  policy. 

The  accounting  of  the  happenings  during 
the  year  of  my  presidency  would  not  be 
complete  without  a word  of  tribute  to  the 


Women’s  Auxiliary  for  the  activities  they 
have  carried  on  in  our  behalf.  They  have 
been  most  interested  in  a safety  program 
for  the  State  of  Nebraska,  particularly  per- 
taining to  automobile  and  farm  accidents. 
As  I close  my  year,  I should  like  to  express 
the  thanks  of  our  association  to  Mrs.  Isaah 
Luekins  and  her  successor,  Mrs.  Lynn  Shar- 
rar,  for  their  efforts  and  to  assure  them  we 
are  most  grateful  for  their  excellent  help. 

In  conclusion,  it  is  my  sincere  hope  that 
I have  presented  some  facts  which,  I am 
sure,  directly  affect  every  practicing  physi- 
cian in  our  state. 

As  your  outgoing  President,  I again  want 
to  thank  you  of  the  Nebraska  State  Medical 
Association  for  the  honor  you  have  bestowed 
upon  me,  and  to  assure  you  I am  truly  grate- 
ful to  have  been  one  of  those  who  “served.” 


HOOVER  NAMES  DR.  KLUMPP 
MEDICAL  TASK  FORCE  CHAIRMAN 

Former  President  Herbert  Hoover  has  appointed 
Theodore  G.  Klumpp,  M.D.,  president  of  Winthrop- 
Stearns  Inc.,  pharmaceutical  manufacturer,  as  chair- 
man of  the  Task  Force  on  Medical  Services  of  the 
Hoover  Commission  on  Organization  of  the  Execu- 
tive Branch  of  the  Government. 

Mr.  Hoover’s  invitation  to  Dr.  Klumpp  to  accept 
the  chairmanship  of  the  Task  Force  was  prompted 
by  the  death  early  in  September  of  Chauncey  Mc- 
Cormick, Chicago,  who  headed  the  group  since  its 
formation  in  1953.  Dr.  Klumpp  has  been  a member 
of  the  Task  Force  from  its  beginning. 

Objectives  of  the  group  are  to  provide  better 
medical  care  for  beneficiaries  of  the  Federal  medi- 
cal program;  to  create  a better  foundation  for  train- 
ing and  medical  service  in  Federal  agencies;  to  re- 
duce the  drain  of  doctors  away  from  private  prac- 
tice; to  provide  better  organization  for  medical  re- 
search; and  to  provide  a better  state  of  medical 
preparedness  in  event  of  war.  The  overall  purpose 
of  the  investigation  is  to  promote  economy  and  effi- 
ciency in  the  executive  department. 


The  existence  of  isolated  well  circumscribed  intra- 
thoracic  nodules  on  routine  X-ray  examination  of 
the  chest  may  indicate  the  presence  of  significant 
disease.  In  particular,  the  possibility  that  the  les- 
ions represent  an  early  phase  in  the  development  of 
bronchogenic  carcinoma  is  to  be  considered.  The 
asymptomatic  character  of  the  nodule,  the  absence 
of  physical  signs  and  the  apparent  state  of  good 
health  of  the  patient  must  not  lead  the  physician 
to  the  false  conclusion  that  the  abnormality  cannot 
be  significant  and  that  it  therefore  does  not  re- 
quire treatment.  Sidney  E.  Wolpaw,  M.D.,  Annals 
of  the  Internal  Medicine,  Sept.,  1952. 
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MR.  CHAIRMAN,  Members  of 
the  Nebraska  State  Medical 
Association  and  guests.  A 
great  honor  was  given  me  a year  ago  when 
I was  elected  to  the  office  I am  taking 
today.  I wish  to  thank  every  one  of  you. 
If  I can  do  the  job  as  well  as  my  two  very 
capable  immediate  predecessors,  I will  be 
greatly  surprised.  I am  sure  I will  require 
a great  deal  of  assistance  from  our  efficient 
headquarters  staff.  I want  all  of  you  to 
feel  free  to  bring  any  of  your  problems, 
ideas,  or  suggestions  to  me.  They  will  be 
most  welcome. 

Having  served  for  one  year  as  president- 
elect, I feel  I have  gained  considerable 
knowledge  about  what  is  expected  of  me. 
Your  president-elect  has  a great  opportun- 
ity to  observe  the  workings  of  our  state 
association.  He  is  invited  to  and  attends 
many  of  the  meetings  of  the  various  com- 
mittees, the  Board  of  Trustees,  and  the 
House  of  Delegates.  He  receives  a report 
from  our  headquarters  on  all  these  meetings. 
He  is  also  a full  member  of  the  Board  of 
Councilors.  This  gives  him  much  knowledge 
about  the  way  our  organization  functions. 

It  is  my  intention  to  supply  the  leader- 
ship, during  my  term  as  your  president, 
to  keep  the  organization  functioning  as 
smoothly  as  it  has  in  the  past.  I will  also 
help  to  initiate  any  new  programs  and 
functions  that  may  be  decided  upon  during 
my  term  of  office. 

It  has  been  most  gratifying  to  see  the  vast 
amount  of  time  and  effort  spent  by  many 
of  you  serving  on  committees  and  doing 
other  tasks  that  you  have  been  requested  to 
do  during  the  past  year.  This  is  what  makes 
ours  a great  state  association,  and  I sincere- 
ly hope  you  will  put  forth  even  more  energy 
performing  these  duties,  not  only  during  the 
next  year  but  during  many  years  to  come. 
Our  organization  requires  not  just  the  ef- 
forts of  a few  but  of  all  its  members. 

It  was  my  privilege  to  attend  Senior 
Medical  Day,  last  month,  in  Omaha.  A great 
many  of  you  came  long  distances  to  be  there 
and  help  make  the  day  a success.  I am  sure 
it  was  most  gratifying  to  see  the  interest 
the  seniors  took  in  what  was  being  told 

♦Remarks  occasion  of  installation  as  President  of  the  Ne- 
braska State  Medical  Association,  May  17,  1955. 


WM.  E.  WRIGHT,  M.D. 

Creighton,  Nebraska 

them.  I wonder  if  some  of  them  did  not  go 
home  feeling  for  the  first  time  how  human 
their  future  colleagues  are,  once  they  get  to 
know  them.  This  is  one  of  the  new  ideas 
started  during  the  last  few  years  by  your 
organization,  and  I feel  it  should  be  con- 
tinued. 

Your  insurance  committee  has  also  spent 
a great  deal  of  time  during  the  past  year 
attempting  to  come  up  with  a plan  to  secure 
cheaper  insurance  rates  for  you,  the  mem- 
bers of  the  Nebraska  State  Medical  Associa- 
tion. As  yet  they  have  not  developed  a 
workable  plan,  but  I am  sure  some  solution 
will  be  found  at  some  time  in  the  future. 
The  committee  will  welcome  any  suggestions 
you  may  have  to  give  it  in  working  out 
this  plan. 

Our  legislature  has  been  in  session  for 
the  last  few  months  and,  of  course,  that 
means  work  for  our  Medical  Service  Com- 
mittee and  our  Executive  Secretary.  I was 
gratified  to  learn  that  they  were  successful 
in  their  efforts. 

I feel  that  we  will  hear  a great  deal  about 
our  Mental  Health  Committee  in  the  future. 
Many  new  problems  have  come  up  in  this 
field  that  have  required  considerable  effort 
on  its  part.  The  future  will  also  require  the 
expenditure  of  considerable  effort  on  the 
part  of  the  committee  to  meet  these  changes. 

I do  not  want  to  infer  that  these  have  been 
the  only  active  committees,  but  time  does 
not  permit  my  mentioning  all  of  them. 


MORE  INTERNS,  RESIDENTS  NOW 
IN  TRAINING 

There  are  now  75  per  cent  more  physicians  in 
full-time  graduate  training  in  U.S.  hospitals  than 
there  were  10  years  ago,  it  was  reported  recently. 

On  the  first  of  this  year  there  were  about  26,000 
interns  and  residents  training  in  hospital  staff  posi- 
tions, compared  to  about  15,000  in  1945,  according  to 
the  28th  annual  report  of  the  Council  on  Medical 
Education  and  Hospitals  of  the  American  Medical 
Association.  The  report  appeared  in  the  September 
25th  Journal  of  the  A.M.A. 
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TUBERCULOSIS  ABSTRACTS 

EMOTIONAL  PROBLEMS  IN  THE 
TREATMENT  OF  TUBERCULOSIS 

The  fact  that  35  to  50  per  cent  of  patients  with 
tuberculosis  do  not  complete  the  residential  treat- 
ment of  their  disease  is  striking  evidence  that  some- 
thing is  awry  with  the  handling  of  these  patients. 
The  treatment  of  the  disease  tuberculosis  is  tre- 
mendously improved  but,  if  the  emotional  problems 
of  the  diseased  people  are  improperly  handled,  they 
do  not  and  cannot  cooperate  in  the  treatment.  Not 
only  are  the  advantages  of  the  improved  therapy 
lost,  but  these  patients  return  to  their  communities 
to  become  sources  of  infection. 

The  two  main  contributions  psychiatry  can  make 
in  this  situation  are:  a general  attitude  toward  peo- 
ple with  greater  understanding  of  the  role  anxiety 
plays  in  shaping  behavior;  and  techniques  for  find- 
ing out  the  patients’  concerns  so  that  they  can  be 
relieved. 

The  diagnosis  of  tuberculosis  is  inevitably  an 
anxiety-producing  situation  for  the  patient,  as  it 
may  also  be  for  the  physician.  The  physician  knows 
about  tuberculosis  and  what  would  be  anxiety- 
producing  to  him  if  he  found  he  had  the  disease. 
Therefore,  in  a conscious  endeavor  to  relieve  the 
patient’s  anxiety  (but  really  probably  to  relieve  his 
own),  he  is  apt  to  attempt  to  reassure  the  patient 
about  those  things  which  would  have  made  him 
anxious.  This  is  futile,  if  not  pernicious,  as  the 
patients’  knowledge  of  tuberculosis  and  his  per- 
sonality is  different  from  that  of  the  physician,  his 
personal  problems  are  different.  The  anxiety  the 
diagnosis  produces  in  him  is  distinct  and  unique  to 
him.  It  must  be  assumed  that  anxieties  are  produced 
in  him,  and  then  he  must  be  induced  to  talk  about 
them.  To  do  this,  we  must  remain  silent  at  first. 
This  increases  the  patient’s  anxiety  to  the  point 
where  he  may  ask  questions.  If  he  does  not  do  so — 
after  a few  minutes  of  silence  we  may  ask — what 
does  this  mean  to  you,  or,  how  do  you  feel  about 
this.  This  encourages  him  to  talk.  Rushing  in  with 
reassurance  is  avoided  until  the  major  part  of  his 
concerns  is  brought  out,  in  order  not  to  cut  off 
discussion  of  them  because  they  usually  come  last. 

Reassurance  must  not  go  beyond  our  own  certain 
knowledge.  With  the  rapid  changes  in  tuberculosis 
therapy,  the  length  and  method  of  treatment  are  un- 
certain; and  the  patient  must  not  be  given  certainty 
when  there  is  none.  Setting  of  dates  and  duration 
of  treatment  is  especially  to  be  avoided,  as  if  the 
time  set  is  not  fulfulled,  it  undermines  his  confidence 
in  all  the  tuberculosis  treatment  team  and  results  in 
diminished  cooperation  if  not  flight  from  therapy. 
The  patient  can  be  reassured  that  treatment  has 
greatly  improved  and  that  he  will  be  treated  until 
he  is  well,  although  the  exact  time  is  uncertain. 

In  the  sanatorium  certain  things  are  expected  of 
the  patient,  although  these  may  never  have  been 
analyzed  from  an  emotional  point  of  view.  The 
patient  is  asked  to  give  up  his  possibly  hard-earned 
maturity.  No  longer  is  he  to  be  the  active,  inde- 
pendent, giving  parent  or  adult.  He  is  to  become 
passive,  dependent,  and  receptive.  He  is  to  lie 
quietly,  let  others  do  things  for  him,  and  to  do 
little  or  nothing  for  others.  This  is  a tremendous 


change  in  his  way  of  living,  and  the  ease  with 
which  the  patient  makes  this  change  depends  upon 
his  past  history  of  dependency  and  maturity,  his 
personality  structure,  and  his  habitual  techniques  of 
relieving  the  anxiety  to  which  we  are  all  prey. 

To  some  people,  giving  up  of  maturity  and  re- 
laxing into  dependency  is  regarded  as  a blessing. 
They  have  maintained  or  achieved  their  maturity 
with  difficulty — or  not  at  all — and  it  is  a great  relief 
to  have  nothing  expected  of  them.  These  patients 
may  appear  to  be  “good”  patients  in  the  sanatorium, 
but  the  difficulties  in  rehabilitation  are  obvious. 
However,  these  patients  may  encounter  difficulty  in 
the  sanatorium.  Their  continual  dependent  demand 
ing  may  lead  to  rejection  by  the  staff — so,  at  the 
same  instant,  regression  to  a childhood  level  is 
demanded  and  fault  is  found  for  doing  so.  Another 
type  of  patient  has  grown  up  despite  his  parents 
who  tried  to  keep  him  immature  and  dependent.  He 
has  had  to  go  through  a rebellion  at  adolescence. 
Here  is  the  sanatorium  staff  playing  the  parental 
role  all  over  again.  The  patient  is  apt  to  react  with 
his  pattern  of  adolescent  revolt,  which  leads  to 
breaking  of  regulations  or  fight  from  the  hospital. 
Another  type  of  person  has  relieved  his  anxieties 
by  action,  whenever  he  has  been  upset.  In  a tuber- 
culosis sanatorium,  his  anxieties  are  greatly  in- 
creased by  his  fear  of  the  disease,  his  concern  about 
his  family  situation,  and  his  economic  helplessness. 
At  the  same  time,  his  usual  defense  of  activtiy  is 
taken  away.  We  think  of  the  dangers  of  tuberculosis 
as  being  a stimulus  to  treatment  cooperation  but,  if 
the  anxiety  of  the  patient  under  treatment  is  greater 
than  that  which  he  has  about  his  disease,  he  may 
break  off  the  treatment. 

Some  patients  run  into  difficulty  over  the  de- 
privation in  the  sexual  sphere  produced  by  the 
treatment  situation.  To  some,  it  is  a matter  of  relief 
of  physical  tension  which,  if  not  relieved,  gives  rise 
to  anxiety,  emotional  tensions,  and  restlessness. 
Possibly  more  important  is  the  emotional  loss.  To 
many  people,  sexual  activity  is  the  proof  that  they 
are  fully  loved  by  someone,  and  the  loss  of  this  only 
source  of  self  esteem  produces  too  much  emotional 
disturbance  to  be  tolerated. 

In  the  types  cited  above — and  there  are  many 
more  — understanding  of  the  patients’  emotional 
problems  and  the  flexible  adaptation  of  treatment 
to  them  is  necessary  if  the  patient  is  to  rest  or  to 
complete  his  treatment. 

The  rehabilitation  of  patients  after  treatment  is 
another  area  in  which  emotional  factors  are  pre- 
dominant. Here,  in  essence,  we  try  to  undo  the 
regressed,  immature,  passive,  receptive,  and  de- 
pendent role  and  ask  the  patient  to  become  mature, 
independent,  and  productive  again.  Some  difficulties 
can  be  alleviated  by  allowing  the  patient  to  main- 
tain some  maturity  during  the  treatment.  By 
presenting  him  with  alternatives  in  planning  his 
treatment,  the  support  of  his  family,  et  cetera,  we 
may  nurture  his  self-esteem  and  the  feeling  that 
he  can  direct  his  own  affairs.  The  amount  of  prob- 
lem left  at  the  time  of  rehabilitation  depends  on 
the  personality  of  the  patient,  his  degree  of  maturity 
before  becoming  ill,  the  degree  of  regression  in  the 
hospital,  his  methods  of  handling  anxiety,  the 
amount  of  tension  and  acceptance  at  home,  residual 
symptoms,  and  the  fears  of  recurrence.  Thus,  in 
(Continued  on  page  348) 
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Doctor  Edwin  A.  Coats  was  born  April  23,  1906,  in  Chicago,  Illinois. 
He  received  his  elementary  education  in  Fairbury  and  Lincoln,  Nebraska. 
His  premedical  education  was  obtained  at  the  University  of  Nebraska 
and  the  University  of  Michigan.  Doctor  Coats  took  his  medical  training 
at  the  latter  university  graduating  with  the  degree,  Doctor  of  Medicine, 
June  20,  1932. 

He  interned  at  Los  Angeles  County  General  Hospital  from  January, 
1933,  to  July,  1934;  from  July,  1934,  to  January,  1935,  he  served  a 
residency  at  Kern  General  Hospital,  Bakersfield,  California. 

Doctor  Coats  is  a fellow  of  the  American  Psychiatric  Association 
and  is  a member  of  the  Nebraska  Society  of  Neurology  and  Psychiatry. 

From  1938  to  1947,  Doctor  Coats  served  as  a staff  member  of  the 
Hastings  State  Hospital.  From  1947  to  1951,  he  was  a member  of  the 
staff  of  the  Indiana  State  Hospital  System,  and  from  1951  to  1953,  he 
served  at  Wendota  State  Hospital,  Madison,  Wisconsin.  Since  1953, 
Doctor  Coats  has  been  at  the  Lincoln  State  Hospital. 

Doctor  Coats  and  wife,  Pauline,  have  two  children:  Pamela,  5 years 
and  Michael,  IV2  years. 

His  hobbies  are  photography,  fishing  and  hunting. 

Address:  Box  271,  Lincoln,  Nebraska. 


Doctor  J.  H.  Dunlap  was  born  in  Lincoln,  Nebraska,  on  March  18,  1926,  where  he 
received  his  elementary  education.  He  attended  the  University  of  Kansas  and  North- 
western University  for  his  premedical  education  and  took  his  medical  education  at 
the  University  of  Nebraska.  He  received  the  degree  of  Doctor  of  Medicine  in  1950. 

Doctor  Dunlap  interned  in  Indianapolis,  Indiana,  in  1950-1951. 

He  served  in  the  United  States  Navy  in  1944-45,  and  again  from  1952-54. 

Doctor  Dunlap  and  wife,  Jane,  have  two  children  ages  2 and  3. 

Address:  900  Prospect  Avenue,  Norfolk,  Nebraska. 


-A 


Doctor  William  Melvin  Barelman  graduated  from  the  University  of 
Nebraska  College  of  Medicine  with  the  degree,  Doctor  of  Medicine,  in 
1953,  and  served  an  internship  at  the  Methodist  Hospital  in  Omaha 
the  succeeding  year. 

He  was  born  September  8,  1926,  in  Wayne  County,  Nebraska,  and 
obtained  his  early  schooling  at  Wayne.  Later  he  attended  Wayne  State 
Teachers  College  and  the  University  of  Nebraska  for  his  premedical 
education. 

Doctor  Barelman  is  a member  of  Phi  Rho  Sigma,  National  Pro- 
fessional Medical  Fraternity. 

His  military  experience  consisted  of  service  with  the  United  States 
Marine  Corps. 

Doctor  and  Mrs.  Barelman  (Betty  Ann)  are  the  parents  of  three 
children:  Jean  Ann,  6V2  years;  Robert,  AV2  years:  and  Sue  Ellen,  5 
months  of  age. 

Since  July  of  1954,  Doctor  Barelman  has  been  associated  with 
Doctors  A.  W.  Anderson  and  R.  H.  Scherer  in  the  West  Point  Clinic. 

Address:  West  Point,  Nebraska. 
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Doctor  Donald  H.  Bendorf  was  bom  June  14,  1927,  in  Omaha,  Nebraska,  where 
he  completed  his  elementary  education.  He  attended  The  Creighton  University  and 
received  his  degree,  Doctor  of  Medicine,  from  The  Creighton  University  School  of 
Medicine  in  1952. 

He  served  an  internship  at  St.  Joseph’s  Hospital  in  Omaha. 

Doctor  Bendorf  is  a member  of  Phi  Chi  Medical  Fraternity. 

Military  service  consisted  of  serving  with  the  U.  S.  Coast  Guard. 

From  1953  to  1954,  Doctor  Bendorf  was  associated  with  Doctor  L.  C.  Kavan  in 
Schuyler,  Nebraska.  Since  May  5,  1954,  he  has  been  at  his  present  location  in  Butte, 
Nebraska. 

Doctor  Bendorf  and  wife,  Shirley,  have  two  children,  James  Stephen,  22  months 
and  Craig  Vincent,  4%  months. 

His  hobbies  are  fishing,  hunting,  horseback  riding,  golfing,  table  tennis,  and  wood 
working. 

Address:  Butte,  Nebraska. 


Doctor  J.  Melvin  Boykin  is  Manager  and  Chief  of  Professional 
Services  at  Veterans  Administration  Hospital  in  Lincoln,  Nebraska. 

He  was  bom  in  Montgomery,  Alabama,  on  July  16,  1901,  attended 
high  school  in  Taft,  Texas,  and  later  enrolled  at  the  University  of 
Texas  where  he  obtained  an  A.B.  degree  in  1929.  In  1933,  Doctor 
Boykin  graduated  from  Baylor  University  College  of  Medicine  with 
the  degree,  Doctor  of  Medicine.  The  following  year  he  interned  at 
Bethany  Methodist  Hospital.  Doctor  Boykin  has  taken  post-graduate 
study  in  radiology  at  the  Army  Medical  School  . 

For  two  years,  Doctor  Boykin  served  as  Chief  of  Medical  Service, 
Station  Hospital,  Camp  Wallace,  Texas.  He  served  for  two  and  one-half 
years  as  Chief  of  Medical  Service,  192nd  General  Hospital,  ETO,  sepa- 
rating with  the  rank  of  Colonel,  August,  1946. 

From  1934  to  1941,  Doctor  Boykin  maintained  a general  practice  in 
Taft,  Texas. 

He  has  two  children:  Jeanne,  19  years  and  Willella,  16  years. 

Fishing  and  gardening  are  Doctor  Boykin’s  relaxations. 

Address:  Veterans  Administration  Hospital,  Lincoln,  Nebraska. 


Doctor  Richard  Lee  Tollefson  was  bom  in  Rochester,  Minnesota,  on  December  30, 
1927,  where  he  attended  elementary  schools.  His  premedical  and  medical  studies  were 
obtained  at  the  University  of  Nebraska.  In  June,  1953,  he  received  the  degree,  Doctor 
of  Medicine. 

Doctor  Tollefson  interned  at  the  University  of  Nebraska  Hospital  in  Omaha, 
Nebraska. 

He  is  a member  of  the  American  Academy  of  General  Practice. 

Following  military  service  in  the  Army,  Doctor  Tollefson  has  been  practicing  in 
his  present  location. 

Doctor  Tollefson  and  wife,  Carol,  have  three  daughters:  Maureen,  who  is  2% 
years;  Gretchen,  who  is  IV2  years,  and  Christine,  two  months. 

Reading  is  Doctor  Tollefson’s  hobby. 

Address:  Wausa,  Nebraska., 
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Coming  Meetings 

CRIPPLED  CHILDREN’S  CLINICS  — 

September  10,  O’Neill,  High  School 

September  24,  North  Platte,  Knights  of  Columbus 

Building 

October  8,  Wayne,  State  Teachers  College 
October  22,  Kearney,  Good  Samaritan  Hospital 

5TH  ANNUAL  POSTGRADUATE  CIRCUIT 
COURSE,  September  26-October  1,  1955 — Scotts- 
bluff,  Sept.  26;  North  Platte,  Sept.  27;  Grand 
Island,  Sept.  28;  Norfolk,  Sept.  29;  Fremont  Sept. 
30;  Nebraska  City,  Oct.  1. 

NEBRASKA  ACADEMY  OF  GENERAL  PRAC- 
TICE SCIENTIFIC  SESSION,  Cornhusker  Hotel, 
Lincoln,  September  15,  1955. 

85TH  ANNUAL  SESSION,  COLORADO  STATE 
MEDICAL  SOCIETY,  Shirley-Savoy  Hotel,  Sept. 
20-23,  1955,  Denver,  Colorado.  No  registration  fee. 


LARGE  ACCIDENT  TOLL  AMONG  WOMEN 

Accidents  take  a heavy  toll  of  life  among  women. 
In  our  country  more  than  22,000  women  at  ages 
15  and  over  die  each  year  as  a result  of  injuries 
sustained  in  accidents.  Even  in  the  age  range 
from  15  to  64  — before  the  infirmities  of  age  begin 
to  play  an  appreciable  role  in  mishaps  — the  annual 
toll  is  10,000.  More  women  at  these  ages  die  from 
accidents  than  from  any  other  cause  except  the 
cardiovascular  diseases  and  cancer. 


Organization  Section 

News  and  Views 

From  the  Omaha  World-Herald — 

Trustees  of  the  American  Medical  Asso- 
ciation said  recently  that  a bill  before  Con- 
gress to  provide  Social  Security  payments  to 
the  totally  disabled  is  the  keystone  of  a 
“piecemeal  approach  to  the  socialization  of 
medicine/’ 

The  trustees  said  in  a special  message 
that  “the  present  danger”  to  the  freedom 
of  the  medical  profession  “is  greater”  than 
during  the  A.M.A.’s  campaign  in  1949-1950 
against  the  Truman-sponsored  compulsory 
health  insurance  bills. 

From  the  Omaha  World-Herald: 

(Public  Pulse)  Hastings — 

Just  let  the  Board  of  Control  ever  attempt 
to  fire  Dr.  G.  Lee  Sandritter  and  the  public 
would  soon  form  a committee  to  investigate. 

It’s  time  the  Board  of  Control  and  all 
Nebraskans  commend  Dr.  Sandritter  for  the 
wonderful  job  he’s  already  done  in  four  years 
and  will  continue  to  do.  Within  a few  years 
I’ll  wager  he’ll  be  nationally  known  for  his 
progress  in  helping  the  mentally  ill. 

Four  years  ago,  if  a loved  one  entered  a 
state  mental  hospital  it  was  almost  as  if 
they  were  buried  in  prison  for  life.  Dr. 
Sandritter,  assisted  by  his  wife,  has  en- 
lightened Nebraskans  on  the  subject  and  has 
proved  how  patients  can  be  cured  rather 
than  be  committed  permanently. 

MRS.  ALFRED  STRANSKY. 

From  the  Omaha  World-Herald  (Public  Pulse) — 

Thanks  for  your  fine  editorial  regarding 
the  State  Board  of  Control  and  Dr.  J.  L. 
Sandritter.  Members  of  the  Board  of  Con- 
trol perform  a tremendously  important  func- 
tion— one  that  vitally  effects  every  citizen 
in  Nebraska.  Are  they  really  qualified  to 
discharge  these  grave  responsibilities? 

Dr.  Sandritter  has  performed  years  of 
faithful  and  effective  service  for  Nebras- 
kans. He  has  always  been  a champion  of 
the  cause  of  the  mentally  ill  and  their  fam- 
ilies. He  has  conducted  classes  in  mental 
hygiene  for  mothers’  groups  and  lectured  to 
P.T.A.  and  other  groups'  acquainting  the 
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public  with  the  problems  of  the  mentally  ill. 
He  was  ever  a strong  proponent  of  the  out- 
clinic  and  projected  this  idea  at  every  oppor- 
tunity. Undoubtedly,  his  efforts  have  helped 
to  mold  public  opinion  in  favor  of  the  estab- 
lishment of  these  clinics  which  are  doing 
such  a fine  job. 

Most  of  this  service  is  beyond  the  line  of 
duty  and  was  done  as  a public  service  with- 
out pay. 

We  are  told  that  if  we  are  to  cope  with 
the  ever-mounting  problem  of  mental  illness, 
we  must  attract  more  psychiatrists  to  staff 
our  state  institutions.  If  these  doctors  must 
accept  indignities  of  a board  of  control  plus 
much,  much  lower  remuneration  than  pri- 
vate practice  offers  then  where  are  we  going 
to  get  doctors  to  staff  our  hospitals? 

MRS.  E. 

The  Month  in  Washington — 

Although  very  little  health  legislation 
actually  was  enacted  in  the  first  session  of 
the  84th  Congress,  a number  of  important 
bills  made  enough  progress  to  insure  they 
will  get  serious  consideration  when  the 
second  session  starts  next  January. 

Foremost  is  a bill  to  amend  the  social 
security  act,  and,  among  other  things  pro- 
vide OASI  payments  for  disabled  workers 
after  age  50.  The  present  provision  (enacted 
in  1954)  protects  a disabled  worker’s  pen- 
sion so  it  is  not  decreased  because  of  his 
years  of  unemployment,  but  payments  don’t 
begin  until  he  reaches  65. 

The  new  plan,  sponsored  by  Democratic 
members  of  the  House  Ways  and  Means 
Committee,  was  rolled  through  the  House 
after  closed  committee  hearings.  But  when 
it  got  to  the  Senate,  Chairman  Harry  Byrd 
of  the  Finance  Committee  held  it  up,  saying 
it  was  too  important  to  be  reported  out  with- 
out the  complete  hearings  he  plans  for  next 
session. 

The  American  Medical  Association  is 
flatly  opposed  to  cash  disability  insurance. 
One  important  reason  is  the  Association’s 
conviction  that  federal  machinery  necessary 
to  regulate  disability  examinations  inevit- 
ably would  project  the  government  into  the 
medical  care  field.  There  are  many  other 
reasons,  including  the  relationship  between 
cash  payments  for  disability  and  the  pa- 
tient’s interest  in  rehabilitation.  The  issue 


of  disability  pensions  will  be  settled  next 
year  in  the  Byrd  Committee  or  on  the  Senate 
floor. 

A bill  for  $90  million  in  grants  for  build- 
ing and  equipping  non-federal  research  facil- 
ities passed  the  Senate,  and  is  awaiting  ac- 
tion in  the  House  Interstate  and  Foreign 
Commerce  Committee.  Hearings  have  been 
held  on  a bill  for  U.  S.  grants  to  medical 
schools  and  on  another  ( Jenkins-Keogh)  to 
allow  self-employed  persons  to  defer  income 
tax  payments  on  part  of  their  income  put 
into  annuities. 

Other  bills  that  will  be  ready  for  action  in 
January  include  legislation  to  stimulate 
nursing  education,  improve  the  medical  care 
of  military  dependents,  authorize  health  in- 
surance for  government  workers,  authorize 
U.  S.  guarantee  of  mortgages  on  health 
facilities,  and  offer  military  medical  scholar- 
ships. The  administration’s  bill  for  reinsur- 
ing health  insurance  plans  by  now  is  a little 
shopworn,  but  it  still  might  be  pushed  again 
next  year. 

President  Eisenhower  has  made  it  known 
he  wants  Congress  to  get  to  work  on  health 
legislation  early  next  session.  His  urging 
might  not  be  needed.  Next  year  is  a presi- 
dential election  year,  and  both  parties  will 
exert  themselves  to  enact,  and  take  credit 
for,  new  health  programs  that  carry  public 
appeal. 

Despite  the  hundreds  of  hours  of  hearings 
in  Senate  and  House,  not  a single  important 
permanent  medical  program  was  set  up  by 
Congress  in  the  last  session.  A national  men- 
tal survey,  supported  by  the  A.M.A.,  was 
enacted,  but  the  administration’s  plan  for 
mental  health  grants  will  be  up  for  action 
next  year. 

Ignoring  protests  of  physicians  and  den- 
tists, Congress  extended  the  doctor  draft  act 
for  another  two  years,  after  first  adopting 
two  amendments.  It  exempted  all  men  over 
45,  and  all  35  or  older  who  previously  had 
been  rejected  for  medical  commissions  for 
physical  reasons  alone. 

For  almost  four  months  Congressional 
committees  pondered  what  to  do  about  Salk 
poliomyelitis  vaccine.  At  first  there  were 
two  main  questions:  1.  How  much  money 
should  Congress  spend  to  buy  vaccine  for 
free  shots,  and  who  should  get  them?  2. 
How  far  should  the  federal  government 
move  into  the  picture  to  insure  equitable 
allocation  ? 
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One  of  the  proposals  — this  even  got 
through  the  Senate — was  to  offer  unlimited 
money  to  the  states,  which  in  turn  could  give 
free  shots  to  any  persons  or  group  of  persons 
under  age  20.  President  Eisenhower’s  idea 
— which  he  urged  on  Congress  several  times 
— was  simply  to  insure  that  no  person  in 
need  of  vaccine  would  go  without  it  for 
financial  reasons.  Eventually  his  view  pre- 
vailed and  the  states  now  are  drawing  on  a 
$30  million  fund.  This  law  expires  next 
February  15. 

As  weeks  passed,  there  was  less  and  less 
enthusiasm  for  setting  up  a federal  alloca- 
tion system,  which  Secretary  Hobby  and 
Surgeon  General  Scheele  repeatedly  told 
Congress  wasn’t  needed.  Consequently,  when 
the  National  Foundation  announced  it  had 
all  the  vaccine  it  needed  for  its  program,  a 
voluntary  allocation  plan  was  put  in  effect. 
The  plan  has  the  support  and  cooperation 
of  physicians,  pharmacists,  drug  manufac- 
turers, and  the  state  health  officers.  The 
Department  of  Health,  Education,  and  Wel- 
fare is  the  liaison  between  the  pharmaceuti- 
cal houses  and  the  states,  dividing  the  vac- 
cine on  the  basis  of  the  number  of  unvac- 
cinated persons  in  the  eligible  age  groups. — 
From  the  Washington  office,  A.M.A. 

A.M.A.  Approves  Five  New  Simplified 
Insurance  Claim  Forms — 

Approval  has  been  granted  by  the  A.M.A’s 
Council  on  Medical  Service  to  five  new  sim- 
plified insurance  claim  forms  drawn  up  by 
a special  committee  of  the  Health  Insurance 
Council.  This  committee  which  worked  in 
collaboration  with  the  A.M.A.  Council’s  Com- 
mittee on  Prepayment  Medical  and  Hospital 
Service  included  representation  from  all 
types  of  private  insurance  carriers.  At  the 
present  time,  a total  of  six  simplified  insur- 
ance claim  forms  have  been  approved  by 
the  American  Medical  Association. 

The  additional  claim  forms  may  be  identi- 
fied by  the  following  symbols  and  titles: 
ID-1 — Attending  Physician’s  Statement,  Ac- 
cident or  Sickness  (Individual  Insurance) ; 
IDS-1  — Attending  Physician’s  Supplemen- 
t a r y Statement  (Individual  Insurance) ; 
GD-1  — Attending  Physician’s  Statement 
(Group  Insurance),  and  IPHS-1 — Attending 
Physician’s  Statement,  Accident  or  Sickness 
(Individual  Hospital  or  Surgical).  These 
five  forms  together  with  GS-1  (Group  Sur- 
gical Expense,  approved  in  1954)  are,  in 


essence,  adaptations  of  two  basic  forms — 
one  designed  for  groups  and  the  other  for 
insurance  underwritten  on  an  individual  or 
non-group  basis. 

It  is  hoped  that  the  majority  of  the  in- 
surance companies  indentified  with  the 
Health  Insurance  Council  soon  will  use  these 
forms  in  their  day-to-day  claims  administra- 
tion and  that  physicians  throughout  the 
country  will  cooperate  by  completing  the 
simplified  forms  promptly  to  facilitate  the 
administration  of  claims. 

Giants  for  Medical  Schools — 

Hearings  have  been  completed  in  both 
houses  of  Congress  on  the  bipartisan  pro- 
posal for  a five  year,  $250,000,000  program 
of  grants  for  construction,  expansion,  and 
renovation  of  medical  schools.  The  House 
Interstate  and  Foreign  Commerce  Commit- 
tee held  a one  day  session  late  in  June.  As 
in  the  case  of  the  Senate  Labor  and  Public 
Welfare  Committee  hearings  of  the  previous 
month,  the  proposal  received  unanimous  in- 
dorsement of  witnesses.  The  American 
Medical  Association,  in  a statement  sub- 
mitted to  the  House  committee,  reaffirmed 
its  support  of  the  bill  as  a temporary  mea- 
sure in  the  current  emergency  facing  medi- 
cal schools.  Two  modifications  of  the  pro- 
gram, however,  were  suggested  by  the  Asso- 
ciation. According  to  the  present  plan,  new 
schools  would  be  entitled  to  a two-thirds 
U.  S.  contribution  but  established  schools 
would  be  entitled  to  only  one  half  unless 
they  agreed  to  increase  their  freshman  en- 
rollment 5 per  cent.  This,  the  A.M.A.  feels, 
established  a “dangerous  principle.”  “We 
are  concerned  that  the  bill  needlessly  estab- 
lishes a precedent  for  urging  or  inducing 
medical  schools  to  increase  their  enrollment 
more  rapidly  than  is  justified  by  their  facil- 
ities, personnel,  and  teaching  material,”  the 
statement  points  out.  “We  feel  obligated  to 
. . . urge  the  Committee  to  amend  the  bill 
to  remove  this  unnecessary  feature:  We  are 
certain  that  schools  capable  of  increasing 
enrollment  will  do  so  without  prompting.” 

The  second  suggested  modification  deals 
with  the  composition  of  the  proposed  federal 
council  on  medical  education  facilities.  The 
A.M.A.  recommends  that  “six  members  be 
selected  from  among  leading  medical  author- 
ities and  that  the  public  members  include 
persons  skilled  in  broad  aspects  of  engineer- 
ing, education,  finance  and'  architecture.” 
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Extension  of  Doctor  Draft — 

After  voting  some  modifications  to  make 
the  act  apply  to  fewer  special  registrants, 
Congress  approved  a two  year  extension  of 
the  “Doctor-Draft”  act.  The  extension  was 
strongly  opposed  by  the  American  Medical 
Association  and  the  American  Dental  Asso- 
ciation. Its  final  passage  was  effected 
through  a legislative  strategy  that  coupled 
the  measure  with  the  regular  draft  and 
family  allowances  and  did  not  permit  its 
consideration  on  its  own  merits. 

As  approved  by  House  and  Senate,  the  law 
is  continued  in  its  present  form,  except  for 
two  changes.  The  maximum  age  at  which 
physicians,  dentists,  and  veterinarians  can 
be  drafted  is  dropped  from  the  51st  to  the 
46th  birthday,  and  those  past  35  years  of 
age  who  have  at  any  time  applied  for  a 
commission  as  a physician,  dentist,  or  veter- 
inarian in  the  armed  forces  and  have  been 
rejected  for  physical  reasons  alone  are  no 
longer  subject  to  the  draft. 

Announcements 

Postgraduate  Courses  Available  on  Diseases 
of  Heart  and  Lungs — - 

The  Council  on  Postgraduate  Medical  Ed- 
ucation of  the  American  College  of  Chest 
Physicians,  in  cooperation  with  the  respec- 
tive state  chapters  of  the  College,  as  well 
as  the  staffs  and  faculties  of  the  local  hos- 
pitals and  medical  schools  of  Chicago  and 
New  York  City  will  sponsor  the  following 
postgraduate  courses  on  diseases  of  the  chest 
this  fall: 

10th  Annual  Postgraduate  Course, 

Hotel  Knickerbocker,  Chicago,  Illinois, 

October  3-7,  1955 

8th  Annual  Postgraduate  Course, 

Park-Sheraton  Hotel,  New  York  City, 

November  14-18,  1955 

Tuition  is  $75  for  each  course  which  includes 
round  table  luncheons. 

Further  information  may  be  secured  by 
writing  to  the  Executive  Director,  American 
College  of  Chest  Physicians,  112  East  Chest- 
nut Street,  Chicago  11,  Illinois. 

Second  Annual  Meeting  Academy  of 
Psychosomatic  Medicine — 

The  Academy  of  Psychosomatic  Medicine 
will  hold  its  Second  Annual  Meeting  on 


October  6th,  7th,  and  8th,  1955,  at  the  Plaza 
Hotel  in  New  York  City.  The  subject  of 
this  year’s  Scientific  Program  is  “The  Psy- 
chosomatic Aspects  of  Drug  Administra- 
tion.” There  is  no  registration  fee.  Guests 
may  attend  the  banquet. 

For  a preliminary  program  and  further 
information,  you  may  address  the  Secretary, 
Ethan  AJlan  Brown,  M.D.,  75  Bay  State 
Road,  Boston,  Mass. 

Postgraduate  Assembly  on  Endocrinology 
and  Metabolism — 

“Endocrinology  and  Metabolism”  is  the 
subject  for  the  seventh  annual  Postgraduate 
Assembly  of  the  Endocrine  Society,  to  be 
held  Sept.  26  - Oct.  1,  at  Indianapolis  with 
the  co-operation  of  the  Indiana  University 
School  of  Medicine. 

Continuation  study  facilities  of  the 
Indiana  University  Medical  Center  will  be 
utilized  for  the  sessions,  and  21  leading 
clinicians  and  investigators  will  be  heard. 

Further  information  may  be  obtained  by 
writing  Postgraduate  Office,  Indiana  Uni- 
versity School  of  Medicine,  1100  West  Michi- 
gan, Indianapolis  7,  Indiana. 

Fellowships  for  Basic  Research  in  Arthritis — 

The  Arthritis  and  Rheumatism  Founda- 
tion is  offering  the  following  research  fel- 
lowships in  the  basic  sciences  related  to 
arthritis : 

1.  Predoctoral  fellowships  ranging  from 
$1,500  to  $3,000  per  annum,  depending  on 
the  family  responsibilities  of  the  fellow, 
tenable  for  1 year  with  prospect  of  renewal. 

2.  Postdoctoral  fellowships  ranging  from 
$4,000  to  $6,000  per  annum,  depending  on 
family  responsibilities,  tenable  for  1 year 
with  prospect  of  renewal. 

3.  Senior  fellowships  for  more  experi- 
enced investigators  will  carry  an  award  of 
$6,000  to  $7,500  per  annum  and  are  tenable 
for  5 years. 

The  deadline  for  applications  is  October 
15,  1955.  Applications  will  be  reviewed  and 
awards  made  in  January,  1956. 

For  information  and  application  forms, 
address  the  Medical  Director,  The  Arthritis 
and  Rheumatism  Foundation,  23  West  45th 
Street,  New  York  36,  N.  Y. 
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Sixty-Second  Annual  Convention  Association 
Military  Surgeons — 

The  Association  of  Military  Surgeons  of 
the  United  States  will  present  a comprehen- 
sive three-day  program  on  the  medical  prob- 
lems facing  the  military  services  and  the 
nation  in  an  atomic  war.  The  addresses  will 
be  by  experts  in  the  various  fields  and  will 
cover  the  subject  very  completely.  The  con- 
vention will  be  held  in  Washington.  D.  C., 
at  the  Statler  Hotel,  on  Nov.  7-9  inclusive. 

American  Goiter  Association  to  Make  Another 
Van  Meter  Prize  Award — 

The  American  Goiter  Association  again 
offers  the  Van  Meter  Prize  Award  of  $300 
and  two  honorable  mentions  for  the  best 
essays  submitted  concerning  original  work 
on  problems  related  to  the  thyroid  gland. 
The  competing  essays  must  cover  either 
clinical  or  research  investigations,  should 
not  exceed  3,000  words,  and  must  be  pre- 
sented in  English.  For  further  information, 
write  Doctor  John  C.  McClintock,  149^2 
Washington  Avenue,  Albany,  New  York. 

Towns  Selected  for  Presentation  Annual 
Postgraduate  Course  — 

The  Speakers  Bureau  Committee  has 
secured  four  faculty  members  who  will  pre- 
sent the  annual  postgraduate  meetings.  The 
towns  selected  and  the  dates  of  presentation 
are  as  follows : Scottsbluff,  Sept.  26 ; North 
Platte,  Sept.  27;  Grand  Island,  Sept.  28; 
Norfolk,  Sept.  29;  Fremont,  Sept.  30;  and 
Nebraska  City,  Oct.  1. 

It  is  anticipated  these  will  be  excellent 
presentations,  and  hoped  the  attendance  will 
justify  further  efforts  by  N.S.M.A.  to  bring 
postgraduate  work  to  your  door. 

Two  New  Books  by  Ciba  Foundation — 

Two  interesting  and  informative  new 
books  have  been  received  recently  from  Ciba 
Pharmaceutical  Products,  Inc.  These  books 
are  the  product  of  the  Ciba  Foundation, 
London. 

The  first  of  these  is  Volume  VIII  of 
Foundation  Colloquia  on  Endocrinology  and 
is  entitled  The  Human  Adrenal  Cortex.  This 
is  a large  volume,  more  than  650  pages.  It 
is  divided  into  two  divisions : “the  first  con- 
cerned mainly  with  histological  and  biochem- 
ical aspects  and  cortico-medullary  relation- 
ships, and  the  second  on  physiological  and 
pathological  aspects  and  hypothalamic  and 
pituitary  relationships.” 


The  second  is  Vol.  I of  Colloquia  on  Age- 
ing. It  is  under  the  title  Ageing  — General 
Aspects.  This  volume  deals  with  definition 
and  measurement  of  senescence,  pathologic 
changes,  alterations  of  mental,  physical  and 
chemical  aspects  of  tissues  and  organs,  and 
other  pertinent  items  on  this  important  sub- 
ject. 

Both  books  are  published  by  and  may  be 
purchased  from  Little,  Brown  and  Company, 
34  Beacon  Street,  Boston. 

New  and  Nonofficial  Remedies  for  1955  is  Here — 

N.  N.  R.  has  become  an  almost  indispens- 
able tool  for  anyone  interested  in  the  best 
therapeutic  products.  It  “.  . . provides  the 
physician  with  such  information  concerning 
the  actions,  usage,  limitations  and  dosage 
of  relatively  new  drugs  as  will  promote  the 
practice  of  rational  therapeutics”  (from  the 
preface).  The  volume  for  1955  is  now  avail- 
able. 

The  Omaha  Mid-West  Clincal  Society 
Twenty-Third  Annual  Assembly 
October  24,  25,  26,  27,  1955 
Hotel  Paxton,  Omaha,  Nebraska 

As  is  customary  the  OMAHA  MID-WEST 
CLINICAL  SOCIETY  will  hold  its  annual 
assembly  the  last  week  in  October  at  the 
Paxton  Hotel,  Omaha,  Nebraska.  Since  its 
first  assembly  twenty-three  years  ago,  this 
Society  brought  a first-class  postgraduate 
refresher  course  to  the  doorstep  of  each  Ne- 
braska doctor  each  year.  This  year’s  pro- 
gram promises  to  be  even  more  dynamic 
than  any  in  the  past.  Make  your  plans  now 
to  attend  all  sessions,  October  24,  25,  26, 
and  27,  1955. 

The  meeting  will  close  with  an  address  by 
Dr.  Charles  W.  Mayo,  ‘The  United  Nations 
and  the  Role  of  Doctors  and  Medicine  in 
International  Relations”.  Wives  and  friends 
of  registered  physicians  are  cordially  invited 
to  attend  this  session. 

Members  of  the  American  Academy  of 
General  Practice  are  reminded  that  the  post- 
graduate assembly  is  approved  by  the  Aca- 
demy for  formal  postgraduate  study  and 
members  will  be  credited  with  the  actual 
number  of  hours  of  attendance  at  the  ses- 
sions. 

The  official  program  will  be  in  the  mail 
the  first  week  in  October.  Should  you  not 
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receive  your  copy  please  notify  the  Omaha 
Mid-West  Clinical  Society,  1031  Medical 
Arts  Building,  Omaha,  Nebraska,  and  it  will 
be  sent  to  you  immediately. 

The  program  for  the  four  days,  as  present- 
ly constituted,  is  as  follows: 

PROGRAM 

Monday  Morning,  October  24th 
8 :00  Registration. 

8 :30  Motion  Picture. 

9 :30  Address  of  Welcome  by  F.  W.  Niehaus,  M.D.,  President. 
9:40  “Treatment  of  the  Cryptorchid,”  Carl  Rusche,  M.D., 

Hollywood,  California,  Clinical  Professor  (Urology), 
University  of  Southern  California,  College  of  Medicine. 
10:15  “Obstructing  Lesions  of  the  Colon,”  G.  V.  Brindley, 
M.D.,  Temple,  Texas,  President-Elect,  American  Can- 
cer Society  ; President,  Scott  and  White  Clinic. 

10  :50-ll  :50  Lectures — 

“The  Closed  Method  in  the  Treatment  of  Burns,” 
John  F.  Nilsson,  M.D. 

“Treatment  of  Leg  Ulcers,”  R.  Thomell  Mauer,  M.D. 
“The  Exposure  Method  in  the  Treatment  of  Burns,” 
Samuel  A.  Swenson,  Jr.,  M.D. 

“Herpes  Zoster  and  Its  Treatment,”  Joseph  A.  Pleiss, 
M.D. 

“A  New  Psychosomatic  Approach,”  George  Alex 
Young.  Jr.,  M.D. 

“Complications  of  Infectious  Mononucleosis,”  John  G. 
Brazer,  M.D. 

“Modern  Psychiatric  Therapy,”  G.  Kenneth  Muehlig, 
M.D. 

“A  Five  Year  Report  on  the  Moral  Theory  of  Be- 
havior,” Frank  R.  Barta,  M.D. 

“Neurologic  and  Psychiatric  Disorders  of  Old  Age,” 
John  A.  Aita,  M.D. 

11:50  Visit  the  Exhibits. 

ROOM  A — Discussion,  “Hematuria.”  Leader,  Carl 
Rusche,  M.D. 

BALLROOM  — Discussion,  “Surgical  Lesions  of  the 
Stomach.”  Leader,  G.  V.  Brindley,  M.D. 

12 :15  Luncheon. 

Monday  Afternoon 

1 :30  Panel  Discussion — 

“UPPE  R GASTROINTESTINAL  HEMORRHAGE,” 
Herbert  H.  Davis,  M.D.,  Chairman  . 

“Etiology,”  John  W.  Gatewood,  M.D. 

“Diagnosis  and  Clinical  Findings,”  Stanley  E.  Pot- 
ter, M.D. 

“Surgical  Treatment,”  Earl  A.  Connolly,  M.D. 
“Open  Discussion  Period,”  G.  V.  Brindley  and  par- 
ticipants listed  above. 

2:30  “Selection  of  Therapeutic  Agents  in  Leukemia,”  Frank 
H.  Bethell,  M.D.,  Ann  Arbor,  Michigan,  Professor  of 
Internal  Medicine,  Associate  Director,  Simpson  Mem- 
orial Institute,  University  of  Michigan. 

3 :15  “Complications  of  Cholelithiasis,”  G.  V.  Brindley,  M.D. 
4 :00  “Management  of  Ureteral  Injury,”  Carl  Rusche,  M.D. 

4 :45  Visit  the  Exhibits. 

6 :00  Dinner.  Discussion,  “Hemorrhagic  Disorders.”  Leader, 
Frank  H.  Bethell,  M.D. 

Monday  Evening 

7 :30  “Restricted  Surgical  Procedure  for  Cancer  of  the  Rectum 
in  Selected  Cases,”  G.  V.  Brindley,  M.D. 

8 :00  “Renal  Tumors,”  Carl  Rusche,  M.D. 

8:30  “Diagnosis  and  Management  of  Hypersplenic  Syn- 
dromes,” Frank  H.  Bethell,  M.D. 

Tuesday  Morning,  October  25th 
8 :00  Motion  Picture. 

8 :30  “Ovarian  Tumors,”  Ralph  E.  Campbell,  M.D.,  Madison, 
Wisconsin,  Professor  of  Obstetrics  and  Gynecology, 
University  of  Wisconsin,  Medical  School. 

9 :15  “Etiology  and  Management  of  Anemias  Responding  to 
Vitamin  B12  and  Folic  Acid,”  Frank  H.  Bethell,  M.D. 
10 :00  “Osseous  Healing  in  Fractures  and  Orthopedic  Prob- 
lems,” G.  W.  N.  Eggers,  M.D.,  Galveston,  Texas,  Pro- 
fessor of  Orthopedic  Surgery,  The  University  of  Texas 
— Texas  Medical  Branch. 

10  :45-ll  :45  Lectures— 

“Personal  Observations  on  Construction  and  Care  of 
An  Ileostomy,”  Julius  B.  Christensen,  M.D. 

“The  Clinical  Significance  of  a Red  Eye,”  Charles  M. 
Swab,  M.D. 

“Kodachrome  Clinic  on  External  Diseases  of  the  Eye,” 
Harold  Gifford,  M.D. 

“Our  Experience  with  the  Rosen  Mobilization  of  the 
Stopes  and  the  Lempert  Fenestration  Operations  in 
the  Improvement  of  Hearing  in  Otosclerosis,”  Oscar 
Carp,  M.D. 

“Same  Difference,”  Michael  Crofoot,  M.D. 

“Eating  and  Sleeping  Problems  of  Infancy  and  Early 
Childhood,”  Charles  A.  Tompkins,  M.D. 

“Hearing  Problems  and  Their  Treatment,’  Thomas  T. 
Smith,  M.D. 


“ACTH,  Cortisone  and  Cortisone-Like  Steroids  in 
Allergy,”  M.  H.  Brodkey,  M.D. 

“The  Diabetic  Camp  — An  Adjunct  in  Treatment,” 
Albert  V.  Murphy,  C.D. 

11 :45  Visit  the  Exhibits. 

ROOM  A — Discussion,  “Delayed  Ulnar  Nerve  Palsy.” 
Leader,  G.  W.  N.  Eggers,  M.D. 

BALLROOM — Discussion,  “Uterine  Fibroids.”  Leader, 
Ralph  E.  Campbell,  M.D. 

12 :15  Luncheon. 

Tuesday  Afternoon 

1 :30  Panel  Discussion — - 

“TREATMENT  OF  CARCINOMA  OF  THE  ENDO- 
METRIUM,” Leon  S.  McGoogan,  M.D.,  Chairman. 
“Diagnosis,”  Maurice  E.  Grier,  M.D. 

“The  Role  of  Radiotherapy,”  Howard  B.  Hunt,  M.D. 
“The  Role  of  Surgery,”  Roy  G.  Holly,  M.D. 

“Open  Discussion  Period,”  Ralph  E.  Campbell,  M.D., 
and  participants  listed  above. 

2:30  “Mechanisms  of  Acquired  Hemolytic  Anemia,”  Harold 
D.  Palmer,  M.D.,  Denver,  Colorado,  Pathologist  and 
Medical  Director  Children’s  Hospital,  Denver ; Asso- 
ciate Professor  of  Pathology,  University  of  Colorado 
School  of  Medicine  and  Graduate  College. 

3 :15  “The  Knee,”  G.  W.  N.  Eggers,  M.D. 

4 :00  “Differences  of  Opinion  in  Gynecology,”  Ralph  E. 
Campbell,  M.D. 

4:45  “Presentation  of  Scientific  Exhibit  Awards,”  John  H. 

Brush,  M.D.,  Chairman,  Scientific  Exhibits  Committee. 
5 :00  Visit  the  Exhibits. 

6 :00  Dinner.  Discussion,  “Malignant  Lesions  of  the  Abdo- 
men and  Pelvis  in  Infants  and  Children.”  Leader, 
Harold  D.  Palmer,  M.D. 

Tuesday  Evening 

7 :30  “The  Foot,”  G.  W.  N.  Eggers,  M.D. 

8:00  “Complications  of  the  Third  Stage  of  Labor,”  Ralph  E. 
Campbell,  M.D. 

8:30  “Differential  Diagnosis  of  Anemias  in  Children,”  Harold 
D.  Palmer,  M.D. 

Wednesday  Morning,  October  26th 

8 :00  Motion  Picture. 

8 :30  “Tetanus  and  Rabies : Practical  Facts  of  Prevention  and 
Treatment,”  Ralph  Spaeth,  M.D.,  Chicago,  Illinois, 
Professor  of  Pediatrics  College  of  Medicine,  Univer- 
sity of  Illinois. 

9 :15  “Differential  Diagnosis  of  Lytic  Lesions  of  Bone  in 
the  Child,”  Harold  D.  Palmer,  M.D. 

10:00  “Hormones  and  Behavior,”  Howard  P.  Rome,  M.D., 
Rochester,  Minnesota,  Head  of  Section  of  Psychiatry, 
Mayo  Clinic ; Professor  of  Psychiatry,  Mayo  Founda- 
tion, University  of  Minnesota. 

10  :45-ll  :45  Lectures — 

“The  Cervical  Syndrome,”  Joseph  F.  Gross,  M.D. 
“Diagnosis  and  Treatment  of  Osteolytic  Bone  Tumors,” 
Herman  F.  Johnson,  M.D. 

“Prosthetic  Reconstruction  of  the  Hip,”  Chester  H. 
Waters,  Jr.,  M.D. 

“The  Diagnosis  of  Prostatic  Cancer,”  Payson  Adams, 
M.D. 

“Common  Urological  Problems  in  Children,”  Leroy  W. 
Lee,  M.D. 

“Urologie  Pathology,”  Miles  E.  Foster,  M.D. 
“Toxemia  of  Pregnancy — Two  Case  Reports,”  Ralph 
Luikart,  M.D. 

“The  Newest  Things  in  Obstetrics  and  Gynecology,” 
Earl  C.  Sage,  M.D. 

“A  Simple  Method  of  Pelvimetry,”  Clyde  C.  Hardy, 
M.D. 

11 :45  Visit  the  Exhibits. 

12:15  Luncheon. 

ROOM  A — Discussion,  “Some  Psychologic  Reactions 
following  the  Use  of  Certain  Antihypertensive 
Drugs.”  Leader,  Howard  P.  Rome,  M.D. 
BALLROOM  — ■ Discussion,  “Prevention  of  Poliomye- 
litis.” Leader,  Ralph  Spaeth,  M.D. 

Wednesday  Afternoon 

1 :30  Panel  Discussion — 

“POISONING  IN  CHILDREN,”  Herman  M.  Jahr, 
M.D.,  Chairman. 

(Subtitles  to  come  later) 

Byron  B.  Oberst,  M.D. 

Gerald  C.  O’Neil,  M.D. 

J.  Harry  Murphy,  M.D. 

“Open  Discussion  Period,”  Ralph  Spaeth,  M.D.  and 
participants  listed  above. 

2 :30  “The  Drug-Dependent  Patient,”  Howard  P.  Rome,  M.D. 
3 :15  “Misadventures  in  Otolaryngology,”  Francis  L.  Lederer, 
M.D. 

4:00  “Antibodies:  Clinical  Facts  and  Facets,”  Ralph  Spaeth, 
M.D. 

4 :45  Visit  the  Exhibits. 

6:00  Dinner.  Discussion,  “Adenoid  and  Tonsil  Operations — 
To  Be  or  Not  To  Be.”  Leader,  Francis  L.  Lederer, 
M.D. 

Wednesday  Evening 

7 :30  “Activity  Versus  Inactivity  in  the  Treatment  of  Myo- 
cardial Infarction  and  Failure  of  the  Circulation,” 
J.  Scott  Butterworth,  M.D.,  New  York,  New  York, 
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Associate  Professor  of  Medicine  New  York  University 
Postgraduate  Medical  School. 

8:00  “Salutation  of  the  Dawn”  Ralph  Spaeth,  M.D. 

8 :30  “The  Self -Destructive  Patient,”  Howard  P.  Rome,  M.D. 

Thursday,  Morning,  October  27th 

8 :00  Motion  Picture. 

8 :30  “Diagnostic  Methods  in  Diseases  of  the  Heart,”  J. 
Scott  Butterworth,  M.D. 

9 :15  “Diverticulosis  and  Diverticulitis,”  Charles  W.  Mayo, 
M.D.,  Rochester,  Minnesota,  Surgeon  to  Mayo  Clinic ; 
Professor  of  Surgery  Mayo  Foundation  Graduate 
School,  University  of  Minnesota. 

10:00  “Present  Trend  in  Management  of  Malignant  Disease 
About  the  Head  and  Neck,”  Francis  L.  Lederer,  M.D. 
10  :45-l  1 :45  Lectures— 

“The  New  Look  in  Surgery,”  Frederick  C.  Hill,  M.D. 
“Carcinoma  of  the  Cervix,”  James  F.  Kelly,  M.D. 
“Abdominal  Emergencies  in  Infancy,”  Charles  W.  Mc- 
Laughlin, Jr.,  M.D. 

“Effects  of  Psychomotor  Stress,”  Charles  M.  Wil- 
helmj,  M.D. 

“Dangerous  Lesions  in  Dermatology,”  William  E. 
Kelley,  M.D. 

“The  Pustular  Dermatoses,”  Donald  J.  Wilson,  M.D. 
“Benign  Lesions  of  the  Cervix,”  John  J.  Grier,  M.D. 
“The  Conduct  of  Labor,”  Leo  T.  Heywood,  M.D. 
“Diseases  of  the  Vulva,”  Harley  E.  Anderson,  M.D. 

11 :45  Visit  the  Exhibits. 

12 :15  Luncheon. 

ROOM  A — Discussion,  “Uses  and  Abuses  of  Bio- 
therapy in  Otolaryngology.”  Leader,  Francis  L. 
Lederer,  M.D. 

BALLROOM  — Discussion,  ‘Significance  of  Tumors 
of  the  Neck.”  Leader,  Charles  W.  Mayo,  M.D. 

Thursday  Aftemon 

1 :30  Panel  Discussion — 

“TREATMENT  OF  COMMON  CARDIOVASCULAR 
PROBLEMS,”  Robert  S.  Long,  M.D.,  Chairman. 
“Drug  Therapy  of  Cardiac  Arrhythmias,”  Robert  L. 
Grissom.  M.D. 

“Therapeutic  Problems  in  Congestive  Heart  Failure,” 
Henry  J.  Lehnhoff,  Jr.,  M.D. 

“Choice  of  Digitalis  Preparations,”  Stephen  L.  Ma- 
giera,  M.D. 

“Management  of  Atherosclerosis,”  Frederick  G.  Gil- 
lick,  M.D. 

“Open  Discussion  Period,”  J.  Scott  Butterworth, 
M.D.  and  participants  listed  above. 

2 :30  “Regional  Enteritis : Medical  and  Surgical  Considera- 
tions,” Charles  W.  Mayo,  M.D. 

3 :15  “Diagnosis  and  Management  of  Angina  Pectoris,”  J. 
Scott  Butterworth,  M.D. 

4:00  “The  Common  Cold — Its  Sequelae  and  Complications,” 
Francis  L.  Lederer,  M.D. 

4 :45  Premier  Award  for  Excellence  of  Individual  Investiga- 
tion. 

5 :00  Visit  the  Exhibits. 

6:00  Dinner.  Discussion,  “Auscultation  of  the  Heart  — A 
Neglected  Art.”  Leader,  J.  Scott  Butterworth,  M.D. 

Thursday  Evening 

7 :30  “The  United  Nations  and  the  Role  of  Doctors  and  Medi- 
cine in  International  Relations,”  Charles  W.  Mayo,  M.D. 
Wives  and  friends  of  registered  physicians  are 
cordially  invited  to  attend  this  session. 

8 :30  Adjourn. 


Human  Interest  Tales 

Dr.  C.  B.  Coe,  Wakefield,  recently  celebrated  his 
74th  birthday. 

Dr.  John  C.  Clyne,  Beatrice,  recently  joined  the 
staff  of  the  Lincoln  Clinic  in  Lincoln. 

Narcotics  and  a syringe  were  reported  recently 
pilfered  from  the  bag  of  Dr.  0.  L.  Seng. 

Dr.  Thomas  Powell,  Lincoln,  moved  to  Arapahoe 
where  he  has  set  up  his  medical  office. 

Dr.  C.  R.  Watson,  Mitchell,  was  recently  appointed 
to  the  State  Highway  Advisory  Commission. 

Dr.  Earl  Dean,  Omaha,  recently  joined  Dr.  Neal 
Bentley  of  Oxford  in  the  practice  of  medicine. 

Dr.  G.  J.  Srb,  Dodge,  has  been  under  medical 
observation  recently  in  Rochester,  Minnesota. 

Dr.  Joe  Saults,  Valentine,  has  moved  to  Crawford 
where  he  will  be  associated  with  Dr.  Ben  Bishop. 


Dr.  G.  H.  Gilmore  of  Murray,  Nebraska,  was  a 
recent  surgical  patient  at  Clarkson  Hospital  in 
Omaha. 

Dr.  Robert  J.  Fox,  Spalding,  recently  completed 
6 weeks  of  study  at  the  Cook  County  Hospital  in 
Chicago. 

Dr.  and  Mrs.  B.  C.  Russum,  Omaha,  recently  re- 
turned from  a three  week  vacation  in  Idaho  and 
Colorado. 

Drs.  J.  L.  Dyer  and  Harold  D.  Dahlheim,  Omaha, 
have  recently  opened  their  new  medical  offices  in 
North  Bend. 

Dr.  Frank  Kamm  and  Dr.  Thomas  Lukas,  both 
of  Omaha,  have  recently  opened  their  medical  office 
in  Blue  Hill. 

Dr.  Clyde  Kleager,  Hastings,  recently  completed 
plans  for  the  construction  of  a medical  office  build- 
ing in  that  city. 

Dr.  J.  A.  Lanspa,  Tecumseh,  has  offered  his  hos- 
pital and  equipment  for  sale.  Dr.  Lanspa  has  been 
in  ill  health  recently. 

Dr.  Dallas  V.  Clatanoff,  Wisner,  has  been  recently 
appointed  a Research  Fellow  in  Medicine  at  the 
Harvard  Medical  School. 

Dr.  L.  A.  Akopiantz,  Los  Angeles,  has  moved  to 
Bassett  where  he  is  associated  with  Dr.  H.  J.  Panzer 
in  the  practice  of  medicine. 

Drs.  WT.  G.  Seng  and  A.  B.  Albee,  Oshkosh,  were 
kept  quite  busy  recently  when  a measles  epidemic 
developed  in  their  community. 

Drs.  J.  L.  Dyer  and  Harold  Dahlheim,  North 
Bend,  opened  their  new  offices  and  clinic  for  public 
inspection  in  that  city  recently. 

Dr.  John  W.  Foft,  Plain  view,  recently  entered  the 
armed  forces  for  two  years.  He  had  recently  com- 
pleted his  internship  in  Minneapolis,  Minnesota. 

A new  physician-anesthesiologist  has  been  added 
to  the  staff  of  Bryan  Memorial  Hospital  in  Lincoln. 
He  is  Dr.  Keay  Hachiya,  a native  of  California. 

Govemnor  Anderson  has  appointed  Executive  Sec- 
retary Merrill  Smith  as  a memberof  the  Governor’s 
Committee  for  Employment  of  the  Handicapped. 

Dr.  C.  A.  Rydberg,  Litchfield,  recently  returned 
home  from  Wisconsin  where  he  attended  the  She- 
boygan Memorial  Hospital  annual  Baby  Homecom- 
ing. 

Dr.  Robert  C.  Smith  has  returned  to  his  home- 
town of  Hastings  where  he  is  now  associated  with 
his  father,  Dr.  A.  A.  Smith,  in  the  practice  of  medi- 
cine. 

Dr.  G.  E.  Peters  was  named  mayor  of  Randolph 
by  the  city  council  recently.  Dr.  Peters  previously 
served  two  terms  as  mayor  of  Randolph,  1942  to 
1946. 

Dr.  Williams  Edmonds,  Nebraska  City,  is  recover- 
ing from  a recent  operation  at  the  Veterans  Hospital 
in  Lincoln,  and  was  expected'  to  be  home  by  early 
August. 


346 


Nebraska  S.  M.  J. 


Dr.  Fred  J.  Rutt,  Denver,  has  returned  to  Hastings 
where  he  has  set  up  his  practice  of  medicine.  Dr. 
Rutt  recently  completed  a residency  at  VA  hospital 
in  Denver. 

Dr.  David  Davis  has  set  up  his  medical  practice 
in  Yutan  and  will  remain  there  until  the  return 
of  Dr.  R.  H.  Christensen  who  has  been  called  to 
active  duty. 

Dr.  David  Kessels,  formerly  with  the  Norfolk 
State  Hospital,  passed  away  recently  after  a linger- 
ing illness.  He  was  practicing  in  Minneapolis  at 
the  time  of  his  death. 

Dr.  Robert  Sorensen,  formerly  of  Fremont  has 
returned  to  that  city  to  set  up  his  medical  practice. 
He  will  be  associated  with  Drs.  H.  A.  Jakeman,  C. 
C.  Nelson,  and  R.  C.  Byers. 

Dr.  Louis  Ericson  formerly  of  West  Point  has 
returned  to  his  home  town  and  has  resumed  his 
practice  of  medicine  in  that  city  after  being  re- 
leased from  the  armed  forces. 

Dr.  Clayton  F.  Andrews,  Lincoln,  has  been  ad- 
vanced to  the  fourth  highest  office  of  the  Shrine 
of  North  America.  Dr.  Andrews  is  in  line  to  reach 
Shrinedoms’  highest  office  in  1959. 

Gordon  Filmer-Bennett,  Ph.D.,  has  assumed  the 
duties  of  administrative  director  and  chief  psycholo- 
gist at  the  Central  Nebraska  Mental  Hygiene  Clinic. 
Hastings.  Doctor  Filmer-Bennett  comes  from  Ro- 
chester, New  York. 

Col.  Thomas  J.  Hartford,  a native  Nebraskan, 
has  been  appointed  deputy  commander  of  the  Walter 
Reed  Army  Medical  Center  in  Washington.  Dr. 
Hartford  received  his  medical  degree  from  the  Uni- 
versity of  Nebraska  College  of  Medicine  in  1925. 

Dr.  J.  P.  Cogley,  Omaha,  recently  received  an 
Award  of  Merit  from  the  American  Medical  Educa- 
tion Foundation.  The  citation  read  “For  your  out- 
standing contribution  to  the  preservation  and  con- 
tinuation of  medical  education  in  the  United  States.” 

Dr.  and  Mrs.  M.  E.  Markley  of  North  Loup  en- 
tertained the  Four  County  Medical  Society  at  a 
barbecue  supper  in  the  Markley  yard.  Present  were 
Dr.  Bob  Buckman  of  Spalding,  and  Dr.  Shapiro  who 
is  taking  a preceptorship  with  Dr.  Cram  of  Burwell. 

Announcement  was  made  by  Dr.  and  Mrs.  Paul 
A.  Royal  of  Lincoln,  of  the  September  9,  1955, 
marriage  of  their  daughter,  Dr.  Pauline  Doris 
Royal,  to  Dr.  Donald  Gene  Langsley.  Both  are 
residents  at  Langley  Porter  Clinic  in  San  Francis- 
co. The  bride-elect  was  graduated  from  the  Uni- 
versity of  Nebraska  College  of  Medicine  in  1953. 


The  development  of  streptomycin  in  the  thera- 
peusis  of  tuberculosis,  like  the  development  of  other 
successful  chemotherapeutic  agents,  was  not  the 
result  of  a carefully  planned  attack  based  on  a 
knowledge  of  the  vulnerable  biochemical  factors  of 
the  tubercle  bacillus  . . . Instead,  the  approach  was 
entirely  empirical,  based  on  the  assumption  that 
all  microbial  life  is  susceptible  to  antagonistic  fac- 
tors of  varying  physical  and  chemical  characteris- 
tics. William  H.  Feldman,  D.V.M.,  Am.  Rev.  Tuberc., 
June,  1954. 

September/  1955 


Know  Your 
Blue  Shield  Plan 

Nebraska  Blue  Cross-Blue  Shield  will  again  be 
represented  at  the  Nebraska  State  Fair  in  Lincoln, 
September  3-9.  Promotional  materials  will  be  dis- 
tributed at  the  Plans’  booth  in  the  Industrial  Arts 
Building,  andv applicants  for  Individual  (Non-Group) 
membership  will  be  enrolled. 


SERVICE  SUMMARY 
First  Six  Months  — 1955 


Cross 

Shield 

Blue 

Blue 

Number  of  Cases 

19,361 

35,886 

Jaunary  1 - July  1, 
Amount  Paid 

1955 

. $1,386,328 

$977,891 

Jaunary  1 - July  1, 
Number  of  Members 

1955 

217,142 

193,041 

July  1,  1955 

By  action  of  the  Nebraska  Blue  Shield  Board  of 
Directors,  benefits  for  Blood  Chemistry  services 
were  added  to  the  Preferred  membership  agree- 
ment. Effective  July  13,  1955,  benefits  in  accordance 
with  the  present  Workmen’s  Compensation  schedule 
will  be  paid  if  service  is  rendered  while  the  mem- 
ber or  eligible  dependent  is  a bedpatient  in  a 
licensed  eligible  general  medical-surgical  hospital. 

Blue  Shield  Plans  recorded  their  greatest  growth 
in  history  during  the  first  three  months  of  1955, 
when  1,016,206  new  members  were  enrolled.  As  of 
March  31,  1955,  membership  in  the  75  Blue  Shield 
Plans  in  the  United  States,  Canada,  Puerto  Rico 
and  Hawaii  totaled  32,505,229.  This  represents  more 
than  20  per  cent  of  the  population  in  the  areas 
served  by  Blue  Shield. 

Payments  by  Blue  Shield  Plans  reached  an  all- 
time  high  during  the  first  three  months  of  1955, 
when  benefits  paid  by  the  75  Plans  totaled 
$85,136,806.  This  also  represents  a record  high  in 
the  percentage  of  Plan  income  paid  in  benefits.  An 
average  of  84.43  of  all  Plans’  income  was  used  to 
pay  for  medical  and  surgical  services  received  by 
members.  During  the  same  period,  Blue  Shield 
operating  expenses  reached  an  all-time  low  average 
of  11.10  per  cent. 

The  Woman's  Auxiliary 

Congratulations  to  Nebraska’s  Auxiliary — 

Congratulations  are  due  the  Woman’s 
Auxiliary  to  the  Nebraska  State  Medical 
Association ! 

Nebraska  won  the  first  prize  of  $40,  for 
Group  II,  in  the  1954-1955  Today’s  Health 
Subscription  Contest.  Group  II  is  comprised 
of  all  state  auxiliaries  with  a membership  of 
401  to  1,000.  In  addition  to  the  prize  we 
were  invited  to  attend  a special  “Honor 
Breakfast”  at  the  National  Meeting  for  the 
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Presidents  of  the  State  and  Territorial  Aux- 
iliaries who  reached  or  exceeded  100  per 
cent  of  the  subscription  contest  quota.  In 
addition  to  our  state  honor  several  counties 
were  given  special  recognition. 

Dawson  County  with  Mrs.  Bert  Pyle  of 
Gothenburg,  chairman,  won  the  County  Win- 
ners second  prize  of  $25  for  Group  I,  the 
auxiliaries  with  a membership  of  1 to  18. 
They  were  also  in  the  1955  Most  Exclusive 
Club  for  Group  I,  since  they  sold  1,015  per 
cent  of  their  quota.  That  indeed  is  an  envi- 
able record. 

Buffalo  County,  with  Mrs.  L.  Dean  Lane, 
chairman,  was  in  the  1955  More  Exclusive 
Club  of  Group  II,  auxiliaries  with  a member- 
ship of  19  to  35.  They  sold  315  per  cent  of 
their  quota  for  1954-1955.  Adams  County, 
with  Mrs.  Clyde  Keager,  chairman,  also  was 
in  the  1955  More  Exclusive  Club  of  Group 
11  with  sales  totaling  231  per  cent. 

Tri  County  No.  2,  with  Mrs.  A.  J.  Merrick, 
chairman,  was  in  the  Exclusive  Club  in 
Group  II  with  141  per  cent  of  their  quota 
sold.  Tri  County  No.  1,  with  Mrs.  B.  B. 
Woodruff,  chairman,  sold  109  per  cent  of 
their  quota  and  also  was  listed  in  the  f955 
Exclusive  Club  for  Group  II. 

Scottsbluff  County,  with  Mrs.  C.  N.  Soren- 
sen, chairman,  made  the  1955  Exclusive  Club 
for  Group  III,  auxiliaries  with  a member- 
ship of  36  to  99,  due  to  their  sale  of  119 
per  cent  of  the  contest  quota. 

Lancaster  County,  with  Mrs.  H.  H.  Whit- 
lock, chairman,  was  in  the  1955  Exclusive 
Club  in  Group  IV,  auxiliaries  with  a mem- 
bership of  100  or  over.  Their  subscription 
sales  totalled  169  per  cent  of  quota. 

It  is  due  to  the  combined  efforts  of  every 
auxiliary  member  that  Nebraska  has  won 
this  honor.  We  have  established  a position 
for  ourselves  in  this  past  year.  Let  us  deter- 
mine now  to  keep  our  place  and  increase  our 
Today’s  Health  sales  this  coming  year. 

A new  contest  has  already  opened,  as  of 
June  1,  and  it  will  run  until  April  30,  1956. 
Your  own  Today’s  Health  Chairman  will  be 
reminding  you  as  soon  as  your  new  year 
starts  but  in  the  meantime  do  not  pass  up 
an  opportunity  to  sell  a subscription  where- 
ever  possible  this  summer. 

Especial  credit  is  due  to  Mrs.  Isaiah  Lu- 
kens,  immediate  past  president,  and  Mrs. 


Victor  Norall,  the  1954-1955  State  Today’s 
Health  Chairman,  since  it  was  under  their 
leadership  that  Nebraska  reached  122  per 
cent  of  their  quota  and  won  the  first  prize 
for  the  state. 

Mrs.  L.  E.  Sharrar 

Attention  of  the  auxiliary  is  directed 
to  Doctor  Earl  Leininger’s  presidential 
address  entitled  “Service  is  Our  Busi- 
ness.” This  address  is  printed  in  this 
issue  of  the  Journal.  In  the  third  para- 
graph from  the  end,  Doctor  Leininger 
pays  a very  fine  tribute  to  the  Woman’s 
Auxiliary  to  the  Nebraska  State  Medi- 
cal Association. — Editor 


T.B.  ABSTRACTS 

(Continued  from  page  337) 

the  diagnosis,  the  treatment,  and  the  rehabilitation 
of  people  suffering  from  tuberculosis,  emotional 
factors  are  of  paramount  importance. 

The  major  technique  psychiatrists  have  to  offer 
is  simple  in  words — Get  the  patient  to  talk  about 
himself.  Most  people  enjoy  the  opportunity  but 
may  avoid  the  significantly  disturbing  areas.  We 
must  learn  to  listen  quietly,  sympathetically,  and 
never  by  word,  sigh,  or  gesture  express  condemna- 
tion of  the  patient.  If  we  do,  he  just  won’t  talk 
to  us.  He  may  tell  us  things  which  are  unacceptable 
to  our  moral  standards.  It  is  not  our  job  to  re-make 
his  character  but  to  treat  his  tuberculosis.  Patients 
may  talk  a little  and  then  stop.  Here  a nudging 
technique  is  needed;  a simple  “and  then”  may  start 
him  off  again.  Or  repeating  his  last  prase,  or  ask- 
ing “How  do  you  feel  about  that?”  In  all  of  these, 
it  is  to  be  noted  that  no  new  ideas  have  been  intro- 
duced but  the  opportunity  to  talk  was  given.  These 
techniques  are  equally  applicable  to  case  finding, 
medical  management  and  to  rehabilitation. 

The  goal  is  a patient  who  understands  his  disease, 
who  accepts  a treatment  which  does  not  violate  his 
personality,  and  who  returns  to  the  community  as 
a mature,  responsible,  productive  adult. 

— By  Frank  E.  Coburn,  M.D.,  Editorial,  The  American  Review 
of  Tuberculosis,  February,  1955. 


In  1949,  the  chiefs  of  field  party  (Institute  In- 
ter-American Affairs)  had  been  requested  to  furnish 
a list  of  the  10  diseases  which  were  considered  the 
most  serious  public  health  problems  in  the  coun- 
tries in  which  they  were  resident  ...  A total  of 
35  different  diseases  were  enumerated  as  major 
public  health  problems  in  the  13  lists  returned.  Of 
these  only  one  disease,  tuberculosis,  appeared  in 
all  the  lists  . . . malaria  in  11,  and  whooping  cough 
in  10.  No  other  disease  approached  such  unanimity 
except  measles,  which  was  included  in  eight  lists. 
Institute  of  Inter-American  Affairs,  Pub.  Health 
Reports,  Nov.,  1953. 
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New  Study  Shows  Gelatine 
Restores  Brittle  Fingernails  to  Normal 


Directions  for  malting  the  Knox  Gelatine  drinlc  in 


Brittle,  fragile  or  laminating  fingernails  are  the 
bane  of  many  a woman’s  existence.  Yet  this 
highly  prevalent  and  distressing  condition  often 
has  gone  uncontrolled  for  lack  of  effective  ther- 
apy. Now,  you  can  promise  these  patients  sub- 
stantial relief  in  a large  percentage  of  cases. 

In  a recent  study1  that  confirmed  previous 
work2  Knox  Gelatine  was  used  to  treat  36 
women  with  fragile,  brittle,  laminating  finger- 
nails. The  response  was  most  gratifying.  Except 
for  three  patients  who  discontinued  the  therapy, 
three  diabetics,  and  two  women  who  had  con- 
genital deformities,  the  splitting  ceased  and  all 
other  patients  were  able  to  manicure  their  nails 
to  a full  point  by  the  time  the  study  ended. 


Optimal  dosage  proved  to  be  one  envelope  (7 


three  months.  Improvement,  however,  was  noted 
after  the  first  month.  If  you  would  like  more 
complete  details  of  this  work,  just  use  the  coupon. 

1.  Rosenberg,  S.  and  Oster,  K.  A.,  “Gelatine  in  the  Treatment  of 
Brittle  Nails,”  Conn.  State  Med.  J.  19:171-179,  March  1955. 

2.  Tyson,  T.  L.,  /.  Invest.  Dermal.  14:323,  May  1950. 

r- : 

Chas.  B.  Knox  Gelatine  Company,  Inc. 

Professional  Service  Dept.  SJ-9 
Johnstown,  N.  Y. 

Please  send  me  a reprint  of  the  article  by  Rosenberg 
and  Oster  with  illustrated  color  brochure. 

YOUR  NAME  AND  ADDRESS 
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NEWS  AND  VIEWS 

(Continued  from  page  9-A) 

In  1954  there  were  approximately  20,000 
fewer  deaths  from  cardiovascular  diseases 
or  a total  of  773,980. 

This  decline  paralleled  a decrease  in  the 
U.  S.  death  total  from  1,518,000  in  1953  to 
1,481,000  last  year.  The  lower  cardiovascu- 
lar deaths  stood  at  232,750,  or  more  than 
double  the  number  caused  in  this  age  group 
by  cancer,  the  second  leading  cause  of  death. 

PERSONALS 

Dr.  Robert  S.  Long,  Omaha,  represented  the  Ne- 


braska Heart  Association  in  a talk  on  “Rheumatic 
Fever  Problem”  on  July  8th  before  a CIO  local  from 
the  Jubilee  Manufacturing  Company. 

Dr.  William  J.  Nolan,  Omaha,  filled  a speaking 
engagement  for  the  Nebraska  Heart  Association, 
addressing  the  Omaha  Cosmopolitan  Club  July  12th 
on  “Fallacies  about  Heart  Disease.” 

Dr.  John  L.  Batty,  McCook,  spoke  on  “Heart  Dis- 
ease” before  the  McCook  Rotary  Club  July  12th,  as 
a member  of  the  Nebraska  Heart  Association’s 
Speakers  Bureau. 

Dr.  Frederick  G.  Gillick  is  tentatively  scheduled 
to  talk  on  “The  Challenge  of  Arteriosclerosis”  be- 
fore the  Wahoo  Lions  Club  September  13th  for  the 
Nebraska  Heart  Association. 


Gilmour-Danielson 

DRUG  COMPANY 

142  South  13th  Street  800  South  13th  Street 

Phone  2-1246  Phone  2-8851 

— FREE  DELIVERY  — 

PRESCRIPTIONS  - ETHICAL  SERVICE 

Established  1927 
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“Distinguished  Advertising”  Award  to 
Parke,  Davis  & Company — 

Saturday  Review,  the  national  weekly,  has 
made  an  award  to  Parke,  Davis  & Company 
for  “distinguished  advertising  in  the  public 
inter  est.” 

Singled  out  for  special  attention  was  the 
company’s  advertisement  headlined,  “Let 
these  experts  on  relaxing  show  you  how  to 
live  with  HIGH  BLOOD  PRESSURE.”  It 
pictured  a dog,  turtle,  cow,  cat  and  leopard 
in  various  situations,  as  well  as  a young 
man.  Its  caption  read:  “Do  listen  to  your 
doctor!  Under  his  guidance  and  continual 
care,  complications  that  often  result  from 
high  blood  pressure  may  be  avoided  — or 
made  less  severe.  Also,  by  keeping  in  touch 
with  your  doctor,  you  stand  to  benefit  from 
advances  now  being  made  in  combating  hy- 
pertension.” 

In  selecting  PD  and  23  other  major  ad- 
vertisers, over  200  campaigns  were  studied. 

A.M.A.  Studies  Grievance  Committee  Operations — 

Standards  for  medical  society  grievance 
or  mediation  committees  are  being  developed 
by  a special  committee  appointed  by  the 
A.M.A. ’s  Board  of  Trustees.  A group  of 
consultants  — state  executive  secretaries, 
Rowland  B.  Kennedy  of  Mississippi ; Harvey 
T.  Sethman,  Colorado,  and  John  E.  Farrell, 
Rhode  Island  — and  several  A.M.A.  staff 
members  currently  are  visiting  some  25 
state  medical  associations  to  collect  informa- 
tion on  grievance  committee  organization 
and  operation.  Those  states  not  visited  will 
receive  a survey  form  which  should  be  sub- 
mitted to  the  committee  if  the  society  wishes 
its  grievance  committee  program  to  be  in- 
cluded in  this  study. 

In  addition,  a special  survey  form  will 
be  sent  to  approximately  70  county  medical 
societies.  Personal  visits  also  will  be  made 
to  selected  societies  having  a variety  of 
types  of  grievance  committees. 


Holloway  Retires  from  Long  A.M.A.  Service — 

Mr.  J.  W.  Holloway,  who  has  served  the 
A.M.A.  for  nearly  thirty  years,  largely  in 
the  old  Bureau  of  Legal  Medicine,  has  re- 
tired and  will  live  in  the  town  of  his  birth, 
(Continued  on  page  32- A) 


Super 

Absorbent 


TREATMENT  TOWELS 


Lint  Free 

Economical 

Sanitary 

Super 

Absorbent 

Superb  Wet 
Strength 

Pure  White 


Not  like  ordinary- 
treatment  towels 
because  they  are 
of  3-ply  con- 
struction and 
Melamine  plastic 
treated  for  wet 
strength.  In 
addition,  they  are 
super  absorbent, 
lint  free  drapes. 
14x18%’*  size  . . . 
pure  snowy  white 
and  packed  500 
to  the  case. 


New  Dispenser  . . . 

We  are  offering  to  you  a beautiful  white  dispenser 
(pictured  above)  at  no  extra  cost  with  the  purchase 
of  5 cases  or  more.  For  complete  details  and  prices 
write  for  information  . . . Towels  NM-955. 
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(Continued  from  page  31-A) 

Smithfield,  Va.  It  has  been  the  rule,  for 
many  years,  to  see  Holloway  at  every  meet- 
ing of  the  A.M.A.  If  he  was  not  taking 
part  in  the  proceedings,  he  was  there  listen- 
ing. We  shall  miss  him. 

Functions  of  Commission  on  Accreditation  of 
Hospitals  to  be  Reviewed — 

The  Speaker  of  the  A.M.A.  House  of  Dele- 
gates, complying  with  instructions  from  the 
House  of  Delegates,  had  appointed  a seven- 
man  committee  to  investigate  and  review 
the  functions  of  the  Commission  on  Accredi- 
tation of  Hospitals.  This  committee  contains 
no  member  that  is  a member  of  the  Council 
on  Medical  Education  and  Hospitals  or  of 
the  Commission.  A report  is  expected  in 
June  1956. 

From  the  Omaha  World-Herald: 

(Public  Pulse)  Schuyler  — 

Would  like  to  tell  M.  G.  C.  that  there  is 
one  “fair  minded  doctor”  in  Omaha.  We 
have  known  him  since  he  performed  my 
first  operation  13  years  ago.  He  has  never 


charged  $10  for  an  office  call  or  consulta- 
tion. In  fact,  he  just  charges  for  the  pre- 
scription and  that’s  about  it.  If  you  are 
really  ill  he’ll  tell  you  so.  If  there  is  nothing 
wrong,  then  he  tells  you,  too,  and  that’s  the 
end  of  that. 

Needless  to  say,  this  doctor  is  very  busy. 
I do  not  see  how  he  can  stand  the  pace. 

SATISFIED. 

From  the  Omaha  World-Herald: 

(Public  Pulse)  Imperial — 

There  have  been  several  letters  of  com- 
plaint about  the  charges  some  doctors  make. 
I find  it  very  difficult  to  understand.  Why 
shouldn’t  a doctor  receive  a decent  fee? 
Everybody  else  is  demanding  more  and 
more,  even  a guaranteed  annual  wage.  After 
the  many  years  a doctor  spends  in  acquiring 
his  education  and  training  is  he  expected  to 
take  his  pay  in  a slab  of  meat  or  a few 
chickens  ? 

I know  of  doctors  in  our  area  who  charge 
a very  reasonable  fee  and  some  of  them,  on 
occasion,  wait  for  their  money  until  the 
harvest  is  in. 

PATIENT. 
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From  the  Palisade  Times — 

In  this  issue  of  the  Register  - Times, 
readers  will  notice  that  the  professional  card 
of  Dr.  Melvin  Hoyt  is  again  being  printed 
each  week.  In  this  card  is  printed  the 
address  of  the  Grievance  Committee  of  the 
Southwest  Nebraska  County  Medical  Socie- 
ty. The  purpose  of  the  Grievance  Committee 
of  which  Dr.  Hoyt  is  a member,  is  to  check 
complainants  of  medical  bills  and  to  adjust 
undue  differences.  This  movement  of  the 
medical  society  is  in  line  with  national  trend 
and  movement  by  doctors  everywhere  to  en- 
able people  to  check  their  medical  expenses 
against  the  usual  cost  of  medical  care. 

Doctors  in  this  area  want  all  who  are  in 
doubt  to  know  that  this  service  of  the  South- 
west Nebraska  County  Medical  Society  is 
available  for  their  use. 


From  the  O’Neill  Frontier — 

Dr.  G.  B.  Ira  reports  the  graduation  of 
his  grandson,  Gordon  H.  Ira,  from  Duke 
University  with  the  degree  of  Doctor  of 
Medicine.  Gordon  marks  the  fourth  genera- 


tion of  doctors  in  the  Ira  home  as  the  doc- 
tor’s son  is  a doctor  in  Jacksonville,  Florida, 
and  his  father  was  a Lynch  doctor  for  al- 
most 40  years. 


From  the  Ravenna  News  (Lots  of  Tax 
But  Few  Doctors) — 

The  records  of  Nebraska’s  two  medical 
schools  show  that  only  one  of  five  graduates 
stay  in  the  state.  Eighty  per  cent  of  the 
graduates  go  to  other  states  to  practice. 

Of  the  659  graduates  from  the  Nebraska 
Medical  School  in  the  last  10  years  only 
135  are  practicing  in  the  state,  although 
more  than  90  per  cent  of  all  students  are 
originally  from  this  state.  Of  those  young 
doctors  who  stayed  in  the  state,  a large  per- 
centage remained  in  the  cities,  chiefly  Oma- 
ha and  Lincoln.  During  this  same  period 
many  of  Nebraska’s  smaller  towns  were 
without  any  medical  practitioner,  and  could 
not  get  one. 

Last  year  the  people  of  the  state  were 
exhorted  to  build  a new  psychiatric  institute 
at  the  medical  school.  Though  it  doubtless 

(Continued  to  page  42-A) 
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is  a worthy  project,  the  number  of  psychia- 
trists which  Nebraska  could  absorb  is  small. 
A few  perhaps  in  the  cities,  but  in  the  small- 
er towns  the  number  would  be  so  tiny  as 
to  be  microscopic.  The  bulk  of  these  special- 
ists will  have  to  look  elsewhere  for  a place 
to  practice,  after  Nebraska  pays  the  bill. 

The  plain  fact  is  that  the  people  of  Ne- 
braska’s smaller  towns  are  being  heavily 
taxed  to  support  an  institution  which  will 
not  serve  them,  and  has  no  intention  of 
doing  so. 


From  the  Omaha  World-Herald — 

Dr.  J.  P.  Gilligan,  Nebraska  City,  and 
Mrs.  Corinne  Gilbert,  Nebraska  City  High 
School  teacher,  were  married  recently  at 
the  Central  Presbyterian  Church  in  Denver, 
Colorado. 


is  a native  of  Nebraska  City.  Dr.  Gilligan 
lived  at  O’Neill  before  establishing  his  prac- 
tice in  Nebraska  City.  He  has  three  sons. 

From  the  Fremont  Guide-Tribune — 

A building  contract  for  an  addition  to  the 
medical  offices  of  Drs.  H.  A.  Jakeman,  C.  C. 
Nelson,  and  R.  C.  Beyers  Jr.,  was  awarded 
to  a local  construction  company  recently. 

The  building  presently  houses  a waiting 
room,  laboratory,  emergency  room,  three 
examination  and  three  consultation  rooms. 
The  brick  addition,  30  feet  in  width  and  70 
feet  long,  will  form  the  building  into  an 
“L”  formation. 

Dr.  Jakeman  said  the  new  unit  will  include 
four  new  consultation  rooms,  four  examina- 
tion rooms,  a utility  room  and  supplemen- 
tary waiting  room.  Additional  medical  per- 
sonnel will  be  added  in  the  future,  he  said. 
The  original  building  was  completed  in  1950. 


The  ceremony  took  place  as  the  bride, 
with  her  parents  and  her  daughter,  were 
returning  from  a California  vacation.  Dr. 
Gilligan  met  them  in  Denver.  Relatives  of 
the  bridegroom  also  attended.  Mrs.  Gilbert 


We  must  translate  health  into  the  attitudes  and 
behavior  patterns  of  the  many  if  we  are  to  have 
clean  and  healthy  communities.  (Henry  F.  Vaughan, 
Dr.  P.  M.,  Am.  J.  Pub.  Health,  Mar.,  1955). 
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The  individualized  formula 
is  the  foundation  of  the 
infant’s  health  and 
future  development 

For  3 generations  KARO  has  been  the 
foundation  of  the  individualized  formula 

Karo  is  well  tolerated,  easily  digested,  gradually 
absorbed  at  spaced  intervals  and  completely 
utilized.  It  is  a balanced  fluid  mixture  of  maltose, 
dextrins  and  dextrose  readily  soluble  in  fluid 
whole  or  evaporated  milk.  Precludes  fermen- 
tation and  irritation.  Produces  no  intestinal 
reactions.  Is  hypo-allergenic.  Bacteria-free  Karo 
is  safe  for  feeding  prematures,  newborns,  and 
infants — well  and  sick. 

Light  and  dark  Karo  are  interchangeable  in 
formulas;  both  yield  60  calories  per  tablespoon. 

CORN  PRODUCTS  REPINING  COMPANY 

17  Battery  Place,  New  York  4,  N.  Y. 
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Certain  Bone  and  Joint  Diseases  May  Be 
Caused  by  Legumes — 

From  the  Bulletin  of  the  Biological  Sci- 
ences Foundation,  Ltd.,  for  July,  1955,  we 
quote  the  following: 

“Sweet  pea  seeds  are  playing  a major 
role  in  medical  research  at  the  State  Univer- 
sity of  Iowa  on  degenerative  arthritis,  curv- 
ature of  the  spine  and  epiphyseal  slipping,  a 
bone  disease  which  occurs  in  the  hip  joint 
of  growing  children. 

“Animals  fed  with  diets  containing  an  ex- 
tract or  a meal  ground  from  the  seeds  of 
the  plant  develop  these  conditions  and  a 
number  of  other  disorders  which  often  ap- 
pear in  human  beings  . . . The  compound 
responsible  for  the  conditions  (one  of  a 
group  of  chemicals  classified  as  aminoni- 
triles)  has  been  extracted  from  the  sweet 
pea  seed. 

“Research  is  underway  ...  to  determine 
which  peas  and  beans  contain  the  compound 
responsible  for  the  conditions  . . .” 


Legislature  of  Ohio  Legalizes  Commitment  of 
“Open”  Tuberculous  Cases — 

In  April,  1955,  the  legislature  of  Ohio  pro- 
vided for  compulsory  hospitalization  of  per- 
sons suffering  from  tuberculosis  in  a com- 
municable stage.  The  intent  of  this  legisla- 
tion is  explained  in  an  article  in  the  Bulletin 
of  the  National  Tuberculosis  Association, 
Sept.,  1955,  page  117,  under  the  title,  “Ohio 
Recalcitrants.”  The  following  quotation  re- 
veals the  modus  operandi  of  the  legislation : 

“.  . . The  bill  provides  that  the  board  of 
health  of  a city  or  a county  general  health 
district,  upon  the  recommendation  of  the 
health  commissioner  thereof,  may  apply  to 
the  probate  court  of  the  county  in  which 
the  person  resides  or  may  be  found,  for  an 
order  to  remove  to  a state  tuberculosis  fa- 
cility, any  person  suffering  from  tubercu- 
losis in  a communicable  stage  who  has  re- 
fused to  enter,  or  absents  himself  from  any 
tuberculosis  hospital,  against  the  medical 
advice  of  the  medical  superintendent  when 
in  the  opinion  of  the  board  of  health  such 
person  is  a menace  to  the  public  health.” 

(Continued  on  page  18- A) 
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MOST  ECONOMICAL  • 

Superior  spreading  qualities — a small  quantity  covers  a wide  area. 
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Most  patients  prefer  the  cosmetic  advantages  of  this  easy-to-appfy, 
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15-Gm.,  and  30-Gm.  tubes. 


^TSHARP  ^ 
/T)OHM|/ 


Philadelphia  1,  Pa. 
division  OF  MERCK  & CO.,  INC. 


You  can  enhance  the  value  of  your  own  Journal  by  patronizing  its  advertisers 


17-A 


NEWS  AND  VIEWS 


Course  for  General  Practitioners  by 
Mediclinics  of  Minnesota — 

At  Fort  Lauderdale,  Florida;  March  5- 
14;  four  hours  each  of  eight  days;  thirty- 
two  hours  credit  for  PG  study;  by  a well 
qualified  faculty;  fee,  $50  in  advance;  enroll- 
ment of  200  necessary,  but  300  and  their 
wives  can  be  accommodated;  special  train 
from  Minneapolis,  March  2.  Write  to  Medi- 
clinics of  Minnesota,  516  Medical  Arts  Build- 
ing, Minneapolis  2,  Minn. 

From  “Letters  to  the  Editors,”  Wall  Street 
Journal,  Aug.  19,  1955 — 

Editor,  The  Wall  Street  Journal: 

“Your  front  page  article  on  Dr.  Law- 
rence B.  (August  12)  has  distressed  me  no 
end.  The  very  thought  of  a young  profes- 
sional man  having  his  office  open  all  of 
three  years  and  is  going  to  net  only  $25,000 
this  year  has,  I am  sure,  distressed  many  of 
your  readers.  This  distressed  state  will  be 
found  principally  among  young  lawyers, 
engineers,  chemists  and  the  like.  Their 
hearts  will  bleed  for  this  poor  unfortunate 


doctor,  and  I’m  sure  they  will  start  a fund 
to  help  him  out. 

“.  . . Any  American  unable  to  make  ends 
meet  on  $25,000  per  year  is  in  a deplorable 
state.” 

(Signed)  : W.  Joe  Anderson, 

Lufkin,  Texas. 

Former  Nebraskan  Receives  Post  in  Surgeon 
General’s  Office — 

Col.  Bryan  C.  T.  Fenton,  MC,  has  been 
appointed  chief  of  supply  division  in  the  Of- 
fice of  The  Army  Surgeon  General.  He  will 
also  serve  as  the  Army  member  of  the  Direc- 
torate of  the  Armed  Services  Medical  Pro- 
curement Agency. 

Colonel  Fenton,  born  in  Dawson,  was 
graduated  from  the  University  of  Nebraska 
and  from  the  University’s  College  of  Medi- 
cine (1932).  After  two  years  of  private 
practice  in  Lincoln,  he  entered  the  Army  in 
1935.  During  World  War  II,  Colonel  Fen- 
ton was  assigned  to  the  Office  of  the  Sur- 
geon General,  and  later,  to  the  ETO.  For 
his  WW  II  service,  he  was  awarded  the 
Bronze  Star  and  the  Legion  of  Merit. 

(Continued  on  page  30-A) 
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EDITORIAL 

HOSPITAL  FACILITIES  FOR  THE 
AIR  FORCE 

It  requires  much  more  than  a fine  build- 
ing- to  make  a good  hospital.  The  character 
of  a hospital,  hence  the  quality  of  care  it  can 
give  to  the  sick,  depends  on  the  character 
and  quality  of  the  people  who  work  in  the 
hospital  rather  than  upon  the  plant  itself. 
Good  hospital-care  requires  high  grade  doc- 
tors, nurses,  technologists,  dietitians,  admin- 
istrators, and  even  good  cooks.  Given  the 
“good”  human  elements  just  enumerated, 
and  a “good”  hospital  can  be  conducted  in 
the  poorest  of  buildings  — even  in  tents. 

Admission  of  the  fundamental  truth  of  the 
above  statements  does  not  deny  that  hos- 
pital buildings  of  suitable  character  can  add 
to  the  efficiency,  safety,  and  comfort  of  all 
concerned  in  the  care  of  the  patient  as  well 
as  of  the  sick  person  himself.  Creation  of 
hospitals  as  physical  plants,  however,  some- 
times gets  out  of  hand;  it  goes  well  beyond 
the  sensible  endpoint  of  reasonable  efficien- 
cy, comfort,  and  safety,  and  ends  in  sense- 
less waste. 

The  lowest  average  construction-costs  we 
have  found  quoted  on  the  building  of  hos- 
pitals by  the  U.S.  Government  is  $14,000 
per  bed.  It  is  both  interesting  and  instruc- 
tive to  compare  and  contrast  the  cost  of 
construction  of  hospitals  built  by  our  Fed- 
eral Government  with  the  cost  of  similar 
construction  in  Nebraska. 

Nebraska’s  communities  have  constructed 
only  a few  less  than  1,000  beds  between  1946 
and  the  present.  These  hospitals  range  in 
size  from  as  few  as  11  beds  to  more  than 
100  beds  each.  They  are  scattered  over  all 
parts  of  the  State.  They  have  been  built 
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according  to  Regulations  and  Standards  set 
up  by  the  State  Hospital  and  Advisory 
Council;  and  there  has  been  close  co-opera- 
tion between  the  Division  of  Hospitals  of 
the  State  Department  of  Health,  the  State 
Fire  Marshal,  and  such  other  departments 
as  were  required  to  assure  maximum  pro- 
tection of  capital  investment,  as  well  as  of 
personnel  and  patients.  One  may  safely  as- 
sert that  these  hospitals  are  quite  adequate 
from  the  viewpoint  of  construction,  equip- 
ment and  convenience.  They  are  being  used 
by  the  ordinary  citizens  of  our  State,  and 
are  not  inferior  to  government-hospitals  in 
any  important  way. 

The  average  cost  of  construction  of  these 
hospitals  in  Nebraska  has  been  $8,631.15  per 
bed.  Fully  furnished,  the  average  cost  per 
bed  was  only  $11,123.85.  One  must  compare 
this  economical  cost  with  the  average  cost 
of  construction  of  federally  built  hospitals  of 
$14,000  per  bed,  which,  of  course,  does  not 
include  furnishings. 

In  Nebraska  we  have  three  veterans’  hos- 
pitals. Their  total  capacity  is  918  beds.  This 
is  divided  between  the  three  hospitals  as  fol- 
lows: Omaha  Veterans  Hospital,  486  beds; 
Lincoln  Veterans  Hospital,  300  beds;  and 
Grand  Island  Veterans  Hospital,  132  beds. 
For  the  past  six  months  the  average  daily 
patient  load  in  these  three  hospitals  has 
been:  Omaha,  387;  Lincoln,  180;  and  Grand 
Island  (3  months  average),  90.  This  is  a to- 
tal average  daily  bed  occupancy  of  657.  This, 
of  course,  means  there  is  an  average  of  261 
empty  beds  in  these  three  hospitals  every 
day.  If,  as  often  stated,  the  optimum  daily 
bed  occupancy  is  80  per  cent  of  capacity,  the 
Omaha  Veterans  Hospital  is  the  only  one  of 
the  three  that  can  be  considered  to  be  in  rea- 
sonably full  use,  and  it  still  retains  its  20 
per  cent  empty  beds  for  use  in  emergencies. 
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On  the  other  hand,  the  Lincoln  facility, 
with  an  average  daily  patient  load  of  180,  has 
60  empty  beds  that  could  be  used  without 
encroaching  on  the  safe  margin  of  20  per 
cent  empty  beds. 

The  Air  Force  personnel  stationed  in  Lin- 
coln needs  hospital  facilities.  Of  course,  a 
fine,  new,  multimillion-dollar  hospital  would 
tickle  anyone’s  pride  but,  in  this  instance, 
would  amount  to  useless  waste.  The  people 
comprising  the  Air  Force  are  not  supermen 
who  require  any  different  kind  of  building, 
beds,  or  other  equipment  than  do  our  ordi- 
nary citizens  or  the  veterans  of  our  wars. 
Adequate  numbers  of  beds  are  available  to 
them  at  the  Lincoln  Veterans  Hospital  at  no 
added  cost.  The  sensible  solution  of  their 
needs,  though  perhaps  too  economical  for 
some  folks,  is  to  utilize  the  surplus  and  pres- 
ently unused  facilities  in  Lincoln. 

The  question  of  what  to  do  about  medical 
care  for  dependents  will  immediately  intrude 
itself  into  this  picture.  It  need  give  no  one 
any  concern.  There  are  adequate  facilities 
in  civilian  hospitals  in  Lincoln  to  care  for  the 
dependents,  as  well  as  plenty  of  good  private 
physicians  who  can  render  top-grade  medical 
care  in  any  field. 

OMAHA  MID- WEST  ASSEMBLY: 
ANOTHER  POSTGRADUATE 
OPPORTUNITY 

IF  YOU  HAVE  NOT  carefully  examined 
the  Omaha  Mid-West’s  program  for  the  As- 
sembly in  October  you  should  do  so  at  once. 
Give  it  careful  attention  rather  than  a cur- 
sory glance.  You  will  find  that  even  the 
program  for  the  first  day  covers  many  fields 
of  great  variety.  It  goes  from  the  prenatal 
period  to  the  geriatric;  from  skin  to  hor- 
mones; from  stapes  to  orchi(s)d;  from  the 
mouth  to  the  rectum.  Traumatic  lesions, 
blood  dyscrasias,  neoplasma,  virus  infections, 
and  even  hypersplenism  are  to  be  discussed. 
Leg  ulcers,  psychiatric  morsels,  and  gall 
bladder  disease  are  in  the  picture  . While 
diagnosis  is  stressed,  therapy  appears  in  at 
least  ten  titles;  both  surgical  and  medical 
therapy  will  be  discussed. 

The  faculty  will  be  as  varied  as  the  sub- 
ject matter.  Outstanding  teachers  from 
California,  Texas,  Michigan  and  Wisconsin 
will  mingle  their  talents  with  those  of  more 
local  renown.  There  will  be  scarcely  time  to 
stretch  and  eat  from  8:00  a.m.  to  9:00  p.m. 


This  quick  run-down  has  been  of  only  one 
day,  Monday,  October  24th,  and  there  are 
three  more  that  we  have  not  mentioned. 
Each  is  as  packed  with  informative  papers 
and  lectures  as  the  first. 

For  the  twenty-third  consecutive  year  the 
Omaha  Mid- West  Clinical  Society  is  bringing 
to  our  doorstep  four  days  of  postgraduate 
opportunity — a chance  to  bring  our  knowl- 
edge of  medicine  as  a whole  up  to  the  min- 
ute. In  these  days  of  rapid  advances,  of 
revolutionary  changes  in  clinical  concepts 
and  in  therapy,  of  the  pyramiding  of  scien- 
tific facts  and  theories,  one  can  not  afford 
to  miss  a chance  to  grasp  as  many  such  op- 
portunities as  possible. 

The  Omaha  Mid- West  Annual  Assembly  is 
such  an  opportunity  and  we  can  seize  it  with 
a minimum  of  expense  and  loss  of  time.  This 
Assembly,  your  Annual  Sessions  of  the  Ne- 
braska State  Medical  Society,  and  the  Annual 
Postgraduate  Circuit  Course  present  to  every 
Nebraska  doctor  top-grade  opportunities  to 
keep  the  polish  on  his  mental  equipment.  Let 
us  take  advantage  of  these  convenient  occa- 
sions. 


ANEMIA  IN  PREGNANCY 

About  80  per  cent  of  normal  patients  manifest  de- 
creases in  hematologic  values  to  a variable  degree 
during  pregnancy. 

A physiologic  anemia  does  not  occur  in  pregnancy. 
Minimal  or  moderate  decreases  in  the  hemoglobin 
are  usually  the  results  of  an  iron  deficiency. 

Associated  with  any  decrease  in  hemoglobin  there 
is  a decrease  in  the  serum  iron  and  elevation  of  the 
erythrocyte  protoporphyrin.  These  have  been  shown 
to  indicate  the  existence  of  iron  deficiency. 

A hemoglobin  of  12  grams  per  cent  has  been  found 
to  be  an  approximate  minimal  normal  hemoglobin 
for  the  pregnant  state.  Only  20  per  cent  of  preg- 
nant patients  not  receiving  supplemental  iron  main- 
tained their  hemoglobin  above  12  grams  per  cent. 

Approximately  80  per  cent  of  pregnant  women 
maintained  or  improved  their  hemoglobin  values 
when  given  an  iron  supplement  with  their  diet. 


The  essential  features  of  the  treatment  of  renal 
tuberculosis  are  sanatorium  care  supplemented  by 
what  have  been  shown  at  the  present  time  to  be  the 
most  effective  antituberculous  drugs.  These  are 
streptomycin,  PAS  and  the  hydrazine  derivatives 
of  isonicotinic  acid.  None  of  the  chemotherapeutic 
agents  alone,  however,  can  be  depended  upon  to  cure 
or  control  an  established  renal  focus  of  tuberculosis. 
Fletcher  H.  Colby,  M.D.,  The  New  England  J.  of 
Med.,  April  16,  1953. 
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Why  You  Are  the  A.  M . A* 


I MET  your  Governor  tonight 
and  he  told  me  he  knew  my 
Governor.  I said,  “Are  you  a 
Democrat?”  For  the  second  time  in  sixty 
years  we  have  a Democratic  Governor  in 
Pennsylvania  and  I don’t  recognize  him  as 
my  Governor.  (Applause).  We  are  going 
to  get  rid  of  him  as  fast  as  we  can,  too. 

You  know,  when  the  toastmaster  was 
telling  that  last  story  I was  tempted  to  tell 
one,  but  decided  I’d  better  not.  I was  re- 
minded of  one  as  a result  of  this  polio  fiasco 
that  is  going  on  all  over  our  country.  For 
a moment  I would  like  to  make  some  com- 
ments on  that. 

In  the  first  place,  it  seems  that  many 
Democratic  politicians  in  Washington  tried 
to  get  on  the  bandwagon  to  get  some  credit 
for  having  something  to  do  with  the  great 
discovery  that  Doctor  Salk  made,  and  if  it 
had  not  been  for  the  trouble  that  has  been 
made  by  some  politicians  for  Leonard 
Scheele  and  for  the  Administration,  includ- 
ing H.  E.  W.,  we  would  have  had  little  of 
the  trouble  that  we  are  now  having.  For 
two  reasons  I can’t  understand  the  hysteria 
that  is  going  around  the  country:  (1)  We 
have  had  polio  with  us  for  2,000  years  so 
why  get  all  hot  and  bothered  about  it  be- 
cause for  three  months  we  can’t  get  an  ade- 
quate supply  to  vaccinate  our  children?  (2) 
I am  convinced  that  the  manufacturers  are 
decent  people;  I am  convinced  that  the  dis- 
tributors are  decent  people;  I am  positively 
convinced  that  the  doctors  are  decent  people ; 
and  I know  that  the  public  in  this  country 
are  good  sports.  If  it  is  explained  to  them 
that  they  should  wait  their  turn  and  let 
those  who  are  most  susceptible  to  polio  have 
the  vaccine  first,  I am  sure  we  will  have  no 
trouble.  But,  as  a result  of  the  many  bills 
that  have  been  thrown  into  the  hopper  in 
Washington,  we  have  a condition  of  chaos. 
We  have  the  vaccine’s  value  disputed.  We 
have  mothers  and  fathers  so  terrified  that 
they  don’t  want  to  give  their  children  the 
vaccine. 

I am  satisfied  that  the  Salk  vaccine  is  a 
very  great  discovery.  I have  a granddaugh- 

*Presented  at  Banquet,  87th  Annual  Session,  Nebraska  State 
Medical  Association,  Hotel  Paxton,  Omaha,  Wednesday  Evening, 
May  18,  1955.  Because  a portion  of  Doctor  Hess’  address  was 
for  the  newspapers,  the  editor  has  taken  the  liberty  to  print 
only  that  portion  which  was  meant  for  the  ears  of  the  medical 
profession.  This,  then,  is  an  abridgment  of  the  author’s  speech. 
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ter  at  Vassar  College  and  as  soon  as  it  is  her 
turn  she  is  going  to  get  it.  I don’t  care 
which  company  manufacturers  it  because  I 
am  firmly  convinced  that  those  children  who 
have  developed  polio  were  already  in  the 
incubation  period  of  the  disease  when  they 
were  vaccinated.  I am  also  thoroughly  con- 
vinced that,  if  a child  is  sickly  or  has  a 
fever,  that  child  should  not  be  given  the 
polio  vaccine  during  the  mass  inoculation,  at 
least  until  the  child  has  been  referred  back 
to  the  family  doctor  and  permission  from 
the  family  doctor  to  give  the  drug  has  been 
granted,  because  a sick  child  may  be  made 
much  sicker  by  any  vaccine  that  one  may 
give. 

That  reminds  me  of  a story.  A doctor,  an 
engineer  and  a politician  were  sitting  around 
a bottle  of  Scotch  arguing  as  to  whether  or 
not  they  had  ever  been  here  on  earth  before 
Adam  and  Eve.  The  doctor  insisted  that  the 
doctors  were  here  before  Adam  and  Eve 
because  it  took  a surgical  operation  to  take 
a rib  out  of  a man  for  use  in  making  woman. 
The  engineer  said,  “We  were  here  before  the 
doctors  because  out  of  chaos  we  made  an 
orderly  universe.  Certainly  it  took  an  engi- 
neer to  do  that.”  The  politician  said,  “Who 
the  hell  do  you  think  created  the  chaos?” 

I would  like  to  stray  a bit  now  from  that 
sort  of  a chat  with  you  to  one  with  a more 
militant  tone,  if  I may.  I debated  with  a 
very  prominent  labor  leader  a number  of 
years  ago,  in  Minneapolis,  and  he  made  the 
statement  that  the  doctors  were  all  filthy 
rich,  they  all  drove  Cadillacs,  they  all  had 
money  to  burn,  that  they  would  not  make 
calls  on  people  when  they  were  sick,  and 
stated  that  his  particular  organization  was 
going  to  do  something  about  it. 

I made  the  statement  then,  in  rebuttal, 
that  I was  very  much  interested  in  his  re- 
marks because  I had  never  owned  a Cadillac 
and  I knew  a lot  of  doctors  who  did  not  own 
Cadillacs ; but,  I said,  “Surely  you  would  not 
deny  a doctor  the  right  to  own  one  if  he 
chose  because  in  my  home  town  more  Cadil- 
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lacs  are  owned  by  laborers  than  are  owned 
by  doctors,  believe  it  or  not.”  I took  the 
time  and  the  trouble  to  check  the  figures 
and  I told  him  so.  That  shut  him  up. 

Now  why  shouldn’t  a doctor  own  a Cadil- 
lac if  he  can  afford  one  and  wants  to  buy 
one?  He  gets  darn  little  pleasure  out  of  life 
excepting  in  his  work.  Why  shouldn’t  he 
own  one  if  he  wants  to?  Why  should  it  be 
a disgrace  for  a doctor  to  own  a good  auto- 
mobile? Why  should  it  be  a disgrace  for  a 
doctor  to  have  a nice  home  and  derive  suffi- 
cient money  from  his  practice  to  educate  his 
family  decently  and  to  live  well  when  he  has 
the  opportunity  to  live?  Why  shouldn’t  a 
doctor  stick  out  his  chest  and  be  proud  of 
his  position  in  a community  and  be  proud 
of  his  fellow  physicians? 

We’ve  taken  the  defeatist  attitude.  We 
have  been  attacked  from  so  many  angles  by 
so  many  people  that  sometimes  you  would 
think  we  weren’t  even  respectable.  Yes,  and 
sometimes  we  have  had  things  said  about 
us  by  our  own  people.  But  I want  to  tell 
you  that  as  I travel  around  this  country  I 
find  there  is  a little  hardboiled  shell  around 
most  doctors,  because  if  the  doctor  showed 
his  patients  he  had  too  much  sympathy  for 
their  suffering  his  judgment  might  be 
warped  and  he  might  not  do  the  thing  that 
he  has  to  do;  but  when  you  knock  off  that 
little  hard  outer  shell,  down  deep  inside  you 
find  the  finest  men  in  America.  You  find 
good,  God-fearing  men  who  are  willing  to 
give  of  themselves  to  the  public. 

Why  shouldn’t  we  be  proud  of  our  record? 
Diphtheria  is  gone,  typhoid  fever  is  gone, 
smallpox  is  gone,  and  now  polio  is  going. 
Preventive  Medicine!  Who  has  done  the  re- 
search work  and  the  clinical  work  to  conquer 
these  killers  of  children  and  adults  ? Doctors ! 
Why  shouldn’t  we  stick  out  our  chests  and 
be  proud  that  we  are  what  we  are? 

Banting  could  have  made  a fortune  from 
insulin.  Did  he?  No,  he  gave  it  to  us — all 
of  us.  Salk  could  have  made  a fortune  had 
he  chosen.  What  did  he  do?  He  had  to 
borrow  the  money  to  make  the  down  pay- 
ment on  his  home.  Did  he  work  eight  hours 
a day,  five  days  a week?  No!  Sometimes 
he  worked  twenty-four  hours  a day.  He  had 
to  in  order  to  keep  his  experiments  going. 

You  don’t  have  to  be  ashamed  of  being  a 
doctor.  You  don’t  have  to  be  ashamed  of 
anything  you  do,  because  you,  in  my  opinion, 


are  the  greatest  group  of  men  and  women  in 
America. 

And  who  opposes  us?  Those  who  would 
socialize  us.  They  are  not  opposed  to  us  as 
individuals.  They  are  not  opposed  to  us  as 
the  Nebraska  State  Medical  Association. 
They  are  not  opposed  to  us  as  the  American 
Medical  Association.  They  are  opposed  to 
us  because  we  believe  in  free  entreprise,  in 
the  competitive  system,  and  because  without 
competition  we  would  be  a sad  and  sorry 
profession.  It  is  the  competition  that  makes 
us  study,  and  makes  us  work,  and  makes  us 
achieve. 

Who  has  taken  care  of  the  thirty  million 
low-income  people  in  this  country  without 
thought  of  financial  reward?  The  doctor! 
He  has  done  it  traditionally  for  years  and  he 
will  continue  to  do  it  as  the  years  roll  by. 
Sure,  we  all  make  a good  living,  but,  if  you 
want  to  see  a lot  of  specialists  become  gen- 
eral practitioners,  just  have  a depression. 
People  come  to  us  today  because  they  have 
money  in  their  pockets.  I would  say  that 
forty  to  fifty  per  cent  of  the  people  who 
come  to  us  today  come  to  us  because  they 
are  ill  at  ease  mentally,  not  because  they 
are  so  sick  physically.  We  need  more  and 
better  psychiatrists  to  care  for  those  people 
because  they  are  just  as  sick  as  those  who 
have  heart  ailments. 

Would  we  take  care  of  a Communist  if 
he  was  sick?  Of  course  we  would.  I like 
the  statement  that  a Catholic  priest  made. 
When  somebody  asked  him  if  he  hated  Com- 
munists he  said,  “I  never  hate  a human 
being;  I may  hate  the  things  he  stands  for, 
but  not  him.”  I think  we  have  to  take  that 
attitude. 

We  have  been  forced  into  politics  to  pro- 
tect our  profession.  We  were  always  satis- 
fied to  do  our  job  taking  care  of  the  sick 
then  suddenly  our  profession  was  faced  with 
disaster  and  came  within  one  vote  in  Wash- 
ington of  having  itself  harnesed  with  the 
Wagner-Murray-Dingell  bill — one  vote!  And 
we  have  been  taught  a lesson.  We  have  been 
taught  a lesson  that  whether  our  Congress- 
man be  a Republican  or  a Democrat,  if  he  is 
for  socialized  medicine  we  are  against  him. 
I would  vote  against  a Republican — and  I 
have  been  a life-long  Republican — if  he  were 
for  socialized  medicine,  and  I would  vote  as 
quickly  for  a Democrat  if  he  were  opposed 
to  it,  because  I want  to  see  a continuation 
of  this  way  of  life,  the  best  way  of  life  that 
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has  ever  existed  in  this  universe — accom- 
plished under  our  form  of  government,  ac- 
complished under  the  free  enterprise  system, 
with  decent  doctors  getting  folks  well  and 
keeping  them  well  and  preventing  disease. 

Supposing  we  were  a union,  can  you  ima- 
gine a doctor  working  eight  hours  a day  and 
knocking  off  ? Can  you  imagine  him  quitting 
at  three  o’clock  in  the  afternoon  halfway 
through  an  appendectomy  or  halfway  through 
a delivery?  Can  you  imagine  what  would 
happen  in  the  obstetrical  field,  where  the 
vast  majority  of  babies  come  between  the 
funny  hours  of  11 :00  p.m.  and  1 :00  a.m.,  if 
we  would  say,  “No,  our  union  won’t  let  us 
come”  ? Can  you  imagine  who  would  scream 
then?  I can. 

May  I say  this  to  you,  that  without  a firm 
belief  in  Almighty  God  I don’t  see  how  a 
doctor  can  go  into  a sick  room  where  an 
individual  is  dying,  where  science  is  of  no 
more  avail,  and  not  be  able  in  some  way  to 


help  that  individual  over  that  last  barrier. 
Science  can  not  do  it.  The  doctor  may  lose 
the  battle  and  he  may  win  the  battle,  but 
because  we  all  must  die  the  doctor  always 
loses  in  the  end.  On  the  other  hand,  we  have 
prolonged  life  from  37  to  67  years  during 
the  past  fifty  years.  We  have  eliminated 
most  of  the  diseases  that  killed  our  children 
thirty  years  ago.  There  are  no  great  epidem- 
ics of  cholera  and  of  yellow  fever  any  more, 
because  doctors  were  fearless  and  unafraid. 
Many  of  them  died  that  you  and  I might 
live  as  we  do  in  a great  free  America. 

I always  want  to  feel  that  I am  proud  to 
be  a doctor.  I always  want  to  feel  that  by 
our  example  we  can  make  those  who  some- 
times waver  a little  bit  ashamed  to  waver; 
and  if  we  criticize  some  young  fellow  for 
doing  some  of  the  things  that  he  should  not 
do  I am  convinced  in  my  own  mind  he  has 
copied  one  of  us  older  fellows.  We  have  an 
example  to  set.  Have  we  the  courage  to  do 
it? 


The  Cool  Mattress  in  control  of 

Body  Temperature* 


Doctor  Murphy  describes  and  illustrates,  in  this 
article,  a new  piece  of  apparatus.  He  has  de- 
veloped a mattress  which  is  water-cooled,  the  tem- 
perature being  controlled  by  thermostatic  means. 
He  has  used  it  to  make  the  poliomyelitis  patient 
comfortable  in  the  tank-type  respirator  during 
hot  weather,  and  to  control  the  height  of  fever  in 
cases  of  hyperpyrexia.  Other  uses  for  this  mat- 
tress are  suggested. 

FOR  two-and-a-half  years  we 
have  been  working  on  the  prob- 
lem of  bringing  comfort  to  the 
poliomyelitis  patient  who  must  occupy  a 
tank-type  respirator  during  the  warm  sea- 
son. The  development  and  construction  of 
an  apparatus  whereby  such  a patient  may  be 
maintained  in  comfort  and  in  a state  of  well- 
being during  the  increased  heat  of  summer 
has  been  accomplished. 

A unit  has  been  designed  consisting  of  a 
motor  and  compressorf  which  provides  a 
circulation  of  cooled  water  through  a pneu- 
matic mattress,  under  thermostatic  control. 

*Read  before  the  Omaha  Mid-West  Clinical  Society,  October, 
1954. 
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(See  Fig.  1).  This  unit  operates  on  standard 
electric  current  and  it  is  independent  of  wa- 
ter supply.  This  cooled  mattress  has  been 
used  successfully  in  a tank-type  respirator, 
as  wrell  as  on  a bed,  to  reduce  body-tempera- 
ture in  the  case  of  acute  hyperthermia — 
105°  F.  or  higher.  It  also  has  been  employed 
in  cases  of  prolonged  illness  accompanied  by 
high  fever  which  occur  at  times  in  patients 
suffering  from  leukemia.  The  body  tempera- 
ture in  these  last  two  mentioned  instances 
was  controlled  without  the  necessity  of  han- 
dling the  patient,  rolling  him  in  cool  towels, 
or  covering  him  with  cool  sheets. 

Another  important  role  filled  by  the  cool 
mattress  has  been  described  by  Doctor  Big- 
ler at  Children’s  Memorial  Hospital  in  Chi- 
cago. In  this  instance  the  mattress  was 
used  under  the  patient  on  the  operating  table 
during  operations  of  several  hours  duration. 
The  patient’s  temperature  often  becomes  ele- 
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vated  due  to  the  sterile  drapes,  the  heat  from 
the  lights,  and  the  warm  environmental  air. 
Doctor  Bigler  reports  successful  temperature 
control  in  patients  throughout  operations 
such  as  may  be  required  in  some  cases  of  con- 
genital heart  disease.  (Doctor  Bigler  and 
this  author  developed  specifications  for  the 
pneumatic  mattress  at  the  same  time  with- 
out one  another’s  awareness  of  their  parallel 
paths) . 

The  temperature  of  the  body  is  controlled 
by  centers  in  the  corpora  striata.  The  mech- 
anism of  this  control  is  not  entirely  clear,  but 
it  is  accomplished  through  the  sympathetic 


Figure  1 


nervous  system  by  way  of  vasomotor  altera- 
tions, shivering,  and  perspiration. 

The  process  of  warming  ingested  food  and 
drink  to  body  temperature,  warming  inspired 
air,  and  the  heat  equivalent  of  external  work 
done  account  for  4.74  per  cent  of  body-heat. 
Of  the  remaining  95.26  per  cent,  43.74  per 
cent  is  lost  by  radiation  from  the  entire  body, 
30.74  per  cent  by  conduction  to  air  from  the 
entire  surface  of  the  body,  and  20.79  per  cent 
by  evaporation  of  water  from  the  lungs  and 
skin.  It  is  obvious,  therefore,  that  the  most 
important  relationship  in  maintaining  bal- 
ance between  production  and  dissipation  of 
heat  is  proportional  to  body  surface.  It  is 
estimated  that  the  area  of  the  body  surface 
may  be  represented  as:  trunk,  38  per  cent; 
lower  extremities,  38  per  cent;  and  upper 
extremities,  18  per  cent. 

The  influence  of  environmental  factors 
interferes  with  this  balance  resulting  in  a 
possible  alteration  of  body  temperature.  It 
is  known  that  interference  with  heat  loss 


Figure  2 


may  begin  at  29.0°  C.  (84.3°  F.)  when  there 
is  no  movement  of  the  surrounding  air.  If 
the  out-of-door  or  environmental  temperature 
exceeds  39.4°  C.  (103°  F.),  the  body  tempera- 
ture begins  to  rise,  especially  when  the  hu- 
midity is  high  enough  to  interfere  with 
evaporation  of  perspiration. 

These  principles  indicate  the  mechanism 
whereby  the  cool  mattress  can  efficiently 
control  the  loss  of  heat  from  the  body  in  the 
circumstances  outlined  in  this  paper.  It  is 
estimated  that  its  efficiency  is  due  to  the  ac- 
celeration of  heat  loss  largely  through  radia- 
tion and  conduction,  but  possibly  to  some  ex- 
tent through  convection. 

Observations  during  elevated  ward-tem- 
perature and  intratank  temperature  showed 
that  the  temperature  of  the  patient’s  body 
increased  with  consequent  fretfullness  and 
skin  rashes.  The  maintenance  of  normal 
body  temperature  in  the  patient  on  the  oper- 
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ating  table  may  be  achieved  with  the  cool 
mattress  together  with  the  unit  compressor. 
This  cool  water  and  returning  warm  water 
can  be  carried  through  tubes  sufficiently  long 
to  permit  placing  the  apparatus  outside  the 
operating  room.  This  will  eliminate  the  risk 
of  a spark  that  might  jeopardize  the  person- 
nel by  causing  explosion  of  the  fumes  of  the 
anesthetic  agents.  The  mattress  has  suc- 
cessfully combated  the  elevation  of  body  tem- 
perature. 

The  maintenance  of  normal  physiologic 
control  of  mechanisms  of  heat  loss  promotes 
euphoria,  ensures  good  condition  of  the  skin, 
even  preventing  decubiti,  and  improves  the 
appetite. 

The  reduction  of  elevated  temperature, 
namely,  105°  F.  or  over,  in  acute  illness  can 
be  accomplished  by  means  of  the  cool  mat- 
tress with  the  least  amount  of  handling; 
and,  in  the  event  of  hyperthermia  in  patients 
with  leukemia,  the  temperature  responds 
equally  well.  (See  Figs.  2 and  3) . These  pa- 


tients were  hypersensitive  and  resented  han- 
dling. They  were  enabled  to  rest,  often  with- 
out sedation. 

SUMMARY 

Results  accomplished  by  use  of  the  cool 
mattress : 

1.  Cools  a tank-type  respirator,  lending 
comfort  to  the  patient,  improving  the  appe- 
tite, lessening  skin  disturbances,  and  elim- 
inating decubiti. 

2.  Reduces  high  temperatures,  105°  F.  or 
over,  with  greater  ease  to  the  patient,  and 
less  handling;  reduces  nursing  procedures, 
such  as  sponging,  packs,  fans.  Reduces  tem- 
perature rapidly  in  acute  cases.  Gives  pro- 
longed relief  in  cases  of  chronic  illness. 

3.  Protects  the  surgical  patient  against 
elevation  of  temperature  on  the  operating 
table  during  prolonged  operations. 
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More  Common 

Hemorrhagic  States:  A Review* 


THIS  communication  deals  with 
those  conditions  characterized 
by  abnormal  bleeding,  and,  for 
the  most  part,  the  discussion  will  be  con- 
fined to  the  mechanisms  of  these  hemor- 
rhagic states.  It  is  well  to  point  out  that 
many  individuals  have  a tendency  to  bleed 
and  exhibit  simple  easy  bruising  without 
demonstrable  coagulation  defect  or  remark- 
able capillary  fragility.  Cases  of  this  group 
quite  often  are  troublesome  and  warrant  a 
long  period  of  observation.  They  occur  more 
commonly  in  women  and  start  as  a rule  in 
early  childhood.  Menstrual  disorders  are 
common,  and  some  authors  have  implicated 
the  pituitary  and  the  thyroid  glands.  The 
signs  of  abnormality  are  usually  confined 
to  the  arms  and  legs. 

This  report  is  timely  in  view  of  the  fact 
that  during  the  past  10  to  12  years  no  fields 
in  physiology  and  clinical  medicine  have  been 
so  widely  explored  and  written  about.  Ter- 
minology has  become  burdensome,  and  theo- 
ries appear  contradictory,  so  that  when  one 

*Read  before  the  Lancaster  County  Medical  Society,  May 
25,  1955. 
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attempts  to  practice  simplification  the  re- 
sult may  have  the  appearance  of  increasing 
both  confusion  and  contradiction.  Some 
statements  may  seem  dogmatic,  but,  if  so, 
they  are  used  only  when  they  seem  to  be  the 
most  generally  accepted  view  and  hence  add 
to  both  the  brevity  and  clarity  of  the  sub- 
ject. In  spite  of  the  many  recent  advances, 
there  are  still  many  controversial  points  in 
the  total  problem. 

The  clinical  states  that  will  be  dealt  with 
are:  the  thrombocytopenic  purpuras;  hemo- 
philia and  allied  disorders;  prothrombin  de- 
ficiency states;  and  the  better  understood 
types  of  hypofibrinogenemia.  These  condi- 
tions are  true  defects  in  coagulation  and  for 
the  most  part  measurable  defects.  It  is  dis- 
couraging to  note  that  a higher  percentage 
of  all  cases  of  all  hemorrhagic  diathesis  are 
without  demonstrable  abnormality  of  coagu- 
lation. Defects  of  vascular  permeability  are 
purposely  omitted.  In  many  conditions 
there  is  a combination  of  abnormalities. 
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Accurate  diagnosis  of  these  various  con- 
ditions bears  a direct  relationship  to  the 
depth  of  the  clinician’s  knowledge  of  the  in- 
volved abnormal  physiology.  Accuracy  re- 
quires thorough  understanding  of  the  mod- 
ern concept  of  the  clotting  process  of  the 
blood.  It  is  the  author’s  belief  that  each 
clinician  should  use  that  theory  of  coagula- 
tion that  serves  him  best  at  the  bedside.  In 
1905,  Morawitz  held  that  four  factors  were 
essential  to  blood  coagulation,  namely, 
thromboplastin,  calcium,  prothrombin,  and 
fibrinogen.  The  modern  concept  includes 
these  factors  and  several  others  acting  in  a 
dynamic  way  as  a chain  reaction  involving 
chemical,  physical,  and  other  types  of  inter- 
actions, plus  enzymatic  processes.  In  addi- 
tion, there  are  forces  of  inhibition  including 
natural  anticoagulants  as  well  as  substances 
that  are  active  in  the  removal  of  the  clot. 

Before  we  proceed  with  a discussion  of  the 
basic  factors  of  hemostasis,  and  blood  coag- 
ulation in  particular,  it  seems  wise  to  re- 
view briefly  the  more  important  substances 
concerned  with  the  coagulation  of  blood. 

Thromboplastin  — This  clot  - promoting 
substance  is  thought  to  be  an  enzyme  identi- 
fied as  a lipoprotein,  cephalin  being  the  lipid 
portion.  Practically  all  of  the  classical  the- 
ories of  coagulation  hold  that  thromboplastin 
initiates  the  clot  and  is  necessary  for  the 
conversion  of  prothrombin  to  thrombin.  It 
is  very  unlikely  that  more  than  mere  traces 
of  this  substance  appear  in  the  blood  during 
life,  and  if  an  excessive  quantity  does  appear 
it  is  presumed  that  it  is  quickly  destroyed 
or  inactivated.  There  is  not  complete  agree- 
ment as  to  the  source  and  nature  of  throm- 
boplastin, but  Morawitz  was  the  first  to  con- 
tend that  it  was  derived  from  the  blood  plate- 
lets. It  is  well  known  that  it  is  a common 
intracellular  substance  found  in  highest 
concentration  in  the  lungs  and  brain,  and 
that  it  shows  active  thromboplastic  activity 
when  cells  are  damaged.  Quick1  maintains 
that  there  is  an  inactive  precursor  of  throm- 
boplastin in  the  plasma,  thromboplastino- 
gen;  but  others  believe  this  substance  does 
not  exist  as  such.  It  is  generally  accepted 
that  various  components  are  necessary  for 
the  elaboration  of  thromboplastic  activity. 
Some  of  these  factors  have  been  identified  re- 
cently and  no  doubt  others  will  be  found. 
Thromboplastic  activity  at  present  seems  to 
be  dependent  upon  the  interaction  of  plate- 
lets and  platelet  substance,  plasma  thrombo- 
plastinogen  (antihemophilic  factor),  plasma 


thromboplastin  component,  and  thrombo- 
plastic antecedent.  A deficiency  of  any  one 
or  several  of  these  factors  will  result  in  ab- 
normal clotting. 

Calcium  — It  is  generally  accepted  that 
calcium  is  necessary  for  the  interaction  be- 
tween thromboplastin,  prothrombin,  and  re- 
lated substances.  It  no  doubt  plays  a part 
in  the  activation  of  the  accelerator  factors 
of  coagulation.  Calcium  occurs  in  concen- 
trations of  9.0  to  11.5  mg.  per  100  cc.  in  nor- 
mal human  plasma,  and  its  activity  is  de- 
pendent upon  the  diffusable  ionized  forms. 
No  possible  variations  in  plasma  concentra- 
tions compatible  with  life  affect  the  rate  of 
clot  formation. 

Blood  Platelets  — Bizzozero  (1882) 2 was 
the  first  to  quite  accurately  describe  the 
blood  platelet,  and  to  maintain  that  it  played 
an  important  part  in  the  hemostatic  process. 
Since  that  time  much  has  been  learned  about 
these  elements,  but  as  yet  there  is  not  com- 
plete agreement  about  their  various  proper- 
ties and  activities.  There  is  more  or  less 
complete  agreement  that  platelets  are  de- 
tached portions  of  the  cytoplasm  of  the 
megakaryocytes  — cells  which  are  derived 
from  the  bone  marrow  as  maintained  by 
Wright  (1906)3.  Just  how  this  pinching  off 
process  takes  place,  and  what  controls  its 
rate,  are  not  clear.  It  is  believed  that  the 
life  of  the  platelet  is  about  three  to  five  days. 

There  is  some  disagreement  about  the 
functions  of  the  blood  platelets;  but  for  the 
most  part  there  is  fairly  general  under- 
standing that  these  bodies  exhibit  a throm- 
boplastic activity,  have  an  accelerator  func- 
tion, play  a part  in  clot  retraction  and 
thrombus  formation,  as  well  as  in  vascular 
continuity.  Blood  platelets  have  a striking 
agglutinative  property  which  is  responsible 
for  some  of  their  functions,  more  particular- 
ly in  a direct  way  by  sealing  minimal  blood- 
vessel damage.  Agglutination  of  platelets 
can  and  does  take  place  without  coagulation 
occurring.  It  is  thought  they  have  some- 
thing to  do  with  the  constriction  of  vessels 
at  the  site  of  tissue  injury,  and  it  is  known 
that  when  platelets  disentegrate  a substance 
called  serotonin  is  formed.  Serotonin  has 
definite  vasoconstrictor  properties,  aiding 
hemostasis,  at  the  site  of  injury  rela- 
tively late.  According  to  Quick4,  platelets, 
upon  breaking  down,  release  a substance 
called  thromboplastinogenase,  which,  in  con- 
tact with  a plasma  fraction, 'thromboplastin- 
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ogen,  gives  rise  to  thromboplastin.  This  re- 
action is  mediated  by  thrombin  which  has 
been  previously  formed.  It  has  been  shown 
that  clotting  will  take  place  even  though 
only  a few  platelets  are  present.  Under  cer- 
tain circumstances  it  will  proceed  when  none 
are  present.  When  platelets  are  reduced  to 
20  per  cent  of  normal,  the  conversion  of 
prothrombin  to  thrombin  is  very  markedly 
retarded.  Other  platelet  activities  are  re- 
duced concomitantly. 

Prothrombin  — This  is  one  of  the  key- 
stone-substances in  the  clotting  process.  It 
is  a globulin  produced  by  the  liver,  and  in 
normal  human  plasma  occurs  in  concentra- 
tions of  approximately  20  mg.  per  100  cc., 
a value  that  is  slightly  higher  than  in  most 
animals.  It  is  well  known  that  a normally 
functioning  liver  plus  the  presence  of  ade- 
quate amounts  of  vitamin  K are  essential 
for  normal  prothrombin  levels.  There  is  a 
concept  that  prothrombin  is  synthesized  by 
an  enzyme  system  comprised  of  an  apo- 
enzyme,  a protein  factor  produced  by  the  liv- 
er, and  a prosthetic  group  in  the  formation 
of  which  vitamin  K is  necessary.  Quick,  in 
19435,  reported  findings  indicating  that  pro- 
thrombin was  a complex  substance  composed 
of  two  fractions  which  he  called  prothrom- 
bins A and  B.  He  observed  that  one  com- 
ponent of  prothrombin  decreased  on  storage 
and  that  a different  one  decreased  under  ad- 
ministration of  Dicumarol  and  in  Vitamin  K 
deficiency.  This  was  substantiated  by  ex- 
periments of  mixing  the  respective  compon- 
ents to  restore  normal  coagulation  values. 
These  two  substances  (A  and  B)  were  fur- 
ther classified  by  Quick  as  being  “labile  fac- 
tor” and  “classical  prothrombin.”  The  la- 
bile factor  was  the  component  that  decreased 
rapidly  in  stored  blood  or  plasma,  and  was 
not  affected  by  Vitamin  K deficiency  or  by 
the  administration  of  Dicumarol.  The  pres- 
ence of  these  two  substances  was  confirmed 
by  absorption  experiments,  and,  in  1947, 
Quick  proposed  the  term  “labile  factor”  for 
prothrombin  A and  indicated  the  part  it 
played  in  coagulation.  Since  that  time  there 
has  been  much  controversy  over  this  sub- 
stance and  different  names  and  functions 
have  been  assigned  to  it.  , 

Furthermore,  Quick6  maintains  that  pro- 
thrombin exists  in  the  plasma  partly  in  a 
free  state  and  partly  in  an  inactive  state 
(prothrombinogen).  The  free  form  is  meas- 
ured by  the  one  stage  prothrombin  time  (12 
seconds)  and  it  constitutes  only  about  20 


per  cent  of  the  total  prothrombin.  A normal 
prothrombin  time  indicates  a normal  concen- 
tration of  prothrombin  as  well  as  definite 
amounts  of  labile  and  stable  factors  for  ef- 
fective coagulation.  Hence,  the  term  hypo- 
prothrombinemia  includes  a number  of  clin- 
ical entities. 


Classical  prothrombin  is  considered  as  the 
inactive  procursor  of  thrombin.  At  the  on- 
set the  conversion  of  prothrombin  to  throm- 
bin takes  place  at  a relatively  slow  rate  but 
once  it  starts  it  continues  at  a rate  almost 
explosive  in  character.  Just  what  brings 
about  this  accelerated  reaction  is  not  fully 
understood  and  it  is  the  basis  of  much  of  the 
disagreement  amongst  investigators  of  co- 
agulation. 

Fibrinogen  — This  is  a labile  protein  hav- 
ing a molecular  weight  of  40,000  and  is 
formed  in  the  liver.  Under  normal  condi- 
tions it  is  present  in  the  plasma  in  a con- 
centration of  0.2  to  0.4  gm.  per  100  cc. 
When  fibrinogen  is  absent  from  the  plasma, 
blood  coagulation  fails  to  take  place.  A de- 
ficiency only  will  result  in  an  alteration  of 
the  clot  but  will  not  change  the  speed  of  co- 
agulation very  much.  The  critical  level  be- 
fore bleeding  occurs  is  approximately  0.06 
gm.  per  100  cc.  Fibrin  is  derived  from  the 
interaction  of  thrombin  and  fibrinogen. 
Thrombin  causes  the  formation  of  needle- 
shaped  protofibrils  which  align  themselves  in 
thread-like  strands.  These  fibrils  cause  en- 
meshment  of  the  total  clot,  becoming  quite 
adhesive  and  possessing  the  property  of  con- 
traction. Blood  platelets  again  enter  into 
the  process  of  coagulation  at  this  phase. 
They  clump  together  into  nuclei  forming  the 
focal  points  from  which  strands  of  fibrin  ra- 
diate. It  is  believed  that  they  exert  a spe- 
cific effect  on  the  fibrin,  causing  certain 
physical  changes  to  take  place. 

For  purposes  of  further  orientation  in 
terminology  of  new  factors  known  in  coagu- 
lation, the  following  scheme  is  offered: 


VARIOUS  TERMS  USED  BY  DIFFERENT  WORKERS 
TO  DESIGNATE  SIMILAR  FACTORS 
IN  COAGULATION 


Thromboplastinogen 

Antihemophilic 

factor 

Globulin  substance 
Thromboplastin 
Plasma  component 


Labile  Factor 
Factor  V and  VI 
Proaccelerin 
and  accelerin 
Plasma  and  serum 
Accelerator 
globulin 
Prothrombin 
Conversion 
Accelerator  I 


Stable  Factor 
Factor  VII 
Proconvertin 
Serum  prothrombin 
conversion  acceler- 
ator 
(SPCA) 

Prothrombin  con- 
version 
Accelerator  II 


From  the  clinician’s  standpoint  it  seems 
wisest  to  use  a coagulation  theory  that  more 
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precisely  suggests  a clinical  entity  when  an 
abnormality  is  present.  This,  of  necessity, 
requires  some  degree  of  simplification  of  the 
present  day  theoretical  considerations  and 
thus  may  leave  out  certain  points  that  would 
be  considered  of  primary  importance  by 
many  workers. 

The  mechanism  of  blood  coagulation  re- 
mains complex  and  an  attempt  will  be  made 
by  schematic  measures  to  simplify  the  pro- 
cess. The  concepts  of  Quick  will  be  heavily 
drawn  upon.  In  1905,  Morawitz  presented 
the  following  classical  scheme  of  blood  coag- 
ulation : 

1.  Prothrombin  + thromboplastin  + ionized  cal- 
cium = thrombin. 

2.  Thrombin  + fibrinogen  = fibrin. 

In  the  modern  concept  other  factors  are 
known  to  enter  into  the  clotting  process.  Al- 
so three  distinct  phases  are  recognized : 

1.  Activation  of  thromboplastin. 

2.  The  formation  of  thrombin. 

3.  The  production  of  fibrin. 


labilizes  the  blood  platelets,  thus  bringing 
about  the  interaction  of  thromboplastino- 
genase  (platelet  factor)  and  the  activat- 
ed thromboplastinogen  producing  increasing 
amounts  of  thromboplastin.  When  this  lat- 
ter substance  reaches  sufficient  levels  it 
converts  prothrombin  to  thrombin  in  the 
presence  of  labile  factor  and  calcium.  At  the 
outset,  this  reaction  is  relatively  slow  but 
suddenly  it  becomes  markedly  accelerated. 
It  is  quite  generally  believed  that  blood  plate- 
lets release  an  accelerator  for  the  conversion 
of  prothrombin  to  thrombin.  It  is  not  com- 
pletely understood  just  how  the  labile  fac- 
tor enters  into  the  clotting  process,  but  this 
substance  is  considered  to  be  one  of  the  basic 
factors  and  in  some  way  through  interaction 
with  thrombin  it  takes  on  the  property  of  an 
accelerator.  The  role  that  the  stable  factor 
plays  in  blood  coagulation  is  not  well  under- 
stood. Quick6  believes  that  this  factor  is 
closely  related  to  prothrombin  in  its  physical 
properties  as  well  as  in  its  action.  Experi- 
ments with  absorbing  agents  and  with  de- 


»->  PLATELET 

i 

Thromboplastinogenase 

+ 

Thromboplastinogen 

Inactive  prothrombin 

+ 

Labile  factor 

(Conversion  accelerator  II) 


PROTHROMBIN 


Thromboplastin 


Calcium 
Labile  Factor 

^ Active  prothrombin 


Stable  factor 


Fibrinogen 


V 

Thrombin 

nU 


Fibrin 


Following  injury  to  a vessel  the  coagula- 
tion mechanism  is  immediately  set  in  motion. 
According  to  Quick4,  blood  remains  in  the 
fluid  state  because  thromboplastinogen  re- 
mains inactive.  To  make  it  active  throm- 
bin has  to  be  present.  The  initial  thrombin 
formation  is  dependent  upon  the  release  of 
thromboplastin  from  injured  tissue,  which, 
in  turn,  sets  the  total  process  in  motion.  By 
an  autocatalytic  process  thromboplastin  ac- 
tivates thromboplastinogen  and  this,  in  turn, 


prothrombinization  which  affect  prothrom- 
bin levels  do  the  same  to  the  stable  factor. 
It  is  generally  believed  that  it  exists  in  the 
precursor  state. 

Thrombin  thus  formed  acts  on  fibrinogen 
as  an  enzyme  to  form  fibrin.  This  type  of 
reaction  is  thought  to  be  true  because  only 
a small  amount  of  thrombin  is  necessary  to 
bring  about  the  last  phase  of  coagulation. 
This  is  also  the  explanation  'of  why  coagula- 
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tion  eventually  takes  place  in  hemophilia 
and  thrombocytopenia  in  spite  of  the  fact 
that  only  small  amounts  of  prothrombin  are 
converted  to  thrombin.  Excesses  of  throm- 
bin do  not  remain  free  for  very  long  periods. 
It  is  believed  that  thrombin  is  inactivated  by 
antithrombin  substance.  It  is  also  removed 
by  fixation  on  the  fibrin. 

The  neutralizing  factors  of  coagulation 
are  very  important,  but  time  does  not  per- 
mit a discussion  of  this  part  of  blood  fluidity. 
The  substances  of  this  nature  known  to  ex- 
ist are  antithrombin,  antithromboplastin, 
antiprothrombin,  heparin,  and  fibrinolysin. 
The  exact  role  that  these  substances  play  in 
the  mechanism  of  blood  coagulation  is  not 
well  understood.  It  is  quite  generally  be- 
lieved that  an  excess  of  one  or  more  of  these 
substances  could  be  the  cause  of  abnormal 
bleeding. 

FIBRINOGEN  DEFICIENCY 

Hemorrhagic  diatheses  due  to  fibrinogen 
deficiencies  are  becoming  better  understood. 
When  this  clotting  factor  is  absent  from  the 
blood,  coagulation  fails  to  take  place;  and 
when  there  is  a deficiency,  the  number  of 
fibrin  strands  and  the  stability  of  the  clot 
vary  directly  with  the  fibrinogen  concentra- 
tion. The  fibrinogen  level  of  the  blood  can 
be  determined,  and,  in  a qualitative  way, 
fibrinogen  levels  can  be  indicated  sufficient- 
ly for  treatment  purposes  by  taking  fre- 
quent “clot  observation  tests.”  The  exact 
critical  level  of  fibrinogen  that  is  associated 
with  abnormal  bleeding  from  lacerated  tis- 
sue is  not  definitely  known,  but  serious  hem- 
orrhage has  been  reported  when  values 
reached  90  mg.  per  cent  in  cases  of  acquired 
afibrinogenemia.  It  is  believed  that  the  to- 
tal fibrinogen  in  the  circulating  blood  of  a 
normal  person  is  8 to  12  gm. 

Constitutional  afibrinogenemia  is  a rare 
congenital  condition.  It  is  thought  to  be  an 
inherited  condition.  Very  little  has  been  re- 
ported about  this  condition  probably  because 
the  affected  individual  dies  early  in  life. 

Acquired  or  secondary  forms  are  more  in- 
teresting and  more  common.  Fibrinogen  de- 
ficiency of  some  degree  may  be  found  in 
scurvy,  pellagra,  pernicious  anemia,  and 
myelocytic  leukemia.  Hemorrhagic  manifes- 
tations due  to  this  deficiency  may  be  great 
in  diffuse  carcinomatosis  and  severe  liver 
disease  and  cause  marked  disturbance  in 
clotting.  The  coagulation  defect  may  be  fur- 


ther aggravated  by  a concomitant  hypopro- 
thrombinemia. 

In  September,  1953,  Duncan  Reed  et  aP 
reported  on  observations  of  intravascular 
clotting  and  afibrinogenemia  in  the  syn- 
drome of  amniotic  fluid  embolism,  which 
they  prefer  to  call  amniotic  fluid  infusion, 
in  some  cases  of  severe  premature  separa- 
tion of  the  placenta8  and  in  certain  cases  of 
long-standing  fetal  death9.  Time  does  not 
permit  me  to  report  too  completely  the  mech- 
anism of  defibrination  that  the  authors  de- 
velop in  these  three  obstetrical  conditions. 

Briefly,  they  state  that  by  slow  “amniotic 
fluid  infusion”  the  blood  will  become  inco- 
agulable due  to  defibrination.  This  defibrin- 
tion,  in  turn,  is  thought  to  be  due,  in  the 
first  place,  to  abnormal  intravascular  clot- 
ting initiated  by  the  thromboplastic  prop- 
erties of  amniotic  fluid,  and  secondly  to  a 
circulating  fibrinolysin.  The  primary  de- 
fect producing  this  abnormal  hemostasis  is 
a low  concentration  of  circulating  fibrinogen 
which  can  be  restored  by  the  administration 
of  adequate  amounts  of  fibrinogen. 

In  severe  premature  separations  of  the 
placenta,  defective  hemostasis  is  quite  com- 
mon. This  hemorrhagic  diathesis  is  thought 
to  be  due  to  afibrinogenemia  but  the  exact 
mechanism  is  not  well  understood.  The  au- 
thors cited  above  present  the  concept  that 
fibrinogen  depletion  results  from  extensive 
intravascular  clotting  which  is  initiated  by 
the  introduction  of  a thromboplastic  ma- 
terial into  the  systemic  circulation  from  the 
extensive  surfaces  opened  by  the  placental 
separation.  The  alteration  in  hemostatic 
mechanism  follows  rather  than  precedes  the 
placental  separation.  The  defect  in  this 
condition,  as  in  the  first  obstetrical  condi- 
tion cited  previously  which  is  associated  with 
afibrinogenemia,  is  also  corrected  by  the  ad- 
ministration of  fibrinogen. 

Acquired  afibrinogenemia  also  occurs  in 
some  obstetrical  cases  after  long-standing 
fetal  death.  Reed  et  aP  have  demonstrated 
that  the  chief  hemostatic  change  in  these 
cases  is  a defibrination  of  the  blood,  and 
they  assume  that  this  change  is  produced  by 
intravascular  coagulation  due  to  the  escape 
of  a thromboplastic  material  derived  from 
the  autolysis  of  decidua  or  placental  tissue 
into  the  maternal  circulation.  Fibrinogen 
levels  can  be  restored  by  the  administration 
of  fibrinogen,  thus  correcting  the  coagula- 
tion defect. 
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The  findings  that  are  important  in  the  di- 
agnosis and  treatment  of  acquired  afibrino- 
genemia are  as  follows: 

1.  Low  fibrinogen  blood  levels. 

2.  Failure  of  the  blood  to  clot  initially. 

3.  Use  of  the  “clot  observation  test”  to  deter- 
mine degrees  of  clot  fragmentation  and  dis- 
solution. 

THROMBOCYTOPENIC  PURPURA 

Probably  the  best  known  hemorrhagic 
state  is  a group  of  conditions  listed  under 
the  heading  of  thrombocytopenic  purpura. 
The  group  is  composed  of  primary  and  sec- 
ondary forms.  The  latter  type  will  be  dis- 
missed by  calling  attention  to  a few  facts 
pertinent  to  our  discussion.  It  may  be  de- 
fined as  a hemorrhagic  syndrome  associated 
with  a reduction  in  blood  platelets  due  to  a 
known  causative  agent.  The  better  known 
causes  are: 

1.  Drugs  and  chemicals,  generally  induced  in  a 
sensitive  patient  by  the  specific  substance. 

2.  Diseases  of  the  hematopoietic  organs,  chiefly 
a part  of  acute  and  chronic  leukemias. 

3.  Certain  diseases  of  the  spleen,  such  as  Banti’s 
syndrome,  Gaucher’s  disease,  etc. 

4.  Physical  agents,  namely,  various  forms  of  ion- 
izing irradiation. 

5.  Severe  infections,  as  septicemia,  typhus,  sub- 
acute bacterial  endocarditis,  and  others. 

6.  Systemic  conditions  occasionally  occurring  in 
nephritis,  sarcoidosis,  disseminated  lupus  ery- 
thematosis,  and  others. 

7.  Allergic  states.  This  group  is  somewhat  con- 
troversial but  purpura  occasionally  is  encount- 
ered as  the  chief  sign  of  an  allergic  reaction. 

The  pathogenesis  of  primary  thrombocy- 
topenic purpura  is  rather  complex.  This 
condition  is  characterized  by:  (1)  reduction 
of  the  number  of  circulating  blood  platelets ; 
(2)  a prolonged  bleeding  time;  (3)  poor  clot 
retraction;  (4)  a decrease  in  capillary  re- 
sistance. The  chief  sign  of  this  disease,  pur- 
pura or  spontaneous  frank  bleeding,  is  the 
result  of  the  above  hemostatic  defects.  The 
deficiency  of  blood  platelets  gives  rise  to  a 
reduction  in  thromboplastinogenase.  It  fol- 
lows that  thromboplastin  formation  is  not 
adequate  and  this  inadequacy  results  in  low 
prothrombin  conversion. 

The  causes  of  the  decreased  platelet  level 
may  be  classified  as  follows:  (1)  decreased 

formation;  (2)  increased  destruction;  (3) 
increased  requirement  for  platelets ; and 
(4)  a combination  of  the  above  factors. 
For  many  years  the  activity  of  the  spleen 
has  been  associated  with  platelet  reduction  in 
various  ways.  Kaznelson  assumed  that  in 


essential  thrombocytopenia  the  platelets 
were  destroyed  by  the  spleen  more  rapidly 
than  normally,  and  this  was  considered  as 
the  basic  reason  for  the  effectiveness  of 
splenectomy.  Unfortunately,  this  concept 
has  not  proven  as  simple  as  it  seemed  when 
it  was  first  considered.  Later,  hypersplen- 
ism  has  been  advanced  as  the  answer  to 
many  cases  of  essential  thrombocytopenia. 
Time  does  not  permit  any  lengthy  discussion 
of  this  mechanism  but  it  probably  denotes 
a multiple  state.  It  has  been  hypothecated 
(Frank)  that  the  spleen  produces  a sub- 
stance that  arrests  the  maturation  of  mega- 
karyocytes in  the  bone  marrow.  This  con- 
cept has  support  in  the  fact  that  splenic  ex- 
tracts from  human  cases  are  capable  of 
bringing  about  thrombocytopenia  in  the  ex- 
perimental animal.  In  addition  to  this  con- 
cept it  may  be  argued  that  further  features 
of  hypersplenism  are  sequestration  of  plate- 
lets in  the  system  plus  excessive  thrombo- 
cytolysis. 

Recently  Moore10  and  Harrington  et  aln 
have  advanced  the  concept  that  many  cases 
of  idiopathic  (or  essential)  thrombocyto- 
penic purpura  are  due  to  the  development  of 
platelet  agglutinins  which  inhibits  platelet 
formation  centrally  and  lead  to  their  destruc- 
tion peripherally.  This  mechanism  is  an 
immunologic  one.  The  effective  agglutinin 
has  been  labeled  ITP.  These  investigators 
found  that  when  a normal  individual  is 
transfused  with  ITP,  a precipitous  fall  in 
circulating  platelets  occurs  plus  character- 
istic changes  in  the  megakaryocytes.  The 
platelet  count  returns  to  normal  in  two  to 
six  days,  and  a concomitant  recovery  of  the 
megakaryocytes  takes  place.  These  studies 
have  been  used  to  explain  the  favorable  ef- 
fects of  hormone  therapy  and  of  splenec- 
tomy. It  is  believed  that  the  hormone 
changes  the  immunologic  mechanism,  re- 
ducing the  titre  of  the  platelet  agglutinin. 
On  the  other  hand,  splenectomy  is  effective 
because  it  reduces  the  antibody  titre,  and 
the  organ  is  removed  in  which  most  of  the 
platelet  destruction  is  presumed  to  occur. 
Cases  that  do  not  seem  to  fit  this  mechanism 
should  be  considered  in  the  light  of  other 
concepts  offered  so  that  prognosis  and  treat- 
ment will  be  more  nearly  correct. 

It  is  to  be  recognized  from  what  has  been 
said  above  that  nothing  has  been  said  about 
the  part  that  increased  vascular  permeabil- 
ity plays  in  the  mechanism  of  essential 
thrombocytopenic  purpura.  * This  vascular 
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change  is  extremely  significant  in  this  con- 
dition and  seems  to  be  definitely  related  to 
the  low  platelet  count. 

PROTHROMBIN  DEFICIENCY 

There  is  a well-known  group  of  hemor- 
rhagic conditions  resulting  from  the  defi- 
ciency of  prothrombin.  They  comprise  both 
congenital  and  acquired  types.  These  condi- 
tions are  the  result  of  decreased  prothrom- 
bin activity,  but  later  developments  have 
altered  the  classical  concept  of  this  phase 
of  coagulation.  For  the  sake  of  clarity,  we 
will  review  in  part  some  of  the  physiology 
of  prothrombin.  In  1943,  Quick  found  that 
prothrombin  was  not  a unitary  substance 
but  there  was  a second  factor  which  he 
called  “labile  factor.”  Later  he  and  Stefa- 
nini12  found  that  this  special  factor  was  not 
an  accelerator  of  prothrombin  conversion 
but  actually  was  a component  taking  part  in 
the  reaction  to  form  thrombin.  From  their 
investigations  they  further  concluded  that 
prothrombin  activity  was  dependent  upon  a 
complex  made  up  of  free  prothrombin,  labile 
factor,  and  a prothrombin  precursor  desig- 
nated prothrombinogen.  The  role  of  pro- 
thrombinogen  remains  a question,  and  Quick6 
doubts  whether  prothrombinogen  plays  any 
immediate  role  in  physiological  coagulation. 
He  further  reminds  us  that  only  a part  of 
the  free  prothrombin  is  converted  to  throm- 
bin during  coagulation.  For  purposes  of  di- 
agnosis it  must  be  remembered  that  pro- 
thrombin activity,  measured  by  the  one- 
stage  method,  depends  upon  the  concentra- 
tions of  free  prothrombin,  the  labile  factor, 
and  calcium.  The  further  discussion  of  pro- 
thrombin deficiency  will  be  confined  to  free 
prothrombin.  The  deficiency  of  labile  fac- 
tor as  a clinical  entity  will  be  considered 
later  on  in  the  discussion. 

Hypoprothrombinemia  has  been  proven  to 
exist  as  a congenital  condition.  It  has  been 
clearly  shown  that  the  defect  is  both  con- 
genital and  hereditary.  Rhoads  and  Fitz- 
Hugh13  were  the  first  to  report  such  a case 
and  noted  that  neither  the  bleeding  tendency, 
nor  the  prothrombin  level  responded  to  Vita- 
min K.  Quick  has  reported  further  on  this 
type  of  case  and  concluded  that  there  are 
three  types  of  congenital  hypoprothrombi- 
nemia one  of  which  is  due  to  the  lack  of  la- 
bile factor. 

The  acquired  hypoprothrombinemias  may 
be  grouped  as  follows: 


I.  Those  cases  due  to  deficiency  in  Vitamin  K. 

A.  Dietary  deficiency. 

B.  Sterilization  of  the  large  bowel  by  sulfona- 
mides or  antibiotic  drugs. 

C.  Prothrombin  deficiency  in  the  newborn. 

D.  Insufficient  absorption  of  Vitamin  K. 

1.  Obstructive  jaundice. 

2.  Biliary  fistula. 

3.  Idiopathic  steatorrhea. 

II.  Defect  in  Vitamin  K metabolism. 

A.  Severe  liver  disease. 

B.  Toxic  effect  of  anti-coagulants:  dicumarol, 
salicylates,  etc. 

In  practically  all  instances  the  prothrom- 
bin concentration  must  be  reduced  to  20  per 
cent  of  normal  before  signs  of  bleeding  be- 
come manifest. 

Inadequate  intake  of  Vitamin  K is  a pos- 
sibility in  anorexia  nervosa  and  in  individu- 
als having  peculiar  dietary  habits.  Low  or 
deficient  absorption  of  K may  be  seen  in  ob- 
structive jaundice  and  in  biliary  fistula  due 
to  the  absence  of  bile  salts  which  are  essen- 
tial to  the  absorption  of  fat  soluble  Vitamin 
K.  Primary  defective  absorption  of  the 
vitamin  may  result  from  chronic  ulcera- 
tive colitis,  severe  diverticulitis,  and 
steatorrhea.  Much  of  the  vitamin  K avail- 
able for  prothrombin  formation  is  produced 
by  synthesis  by  the  action  of  bacteria  nor- 
mally present  in  the  bowel.  Any  condition, 
such  as  bowel  sterilization  by  antibiotics, 
which  decreases  the  available  Vitamin  K, 
can  result  in  hypoprothrombinemia.  In  hem- 
orrhagic disease  of  the  newborn  there  is  pro- 
thrombin deficiency  resulting  from  a com- 
bination of  the  following  factors : 

1.  Lack  of  vitamin  K in  maternal  diet. 

2.  Low  intake  of  vitamin  K in  early  postnatal 
period. 

3.  Lack  of  biosynthesis  of  K in  early  postnatal 
period. 

4.  Poor  liver  function  (as  in  immaturity,  anoxic 
states,  etc.) 

Hypoprothrombinemia  is  a common  find- 
ing in  severe  liver  disease  due  to  failure  of 
this  particular  liver  function.  This  defect 
is  so  constant  in  liver  disease  it  forms  the 
basis  of  a satisfactory  liver  function  test.  It 
is  true  that  deficient  fibrinogen  formation  is 
also  seen  in  severe  liver  disease  but  hypo- 
prothrombinemia is  the  most  constant  and 
most  significant  hemostatic  defect  in  this 
clinical  condition. 

Hemorrhage  may  present  itself  as  a com- 
plication in  the  use  of  a coumarin  compound 
(Dicumarol)  as  an  anticoagulant.  It  is  not 


October,  1955 


361 


fully  understood  how  Dicumarol  reduces  pro- 
thrombin activity  but  it  is  quite  generally 
believed  that  prothrombin  production  is  de- 
creased by  disturbing  the  enzymatic  process. 
The  hemostatic  defect  can  be  corrected  in 
most  instances  by  the  administration  of  large 
doses  of  the  vitamin  K oxide. 

HEMOPHILIA  AND  HEMOPHILIOID  STATES 

Hemophilia,  a relatipely  rare  hemorrhagic 
disease,  has  attracted  unusual  interest 
through  the  ages.  It  is  a blood  disorder 
characterized  by  episodes  of  prolonged  hem- 
orrhage, by  prolonged  coagulation  time,  by 
low  levels  of  thromboplastinogen,  and  by 
certain  hereditary  tendencies.  It  is  confined 
exclusively  to  males  and  is  transmitted  by 
females  as  a recessive  sex-linked  character. 
The  ordinary  laboratory  tests  used  to  differ- 
entiate the  more  common  coagulation  dis- 
turbances such  as  platelet  count,  bleeding 
time,  Rumpel-Leede  test,  prothrombin  time, 
total  fibrinogen  and  clot  retraction,  are  nor- 
mal. 

Clinically,  hemophilia  is  simulated  by  other 
conditions  with  coagulation  defect  resulting 
from  familial  or  congenital  abnormalities. 
Earlier,  these  conditions  were  called  hemo- 
philioid  states  bearing  some  qualifying  pre- 
fix or  adjective.  During  the  last  ten  years 
the  deficient  factor  has  been  identified  in 
some  of  these  cases,  thereby  clearing  up  the 
mystery  of  the  disease.  Some  of  these  con- 
ditions will  be  taken  up  later  in  the  discus- 
sion. 

The  mechanism  of  hemophilia  is  quite 
generally  believed  to  be  due  to  a deficiency  of 
a plasma  component,  antihemophiliac  factor 
(AHF)  designated  thromboplastinogen,  by 
Quick.  In  the  normal,  prothrombin  disap- 
pears rapidly  after  coagulation  but  in  hemo- 
philia very  little  prothrombin  is  consumed,  as 
may  be  determined  by  the  prothrombin  con- 
sumption test.  In  simpler  terms,  the  pro- 
thrombin is  not  converted  to  thrombin.  The 
addition  of  normal  blood  corrects  this  ab- 
normality. Brinkhous14  has  devised  methods 
for  assay  of  the  AHF  factor  and  has  deter- 
mined that  the  defect  is  quantitative  in  na- 
ture and  is  genetically  determined.  The  de- 
gree of  thromboplastinogen  deficiency  is 
present  at  birth  and  is  believed  to  remain 
constant  throughout  life.  Geneticists  advise 
us  that  with  random  mating  such  a rare  de- 
fect as  hemophilia  should  disappear  after 
about  three  generations.  It  is  well  known 


that  the  incidence  of  the  disease  has  re- 
mained fairly  constant.  This  would  indicate 
that  the  condition  does  apparently  arise 
de  novo , and  it  is  generally  believed  that  this 
takes  place  as  the  result  of  chance  mutation. 
In  this  type  of  case  the  hereditary  factors 
and  the  hematological  pattern  are  similar  to 
the  classical  case  in  all  details.  Brinkhous 
has  found  that  these  same  hereditary  fac- 
tors that  occur  in  the  human  also  exist  in  the 
dog.  In  these  animals  it  was  found  that  the 
coagulation  defect  was  identical  with  that 
known  to  be  present  in  human  hemophilia, 
and  they  have  afforded  a good  opportunity 
for  a further  study  of  this  condition. 

A number  of  hemorrhagic  states  resemble 
hemophilia  very  closely.  These  hemophilioid 
states  have  given  rise  to  much  confusion  and 
have  been  the  source  of  many  new  terms  in 
hematology.  Fortunately  these  conditions 
are  extremely  rare  and  in  the  strict  clinical 
sense  are  of  academic  interest  only.  For 
sake  of  completeness  and  orientation,  the  bet- 
ter established  deficient  hemorrhagic  states 
of  this  group  will  be  briefly  reviewed. 

The  term  pseudohemophilia  has  been  ap- 
plied differently  to  cases  of  abnormal 
bleeding,  but  von  Willebrandt  has  used  this 
term  to  designate  cases  showing  marked  ten- 
dency to  bleed,  having  a positive  tourniquet 
test  and  prolonged  bleeding  time  but  with 
normal  platelet  count  and  a normal  coagula- 
tion time.  The  bleeding  tendency  was  inher- 
ited but  the  siblings  of  either  sex  might  ex- 
hibit the  defect.  The  term  pseudohemophilia 
has  been  used  by  others  to  designate  hem- 
orrhagic disorders  that  do  resemble  hemo- 
philia in  some  respects  but  are  not  true  vari- 
ants of  the  classical  condition. 

Because  new  coagulation  factors  have  been 
identified  as  the  causative  deficiency  in 
these  various  hemophilioid  states,  the  condi- 
tions have  naturally  been  established  as 
clinical  entities.  The  most  of  these  are  re- 
lated to  deficiencies  in  prothrombin  com- 
plex. 

One  of  these  conditions  was  reported  by 
Owren15,  in  1947.  He  reported  his  case  as  a 
hemorrhagic  diathesis  due  to  the  absence  of 
a previously  unknown  clotting  factor.  He 
attributed  the  bleeding  tendency  to  the  lack 
of  factor  V,  a blood  clotting  component  later 
quite  generally  known  as  labile  factor.  He 
called  this  condition  parahemophilia  because 
of  the  clinical  similarity  to  hemophilia.  Many 
other  cases  have  been  reported,  and  now  the 
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condition  is  well  established  as  a clinical  en- 
tity. Quick  classifies  this  condition  as  a con- 
genital deficiency-state  under  this  group  of 
hypoprothrombinemic  conditions.  Brink- 
hous  et  al 16  list  it  in  their  classification  as 
hemophilioid  state  A.  In  this  group  of  cases 
the  prothrombin  time  is  prolonged,  and 
Quick  maintains  that  this  is  due  to  a defi- 
ciency of  labile  factor;  he  further  states 
that  stored  plasma  will  closely  resemble  plas- 
ma obtained  from  a patient  deficient  in  this 
clotting  agent. 

In  1951,  Alexander  et  al 17  described  a hem- 
orrhagic diathesis  which  had  not  been  previ- 
ously recognized,  and  the  clotting  defect  was 
thought  to  be  due  to  a deficiency  of  serum 
prothrombin  conversion  accelerator  (SPCA). 
Here  again  different  investigators  have  con- 
sidered the  defect  under  different  headings. 
Quick  has  considered  it  as  a clinical  state 
due  to  deficiency  of  stable  factor,  and  Brink- 
hous16  placed  it  in  the  category  of  hemophili- 
oid state  B.  Only  a few  cases  have  been  re- 
ported. They  exhibit  a bleeding  tendency 
that  is  clinically  like  hemopnilia.  The  rela- 
tion of  stabile  factor  to  the  coagulation  of 
blood  is  not  fully  understood.  It  is  believed 
that  it  exists  in  a precursor  state.  Quick  re- 
ports that  stable  factor  is  a distinct  sub- 
stance closely  related  to  prothrombin  both  in 
its  physiological  properties  and  in  its  action. 
A diminution  in  stable  factor  is  accompanied 
by  a prolongation  in  prothrombin  time  and 
a slowing  of  the  conversion  of  prothrombin 
to  thrombin. 

In  a series  of  papers  in  1952,  Aggeler 
et  alls’ld  describe  a new  disease  resembling 
hemophilia  which  they  concluded  was  due 
to  a deficiency  of  a new  coagulation  factor, 
plasma  thromboplastin  component  (PTC). 
Several  cases  have  been  reported,  and  labora- 
tory evidence  seems  sufficient  to  classify  it 
as  a clinical  entity.  In  the  grouping  of 
Brinkhous16  it  is  called  hemophilioid  state  C. 
“Moena’s  anomally,”  reported  by  Roller 
et  al 20,  and  “Christmas  Disease/’  reported  by 
Biggs  et  al21,  are  in  all  probability  caused  by 
PTC  deficiency.  Individuals  suffering  from 
this  disease  show  a deficient  prothrombin 
utilization  with  normal  quantities  of  anti- 
hemophilic factor.  Their  clotting  time  is 
prolonged  because  of  delayed  thrombin  for- 
mation, while  most  of  the  other  tests  for 
bleeding  diathesis  are  normal.  It  has  been 
established  that  the  disease  is  inherited  and 
appears  to  be  sex-linked.  Sporadic  cases 
have  been  reported.  The  deficit  can  be  cor- 


rected temporarily  by  Russell  Viper  Venom 
and  by  the  use  of  dilute  tissue  thromboplas- 
tin, and  by  normal  plasma. 

In  1953,  Rosenthal  et  al22  described  three 
cases  of  a seemingly  new  hemorrhagic  con- 
dition occurring  in  one  family  which  they 
believed  was  due  to  a previously  undescribed 
clotting  factor.  This  factor  they  named 
plasma  thromboplastin  antecedent.  The  clot- 
ting time  is  somewhat  prolonged;  however, 
the  prothrombin  consumption  test,  platelet 
count,  bleeding  time,  clot  retraction,  and  pro- 
thrombin levels  were  found  to  be  normal. 
These  cases  are  classified  as  hemophilioid 
state  D.  by  Brinkhous16. 

This  substance  is  essential  for  thrombo- 
plastic  elaboration  and  is  not  consumed  in 
clotting.  A deficiency  causes  poor  prothrom- 
bin consumption,  and  the  disease  resembles, 
in  most  respects,  a mild  hemophilia.  The 
condition  affects  both  sexes  and  up  to  the 
present  time  is  considered  to  be  a dominant 
characteristic.  The  defect  is  temporarily 
corrected  by  either  serum  or  plasma. 

It  is  very  likely,  as  time  goes  on,  that  some 
cases  previously  considered  to  be  hemophilia 
will  be  found  to  be  one  of  the  above  men- 
tioned specific  clotting  factor  deficiencies, 
or  possibly  due  to  some  other  factor  not  yet 
identified.  The  recognition  of  these  rare 
cases  is  beyond  the  reach  of  the  ordinary 
laboratory  and  usual  hematological  methods, 
because  the  key  to  the  diagnosis  depends  up- 
on the  localization  of  the  clotting  defect. 
This  requires  many  studies  of  both  a positive 
and  negative  kind,  plus  the  comparative  clot- 
ting studies  of  plasma  and  serum  of  the  nor- 
mal with  the  plasma  and  serum  of  the  pa- 
tients with  known  and  unknown  clotting  fac- 
tor deficiencies.  It  seems  very  probable 
that  in  the  not  too  distant  future  the  various 
factors  of  clotting  will  be  completely  identi- 
fied, probably  measured,  and  their  struc- 
ture determined,  thus  giving  us  exact  knowl- 
edge of  the  mechanism  of  blood  coagulation 
and  the  various  hemorrhagic  states. 

The  study  of  coagulation  mediates  a chain 
reaction  that  leads  the  student  into  many 
avenues  of  science. 
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Federal  Medical  Services: 


Their  Impact  on  Taxpayers* 


The  author  discusses,  briefly,  the  report  of  the 
Hoover  Commission  on  Federal  Medical  Services. 

It  is  almost  impossible  to  paint  a word  picture  of 
the  utter  lack  of  co-ordination,  of  the  Rooseveltian 
waste  of  money  and  of  professional  and  technical 
personnel,  and  of  the  chaotic  administrative  situa- 
tion revealed  by  the  original  report.  Doctor  An- 
drews, however,  gives  the  reader  the  highlights  of 
the  Commission's  report  and  indicates  the  rem- 
edies proposed  by  the  Commission.  He  also  sug- 
gests an  additional  step  in  the  remedial  program. 

EDITOR 

THE  Press  release  on  February 
28,  1955,  of  the  Hoover  Com- 
mission Report  on  Federal 
Medical  Services,  forcibly,  impartially,  and 
factually,  revealed  one  major  source  of 
governmental  waste  and  inefficiency  with 
its  consequent  impact  upon  the  taxpayer. 

In  this  intensive  study  the  Hoover  Com- 
mission had  the  services  of  an  able  task 
force  of  some  sixteen  members  — men  of 
recognized  ability,  experience,  and  judge- 
ment. Among  them  were  business  execu- 
tives, heads  of  universities,  the  chief  medical 
director  of  the  veterans  administration,  hos- 
pital administration  executives,  outstanding 
physicians  of  many  branches  of  medicine, 
finance  experts,  insurance  executives,  public 
health  officials,  representatives  of  the  three 
armed  services  and  the  department  of  de- 

*Read  before  the  Polemic  Club  at  Lincoln,  Nebraska,  May, 
1955. 
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fense.  Incidentally,  twelve  of  the  sixteen 
members  are  veterans  of  our  wars.  To  say 
that  the  publication  of  this  report,  with  its 
recommendations  was  received  with  widely 
differing  reactions  by  various  groups  of  our 
citizens,  might  be  termed  the  understate- 
ment of  the  year.  Many  federal  medical 
services  have  come  into  being  during  the 
past  150  years.  These  involve  huge  expendi- 
tures — $4,149  million  in  1954,  including 
$2,030  million  in  disability  allowances  — and 
a great  deal  of  waste  which  could  be  pre- 
vented. 

The  first  Commission  on  Organization  of 
the  Executive  Branch  stated  on  March  16, 
1349: 

“The  enormous  and  expanding  federal 
medical  activities  are  devoid  of  any 
central  plan.  Four  large  and  many 
smaller  government  agencies,  obtain 
funds  and  build  hospitals  with  little 
knowledge  of,  and  no  regard  for,  the 
needs  of  the  others.  They  compete  with 
each  other  for  scarce  personnel.  No  one 
has  responsibility  for  an  overall  plan. 
There  is  not  even  a clear  definition  of 
the  classes  of  beneficiaries  for  whom 
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care  is  to  be  planned.  The  government 
is  moving  into  uncalculated  obligations 
without  an  understanding  of  their  ulti- 
mate costs,  of  the  lack  of  professional 
man  power  available  to  discharge  them, 
or  of  the  adverse  effect  upon  the  hos- 
pital system  of  the  country.” 

The  investigation  by  a new  task  force 
and  the  present  Commission  indicate  that 
little  fundamental  improvement  in  federal 
medical  services  has  been  made  in  the  inter- 
vening six  years.  The  Commission  states  at 
the  outset  that  no  criticism  is  directed  at 
the  able  medical  personnel,  civilian  staffs, 
or  the  beneficient  purposes  of  the  services, 
but  at  the  system  itself. 

The  Federal  Government  has  undertaken 
a large  measure  of  responsibility  to  protect 
the  health  of  the  whole  160  million  people 
in  the  nation.  It  has  undertaken  “specific” 
responsibility  for  all  or  part  of  the  care  of 
about  30  million  of  them.  About  4 million 
persons,  mostly  active  military  personnel, 
are  entitled  to  complete  medical  care;  some 
3.5  million  veterans  are  also  entitled  to  com- 
plete care  for  their  service  connected  dis- 
abilities. There  are  17.5  million  veterans 
with  “non”  - service  - connected  disabilities 
who  are  eligible  for  free  hospitalization  and 
treatment,  on  their  statement  of  inability  to 
pay.  No  investigation  of  the  accuracy  of 
such  statement  is  made  by  any  agency.  The 
abuses  of  this  provision  are  obviously  legion 
in  number;  if  they  were  not  so  extremely 
costly  to  the  taxpayers,  they  would  be  amus- 
ing. The  publication  of  such  sworn  state- 
ments would  be  most  embarrassing  to  many 
prominent  citizens  in  the  community,  includ- 
ing a former  governor  and  retired  justice  of 
the  supreme  court  of  Nebraska. 

Twenty-six  federal  departments  or  agen- 
cies engage  in  one  or  more  of  these  health 
functions  — 2 units  of  the  executive  office, 
all  10  executive  departments,  12  dependent 
agencies,  and  2 quasi-governmental  agencies. 
Within  these  agencies  66  administrative 
units  have  health  functions.  Three  of  these 
agencies  — the  Department  of  Defense,  the 
Veteran’s  Administration,  and  the  Depart- 
ment of  Health,  Education  and  Welfare,  ac- 
count for  some  90  per  cent  of  the  expendi- 
tures. 

As  stated  above,  six  years  ago  the  Com- 
mission on  Organization  of  the  Executive 
Branch  vigorously  pointed  out  the  lack  of 
coordination  and  the  huge  wastes  in  federal 


medical  services.  Our  task  force  again  points 
out  these  failures.  For  remedy  they  pro- 
pose: (1)  That  an  overall  advisory  council 
be  appointed  to  review  and  advise  on  these 
problems.  (2)  That  there  be  a regional  co- 
ordinated administration  of  military  hospital 
services.  (3)  That  there  be  more  cross-serv- 
icing among  the  military  hospitals  and  be- 
tween the  Veterans’  Administration  and 
Public  Health  Service  hospitals,  and  more 
expeditious  transfers  from  military  to  Vet- 
erans’ Administration  hospitals  of  patients 
who  cannot  be  returned  to  active  military 
duty.  (4)  That  the  merchant-seamen  pa- 
tients be  no  longer  eligible  for  care  at  public 
expense.  (5)  That  certain  inefficient  hos- 
pitals be  closed.  (6)  Cessation  of  construc- 
tion of  new  hospitals  not  already  in  process. 

To  the  six  recommendations  of  the  Com- 
mission we  add  a seventh,  as  follows:  That 
the  Public  Health  Service  general  hospitals 
should  be  closed,  and  that  the  comparatively 
small  number  of  general  hospital  patients 
of  the  Public  Health  Service  remaining  after 
elimination  of  the  merchant  seaman  be 
transferred  to  the  military  and  other  hos- 
pitals. We  later  deal  with  these  proposals 
in  detail  as  to  the  improved  service  that 
could  be  effected  and  the  savings  which 
would  result. 

In  order  to  demonstrate  the  lack  of  coor- 
dination and  the  reasons  for  these  proposals, 
the  report  summarized  3 of  the  5 metropoli- 
tan-area surveys  of  federal  hospital  services 
made  by  the  task  force  as  of  March,  1954. 
These  were  in  the  San  Francisco,  New  York, 
and  Norfolk  areas.  In  the  San  Francisco 
area  there  are  16  federal  installations  with 
a bed  capacity  of  11,565  — beds  occupied, 
55  per  cent  (6,332),  unoccupied,  45  per  cent 
(5,233).  The  Veterans  Administration’s 
hospitals  are  used  to  about  capacity,  but  in 
the  11  defense  department  hospitals  there 
were  60  per  cent  unused  beds.  It  is  recom- 
mended that  six  of  the  smaller  hospitals  in 
this  area,  1,454  beds,  978  being  unused,  be 
closed.  Even  with  these  closings,  45  per 
cent  of  the  defense  hospital  beds  would  still 
remain  unused. 

In  the  New  York  area  the  Veterans’  and 
Public  Health  hospitals  are  being  used  to 
capacity.  However,  in  defense  department 
hospitals,  capacity  3,238  beds,  about  60  per 
cent  unoccupied.  In  the  Norfolk  area  like 
conditions  exist.  There  are  nine  defense 
hospitals,  3,051  beds,  with  50  per  cent  un- 
used. 
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It  is  recommended  that  several  service 
(defense)  hospitals  be  closed  in  these  two 
areas.  This  would  release  several  hundred 
doctors,  dentists,  nurses,  and  civilian  em- 
ployees; this,  in  addition  to  an  enormous 
monetary  saving,  would  result  in  no  loss  of 
service  to  the  patients.  These  are  samples 
of  many  surveys  made,  and  illustrate  the 
lack  of  coordination  and  the  economies  that 
could  be  effected  both  in  expenditures  and  in 
technical  staff. 

An  additional  indication  of  failure  in  co- 
ordination  among  federal  hospital  services 
is  shown  by  the  small  degree  of  cross-serv- 
icing of  active  duty  patients  among  military 
hospitals  (table  IX,  page  13).  Constructed 
beds,  102,280;  occupied,  49,520;  unused, 
52,760.  Cross  services  given  in  only  2,255 
cases  with  49,520  empty  beds.  Theoretically, 
for  example,  either  the  army  or  navy  could 
absorb  all  of  the  air  force  patients. 

Furthermore,  utilization  of  facilities  and 
personnel  could  be  greatly  improved  through 
more  expeditious  transfer  from  military  to 
veterans’  hospitals  of  tuberculous,  mental, 
and  other  chronic  cases,  who  may  not  rea- 
sonably be  expected  to  be  returned  to  active 
military  duty. 

Even  at  peak  requirements,  in  1952,  dur- 
ing the  Korean  conflict,  defense  hospitals 
had  46  per  cent  unused  beds,  52  per  cent  in 
1953,  56  per  cent  in  1954  and  63  per  cent 
to  date,  in  1955.  Yet,  expenditures  for  con- 
struction of  new  facilities  amounted  to  11, 
6,  49,  and  62  million  dollars  respectively  in 
these  years,  (p.  14) 

Less  wasteful  relationships  between  con- 
structed but  unused  beds,  and  new  construc- 
tion is  shown  for  Veterans’  Hospitals  (p. 
15).  Even  so,  there  is  an  average  unused 
bed  percentage  of  about  25  for  the  past 
five  years,  in  the  general  hospitals. 

Since  1952,  there  has  been  a decrease  in 
the  load  of  military  hospitals  and  an  increase 
in  unused  beds,  while  construction  of  new 
hospital  beds  has  continued.  For  veterans’ 
general  hospitals  there  have  been  waiting 
lists  only  in  scattered  instances  even  for 
non-service  connected  cases. 

For  veterans’  mental  hospitals,  however, 
there  are  now  16,000  applicants  (all  non- 
service  - connected)  on  the  waiting  list. 
(53,000  beds  now  in  use  and  3,000  more 
available  soon).  It  is  anticipated  that  the 
load  in  veterans’  tuberculosis  hospitals  will 


gradually  decline,  thus  releasing  facilities 
for  psychiatric  patients.  Of  course,  beds 
must  be  kept  in  reserve  in  federal  hospitals, 
yet  the  Commission  estimates  that  the  sums 
involved  in  unused  construction,  using  only 
one  half  the  average  current  cost  per  bed, 
probably  exceeds  $500  million. 

Reduction  in  the  length  of  patient  stay  in 
federal  hospitals  would  decrease  the  need 
for  hospital  capacity.  Thus,  since  1952,  the 
number  of  unused  beds  in  military  and  vet- 
erans’ hospitals  has  increased  from  60,000 
to  about  77,000.  Construction  now  in  pro- 
gress is  likely  to  add  another  10,000  beds. 
The  waste  in  money  and  man-power  accom- 
panying such  figures  is  prodigious.  Six 
years  ago  the  Commission  pointed  out  the 
undue  stay  of  patients  in  government  hos- 
pitals as  compared  to  civilian  hospitals. 
(See  table  XII,  page  18.)  Recent  studies 
indicate  the  same  relative  disparities  persist. 
Veterans’  hospital  stays  are  much  longer 
than  civilian,  and  the  stay  in  army  and  navy 
hospitals  is  nearly  double  that  in  the  veter- 
ans’ facilities. 

The  care  of  dependents  of  military  per- 
sonnel has  grown  enormously.  In  1948, 

42.000  babies  were  born  in  military  hospi- 
tals; in  1953,  the  number  was  over  145,000. 
On  an  average  day  in  1953,  there  were  6,300 
dependents  in  military  hospitals,  and  over 

23.000  outpatient  treatments  were  given 
daily  to  dependents. 

The  number  of  civilian  veterans  is  now 
about  21  million,  with  an  estimated  peak  of 
about  24  million  in  the  next  three  years; 
and  (if  no  war)  the  number  will  thereafter 
decline  at  a rate  of  about  200,000  a year. 
These  24  million  are  eligible  for  hospitaliza- 
tion for  non-service-connected  disability.  By 
presidential  proclamation  those  who  enter 
the  services  after  Jan.  31,  1955,  will  not  re- 
ceive this  service. 

The  Veterans’  Administration  appropria- 
tions, for  1955,  amount  to  over  4 billion 
dollars  (XIV,  p.  31).  There  are  too  many 
veterans’  hospitals,  173  in  number.  Many 
are  uneconomic  to  operate  because  of  size, 
location,  or  inadequate  number  of  patients, 
and  it  is  recommended  that  19  of  these  hos- 
pitals be  closed,  subject  to  recapture  in  a 
national  emergency.  It  is  also  recommended 
that  all  present  outstanding  authorizations 
and  appropriations  for  additional  veterans’ 
general  hospitals  be  rescinded  except  for 
those  now  under  contract.  ' 
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The  greatest  and  most  controvesial  of  all 
problems  of  medical  care  for  veterans  are 
the  non-service-connected  cases.  The  40,000 
beds  in  veterans’  hospitals,  in  1933,  would 
have  been  sufficient  to  accomodate  the 
highest  average  daily  number  of  service- 
connected  patients  in  any  year  from  1933  to 
date,  including  the  service-connected  cases 
of  World  War  II  and  Korea.  Yet,  in  that 
time,  the  number  of  beds  has  grown  from 

40.000  to  some  figure  between  118,000  and 

128.000  beds,  representing  estimated  ex- 
penditures of  more  than  $1  billion  for  beds 
not  required  for  care  of  service-connected 
disabilities.  (The  average  estimated  con- 
struction cost  over  the  last  21  years  is  ap- 
proximately $14,000  per  bed.) 

In  1954,  the  non-service-connected  cases 
occupied,  on  an  average  day,  65,000  out  of 
the  total  109,000  occupied  beds.  The  cost 
for  hospital  and  medical  care  of  this  type 
of  patient  amounts  to  $500  million  annually. 
The  Commission  states  that  the  outstanding 
need  of  the  Veterans’  Administration  is  a 
firm  legal  basis  for  determination  of  eligi- 
bility for  medical  care  of  veterans  with  non- 
service disabilities. 

This  subject  has  long  been  the  source  of 
sharp  disagreement  and  heated  arguments 
between  the  American  Legion  and  the  Amer- 
ican Medical  Association.  Unfortunately,  far 
too  many  of  the  arguments  reflect  much 
more  heat  than  light.  Actually,  the  only 
real  difference  of  opinion  is  in  the  care  of 
general  medical  and  surgical  cases  which  are 
“not”  service-connected.  In  1951,  more  than 
76  per  cent  of  all  patients  discharged  had 
been  treated  for  medical  and  surgical  ail- 
ments that  had  no  relation  to  their  military 
service.  This  is  the  situation  to  which  the 
American  Medical  Association  objects.  Both 
President  Roosevelt  and  President  Truman 
warned  against  this  policy;  the  former,  as 
early  as  in  1934,  and  the  latter,  in  1952. 

If  the  care  of  non-service-connected  ail- 
ments, (except  tuberculous  and  neuropsy- 
chriatric) , were  to  cease,  it  is  estimated  that 
there  would  be  a saving  of  at  least  $150 
million  yearly.  The  Commission  recommends 
that  the  right  of  veterans  with  non-service 
disabilities  to  admission  to  Veterans  Admin- 
istration Hospitals  be  limited  to  some  stated 
period  after  discharge  from  active  duty  such 
as  applies  to  other  G.I.  rights.  They  suggest 
three  years. 

There  are  many  other  facets  to  the  report, 
including  29  proposals  for  revising  federal 


medical  services.  These  proposals  are  very 
logical  and  based  on  sound  reasoning.  They 
would  result  in  savings  of  billions  of  dollars 
to  the  tax  payers  in  a few  years,  without 
any  decrease  in  the  finest  medical  care  for 
patients  having  service-connected  disabili- 
ties. The  only  real  and  actual  disagreement 
between  the  American  Medical  Association 
and  the  American  Legion,  concerns  the  care 
of  general  medical  and  surgical  conditions 
not  service-connected.  According  to  the 
latest  available  data  from  the  Veterans  Ad- 
ministration, supplied  in  June  1954,  patients 
with  non-service  disabilities  accounted  for 
62.4  per  cent  of  the  daily  patient  load  and 
84.3  per  cent  of  all  veterans  administration 
hospital  discharges  for  1952,  This  is  the 
situation  to  which  the  American  Medical 
Association  objects. 

The  Commission’s  medical  report,  to- 
gether with  its  report  on  government  loans, 
guarantees  and  insurance,  and  government 
in  business  has  met  with  much  disagreement. 
The  reports  are  promptly  pigeon-holed  by 
congressional  committees ; they  are  given  as 
little  study  and  exposure  to  the  light  of 
publicity,  as  is  possible,  for  they  step  on 
some  very  tender  political  toes.  Yet,  what- 
ever he  may  think  of  that  particular  recom- 
mendation, any  fair-minded  American  can- 
not but  conclude  that  there  is  something 
sadly  amiss  in  the  situation  the  reports  de- 
scribe and  seek  to  remedy.  What  do  you 
think  and  what  can  we  do  about  it? 

SUMMARY 

The  Hoover  Commission  report  of  1955, 
on  federal  medical  services  forcibly  directs 
attention  to  one  large  phase  of  government 
waste  and  inefficiency.  A study  of  this  brief 
summary  of  the  report  reveals  many  of  the 
reasons  for  the  deficiencies.  The  Commission 
made  tweny-nine  (29)  recommendations  to 
correct  these  conditions,  several  of  which 
are  given  above. 

Naturally,  such  a report  is  received  with 
violent  reactions,  both  for  and  against  its 
proposals.  It  steps  on  many  very  tender 
political  toes;  it  challenges  the  management 
of  the  services  of  the  defense  department 
and  of  the  veteran’s  administration;  and  it 
has  again  demonstrated  all  too  clearly  that 
our  citizens  cry  for  a reduction  of  taxes, 
provided  only  that  such  reduction  be  accom- 
plished by  the  elimination  of  “pork  barrel” 
institutions  and  methods  in  the  “other  fel- 
low’s” community  or  organization. 
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Partial  Obstruction 

of  the  Sigmoid  Colon  by  Endometriosis 

A Case  Report 


MRS.  L.,  aged  48,  presented  her- 
self for  examination  because 
of  a “bulging”  in  her  vagina. 
This  symptom  was  aggravated  by  heavy  lift- 
ing. She  was  the  mother  of  two  grown 
children  both  of  whom  were  born  at  home. 
No  other  significant  history  was  obtained  at 
this  time. 

Gynecological  examination  showed  a re- 
laxed perineum  with  the  cervix  appearing 
at  the  vaginal  orifice  whenever  she  bore 
down  as  requested.  A diagnosis  of  proci- 
dentia of  the  uterus  was  made,  and  she  was 
scheduled  for  perineorrhaphy  and  total 
suprapubic  hysterectomy. 

At  the  time  of  operation,  the  perineum 
was  repaired,  and  then  her  abdomen  was 
opened.  The  left  adnexa  uteri  were  adherent 
to  the  sigmoid  colon ; the  adhesions  were 
loosened.  At  this  point,  a hard,  ring-like, 
constricting  tumor  was  found  to  be  present 
in  the  sigmoid.  There  were  no  palpable 
mesenteric  lymph  nodes,  and  the  liver  was 
free  from  gross  metastases.  A surgical  diag- 
nosis of  annular  carcinoma  of  the  sigmoid 
colon  was  made.  Because  of  the  new  and 
unexpected  findings,  a supracervical  rather 
than  a total  hysterectomy  was  performed. 

This  patient  had  not  been  prepared  for 
surgery  of  the  bowel,  therefore  the  tumor 
in  her  sigmoid  was  resected  by  a first  stage 
modified  Mikulicz  plan  of  procedure,  with  a 
Rankin  clamp.  The  sigmoid  was  freed  from 
its  lateral  attachments  and  was  easily  pulled 
over  to  the  midline  incision;  it  was  sutured 
into  the  incision,  and  the  incision  was  closed. 
At  the  end  of  24  hours,  the  loop  of  bowel, 
now  extraperitoneal,  was  removed  with  a 
sharp  knife,  and  the  cut  ends  were  cauter- 
ized. A small,  lubricated  mushroom  catheter 
was  inserted  into  the  proximal  loop,  and  the 
bowel  was  sutured  snugly  about  it.  The 
patient  was  given  antibiotics  as  well  as  one 
tablet  of  sulfathalidine  every  three  hours. 
Of  greatest  importance,  the  nurses  instilled 
two  ounces  of  tepid  normal  saline  into  the 
mushroom  catheter  every  two  hours.  These 
tubes  must  be  kept  open. 


HARRY  M.  HEPPERLEN,  M.D. 

Beatrice,  Nebraska 

The  patient's  convalescense  was  smooth. 
On  the  fifth  day  the  skin  chips  were  re- 
moved. At  that  time  she  was  passing  liquid 
stool  through  the  catheter.  The  catheter  and 
Rankin  clamp  were  removed  and  a spur- 
crushing clamp  was  inserted.  The  clamp 
came  off  in  five  more  days,  and  she  was  sent 
home  for  two  months  wearing  a colostomy 
bag.  When  she  returns  at  the  end  of  that 
time,  her  bowel  ends  will  be  freed  of  fat  and 
adhesive  attachements  for  at  least  1 to  IV2 
inches  (2.5  to  8.75  cm.)  and  then  closed. 

The  following  reports  on  the  pathological 
findings  in  the  organs  which  were  removed 
is  of  special  interest: 

“Uterus  — This  specimen  consists  of  a 
small  uterus  removed  by  subtotal  hysterec- 
tomy and  measuring  overall  about  6x5. 5x4 
cm.  in  size.  The  cervix  is  not  present  and 
no  tubes  or  ovaries  are  present.  The  serosal 
surfaces  are  quite  smooth  and  brownish  in 
color.  The  myometrium  is  somewhat  fibrous 
and  sclerotic  with  prominence  of  vessels. 
The  endometrial  lining  is  thin  and  reddened 
but  not  remarkable.  No  fibroids  or  polyps 
identified  . . . 

“The  sections  of  this  uterus  reveal  a mild 
fibrous  sclerosis  of  the  myometrium  with 
a relatively  atrophic  type  of  endometrial 
lining.  The  endometrial  glands  are  in  the 
proliferative  phase.  The  sections  taken 
through  the  endocervical  and  subserosal 
areas  of  the  uterus  appear  to  show  a focal 
type  of  adenomyosis  or  endometriosis.  This 
process  is  a little  unusual  in  these  locations. 
It  was  not  noticed  grossly.  It  may  be  con- 
sidered as  an  incidental  finding  but  probably 
is  significant  . . . 

“1.  Subtotal  hysterectomy  with  focal 
subserosal  and  uterosacral  endometri- 
osis (See  above  comments). 

“2.  Benign  atrophic  endometrium. 

“3.  Mild  chronic  metritis.” 


368 


Nebraska  S.  M.  J. 


“Sigmoid  — This  specimen  consists  of  an 
excised  small  segment  of  the  colon  said  to 
be  sigmoid  colon,  and  measuring  about  10  x 
3.5  cm.  in  size.  This  measurement  includes 
some  discolored  and  indurated  pericolonic 
fat.  The  specimen  is  sharply  kinked  or 
knuckled,  showing  a thick  indurated  wall  at 
the  site  of  the  knuckling.  Upon  opening  the 
lumen  one  sees  that  there  is  no  intraluminal 
tumor  and  no  gross  hemorrhagic  gangrene 
present  . . . 

“The  sections  of  this  segment  of  the  sig- 
moid colon  reveal  that  there  is  a rather  ex- 
tensive endometriosis  involving  the  serosal 
and  subserosal  tissues  of  the  colon,  with  in- 
filtration of  the  wall  to  form  a typical  endo- 
metrioma.  The  lining  mucosa  of  the  bowel 
. . . shows  no  evidence  of  primary  or  sec- 
ondary neoplasm  . . . 

“1.  Extensive  edometriosis  of  excised 
segment  of  the  sigmoid  colon. 

“2.  Marked  pericolonic  inflammatory 
change  with  adhesion  tags  secondary  to 
endometriosis.” 

(Signed)  Frank  H.  Tanner,  M.D. 

Subsequent  to  the  operation,  the  patient 
was  thoroughly  questioned  about  any  changes 
in  her  bowel  habits.  She  stated  that  for 
the  past  two  months  she  had  had  3 small 
stools  over  a period  of  two  or  three  hours, 
whereas,  normally,  she  was  accustomed  to 
have  one  large  stool.  She  had  not  considered 
this  of  sufficient  importance  to  mention  it 
in  her  first  history. 

This  case  is  related  partly  because  it  is 
somewhat  unusual,  but  also  to  call  attention 
to  the  importance  of  having  opened  the  ab- 
domen rather  than  to  perform  a vaginal 
hysterectomy.  Vaginal  hysterectomy  is  not 
belittled  because  it  certainly  has  its  place. 
One  wonders,  however,  how  many  women 
are  lost  because  these  very  early  lesions  are 
missed  by  failure  to  open  the  abdomen. 


TUBERCULOSIS  ABSTRACTS 

THE  ELIMINATION  OF  TUBERCULOSIS  FROM 
THE  MIDWESTERN  STATES  IN  THE 
NEXT  FIFTY  YEARS 

The  National  Tuberculosis  Association  was  found- 
ed fifty  years  ago.  At  that  time  the  public  be- 
lieved that  tuberculosis  was  inherited  and  that  to 
plan  its  control  was  a utopian  dream.  The  death 
rate  in  the  death  registration  area  was  200  per 


100,000,  with  the  major  part  of  the  deaths  in  infants 
and  young  adults.  In  the  northeastern  states  nearly 
100  per  cent  of  the  population  had  a positive  tuber- 
culin test  by  the  age  of  20.  There  were  only  a few 
thousand  beds  for  patients  with  tuberculosis  in  the 
entire  United  States.  The  x-ray  technique  for 
finding  tuberculosis  was  undeveloped  and  case- 
finding clinics  as  we  know  them  today  were  non- 
existent. There  were  only  two  encouraging  factors: 
deaths  from  tuberculosis  had  been  almost  twice  as 
frequent  50  years  before  and  a new  organization  had 
dedicated  ftself  to  the  elimination  of  this  dreadful 
disease. 

It  is  probable  that  the  death  rate  from  tubercu- 
losis in  the  midwest  was  never  as  high  as  in  the 
northeast.  There  the  standard  of  living  was  higher 
and  the  opportunity  for  infection  was  less  than  in 
the  more  crowded  northeastern  states. 

By  1920  in  the  midwest  there  were  enough  sana- 
torium beds  to  isolate  and  treat  most  of  the  known 
active  cases.  However,  many  cases  were  missed 
until  the  x-ray  method  had  been  perfected  and 
larger  segments  of  the  population  x-rayed. 

There  are  no  accepted  criteria  for  determining 
when  tuberculosis  is  under  control  in  an  area.  It 
is  suggested  that  tuberculosis  be  considered  under 
control  when  the  death  rate  is  five  or  less  per 
100,000  of  the  population  and  five  per  cent  or  less 
of  the  school  population  have  positive  tuberculin 
tests.  Wisconsin  is  approaching  this  goal  of  con- 
trol; the  death  rate  for  1952  being  6.5  and  tuber- 
culin tests  in  school  children  in  1950  five  per  cent 
positive.  The  other  midwestern  states  are  ap- 
proaching the  status  of  control. 

When  tuberculosis  is  under  control  then  we  can 
begin  to  plan  for  its  eradication.  To  conisder  the 
crude  overall  death  rate  alone  is  misleading.  The 
age  and  sex  groups  which  harbor  the  remaining 
reservoirs  of  infection  must  be  known. 

The  most  striking  feature  of  the  1950  figures  is 
the  steady  rise  in  the  Wisconsin  death  rate  for 
men  from  a low  of  0.1  at  the  age  of  12  to  61.2  at 
the  age  of  85.  The  chief  reservoir  of  tuberculous 
infection  is  now  in  males  over  40  and  females  over 
60  years  of  age.  This  is  the  seed  bed  from  which 
the  next  generation  will  be  infected  unless  all  of 
the  active  cases  are  detected,  isolated,  and  treated. 

When  tuberculosis  is  under  control  then  we  can 
begin  to  plan  for  its  eradication.  To  consider  the 
crude  overall  death  rate  alone  is  misleading.  The 
age  and  sex  groups  which  harbor  the  remaining 
reservoirs  of  infection  must  be  known. 

The  most  striking  feature  of  the  1950  figures  is 
the  steady  rise  in  the  Wisconsin  death  rate  for  men 
from  a low  of  0.1  at  the  age  of  12  to  61.2  at  the 
age  of  85.  The  chief  reservoir  of  tuberculous  infec- 
tion is  now  in  males  over  40  and  females  over  60 
years  of  age.  This  is  the  seed  bed  from  which  the 
next  generation  will  be  infected  unless  all  of  the 
active  cases  are  detected,  isolated,  and  treated. 

Almost  as  many  new  cases  are  being  found  now 
as  were  being  found  when  the  death  rate  was  four 
times  as  high.  Indeed,  one  may  conclude  that  the 
present  death  rate  is  an  artificial  condition  brought 
about  by  early  diagnosis,  better  medical  and  surgical 
treatment,  and  is  not  the  result  of  a natural  de- 

( Continued  on  page  378) 
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MEET  SOME  OF  OUR 


NEW 


Doctor  Edward  George  Schaumberg  attended  the  University  of  Ne- 
braska where  he  completed  his  premedical  and  medical  education,  re- 
ceiving the  degree,  Doctor  of  Medicine,  in  1953.  His  internship  was 
served  at  the  University  Hospital  in  Omaha. 

Doctor  Schaumberg  was  bom  in  Shelby,  Nebraska,  on  August  28, 
1926;  he  attended  the  Lincoln  public  schools  for  his  early  education. 

From  June,  1944,  to  May,  1946,  he  served  in  the  United  States  Navy. 

Doctor  and  Mrs.  Schaumberg,  the  former  Patricia  Hyland,  have 
three  children;  ages  one  year,  three  years,  and  four  years. 

His  hobbies  are  fishing,  golfing,  and  hunting. 

Since  September  1954,  Doctor  Schaumberg  has  been  in  practice  at 
North  Platte,  Nebraska. 

Address:  1111  West  4th  Street,  North  Platte,  Nebraska. 


Doctor  Robert  C.  Calkins  was  bom  November  22,  1925,  in  Beatrice,  Nebraska,  and 
received  his  elementary  education  there.  He  attended  the  University  of  Nebraska  and 
the  University  of  Nebraska  College  of  Medicine,  graduating  in  1949.  From  1949  to 
1950,  Doctor  Calkins  served  an  internship  at  University  Hospital  in  Omaha.  The  fol- 
lowing year  he  accepted  a pediatric  residency  at  St.  Barnabas  Hospital  in  Minneapolis, 
Minnesota. 

Doctor  Calkins  is  a member  of  Nu  Sigma  Nu,  professional  fraternity. 

His  military  service  consisted  of  naval  duty  in  the  Pacific  theatre  from  1951  to 
1953. 

Doctor  Calkins  was  associated  with  the  Student  Health  Serivce  at  Colorado  Uni- 
versity, Boulder,  Colorado.  In  1953,  he  established  a general  practice  at  Lexington, 
Nebraska. 

Doctor  Calkins  is  married;  his  wife  is  Harriet  Ann. 

His  favorite  pastimes  are  music,  hunting,  and  fishing. 

Since  April  1,  1955,  Doctor  Calkins  has  been  practicing  in  Kimball,  Nebraska. 
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Doctor  Jack  C.  Schroll  attended  the  University  of  Kansas  and  the 
University  of  Kansas  Medical  Center  in  Kansas  City,  graduating  with 
the  degree,  Doctor  of  Medicine,  in  1949.  His  internship  was  served  at 
the  National  Naval  Medical  Center,  Bethesda,  Maryland.  From  1950  to 
1951,  and  from  1953  to  1955,  Doctor  Schroll  was  a resident  at  Kansas 
Medical  Center.  In  1954,  he  took  graduate  work  in  endocrinology  at 
Duke  University,  Durham,  North  Carolina. 

Doctor  Schroll  was  bom  in  Hutchinson,  Kansas,  September  15,  1924, 
and  completed  his  elementary  education  there. 

He  served  in  the  United  States  Navy  from  1951  to  1953,  stationed 
in  the  Panama  Canal  Zone. 

Doctor  Schroll  and  wife,  the  former  Ruth  Prentice,  have  four  chil- 
dren: Nancy,  8;  Kathryn,  6;  John,  4;  and  Barbara,  1. 

Reading  and  sports  are  his  hobbies. 

Since  July  1,  1955,  Doctor  Schroll  has  been  associated  with  Doctor 
Sam  Thierstein  in  the  practice  of  Obstetrics  and  Gynecology. 

Address:  1108  Sharp  Building,  Lincoln  8,  Nebraska. 


Doctor  George  F.  Hawes  was  born  in  Elk  City,  Nebraska,  October  28,  1891.  His 
premedical  and  medical  education  were  obtained  at  Creighton  University,  where  he  re- 
ceived his  degree,  Doctor  of  Medicine,  in  1914. 

During  World  War  1 he  served  as  a Captain  in  the  Medical  Corps. 

For  a period  of  time,  Doctor  Hawes  was  associated  with  the  Division  of  Public 
Institutions  for  the  State  of  Minnesota. 

Dr.  Hawes’  wife  is  Esther. 

His  hobbies  are  hunting  and  fishing. 

Address:  P.O.  Box  239,  Ingleside,  Nebraska. 


The  following  tabulation  is  published  to  show  the  poor  response  attained  in  our 


effort  to  acquaint  the  profession  with  its  new  members: 

Number  of  first  requests  for  biographical  data  and  photograph 75 

Number  of  second  requests  for  biographical  data  and  photograph 37 

Number  of  questionnairs  returned  with  photograph 31 

Number  of  questionnaires  returned  without  photograph 8 

Number  of  biographical  sketches  mailed  in  for  publication 39 
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Coming  Meetings 

CRIPPLED  CHILDREN’S  CLINICS— 

October  8,  Wayne,  Wayne  State  Teachers  College 
October  22,  Kearney,  Good  Samaritan  Hospital 
November  5,  Alliance,  St.  Joseph  Hospital 
November  19,  McCook,  St.  Catherine  Hospital 

RECENT  DEVELOPMENTS  IN  PSYCHIATRY 
FOR  THE  INTERNIST  (American  College  of 
Physicians  Course),  October  24-28,  Menninger 
Foundation  and  University  of  Kansas  School  of 
Medicine,  Topeka,  Kansas. 


It  seems  apparent  that  the  general  practitioner 
is  going  to  be  involved  in  the  actual  treatment  of 
the  tuberculosis  patient  to  a much  greater  extent 
than  he  has  in  the  recent  past  and  fewer  patients 
will  be  treated  by  specialists  in  chest  diseases. 
Another  factor  acting  in  the  same  direction  is  the 
relatively  short  time  that  the  average  patient  will 
spend  in  a hospital  and  the  fact  that  such  hospital- 
ization is  less  likely  to  be  in  a remote  institution. 
The  family  physician,  therefore,  will  be  less  likely 
to  lose  supervision  of  his  patient.  This  trend  re- 
quires a change  in  the  nature  and  emphasis  of  post- 
graduate medical  conferences  and  courses  of  instruc- 
tion, which  must  be  directed  more  toward  the  gen- 
eral practitioner.  James  E.  Perkins,  M.D.,  NTA 
Bulletin,  May,  1954. 


Organization  Section 

News  and  Views 

Folsom  Urges  Social  Security  for 
Professional  Groups — 

“Marion  B.  Folsom,  Secretary  of  Health, 
Education,  and  Welfare  . . . declared  that  the 
Act  cannot  remain  static  but  must  change 
‘with  changing  economic  and  social  condi- 
tions.’ He  then  advocated  inclusion  of  pro- 
fessional groups  and  all  federal  employees.” 
(A.M.A.  Washington  Letter  84-34). 

Nebraska  Heart  News — 

The  chance  to  hear  and  see  their  hearts 
beat  attracted  an  estimated  36,000  persons 
to  the  Nebraska  Heart  Association’s  booth 
at  the  State  Fair’s  Hall  of  Health.  The 
necessary  equipment  was  loaned  by  the  Uni- 
versity of  Nebraska  College  of  Medicine. 
Overall  theme  of  the  exhibit  was  “How  the 
doctor  examines  your  heart.”  Diagnostic 
tools  used  by  the  general  practitioner  were 
loaned  by  Creighton  University  School  of 
Medicine.  Photographs  above  each  tool — 
the  medical  history,  the  sphygmomano- 
meter,  stethoscope,  electrocardiograph, 
x-ray  — illustrated  how  the  physician  uses 
them.  A special  pamphlet  entitled,  “How 
the  doctor  examines  your  heart”  was  given 
to  those  requesting  copies,  and  samples  of 
other  lay  literature  were  on  exhibit,  with  re- 
quest-slips for  the  public  to  fill  in  with  their 
requests. 

Dr.  0.  A.  Kostal  of  Hastings,  President  of 
the  Nebraska  Heart  Association,  has  an- 
nounced committee  appointments  for  the  cur- 
rent fiscal  year.  Chairmen  and  their  assign- 
ments from  Omaha  are:  Dr.  R.  L.  Grissom, 
Professional  Education;  Dr.  J.  L.  Gedgoud, 
Rheumatic  Fever  Program;  Dr.  R.  L.  Egan, 
Public  Education;  Mr.  Edwin  Dosek  of  Lin- 
coln, Constitution  and  By-Laws;  Dr.  C.  M. 
Wilhelmj,  Research;  and  Dr.  S.  L.  Magiera, 
Adult  Program.  Dr.  George  W.  Covey  of 
Lincoln,  President-elect,  will  serve  as  head 
of  the  Finance-Budget  Committee. 

November  17th  is  the  date  chosen  for  the 
Nebraska  Heart  Association’s  annual  Fall 
Scientific  Conference  to  be  held  at  Omaha. 
Immediately  following  the  Fall  conference 
will  be  a one-day  program  on  the  problem 
of  the  adult  cardiac.  The  program  will 
bring  physicians  and  laymen  together  to 
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discuss  the  Nebraska  Heart  Association’s 
role  in  this  vital  area. 

The  Nebraska  Heart  Association  has  sent 
letters  to  every  Nebraska  State  Medical 
Councilor  District  inviting  the  members  to 
co-sponsor  a cardiac  conference.  Dr.  Robert 
L.  Grissom,  Omaha,  professional  education 
chairman,  wrote  to  the  councilor  of  each  of 
the  12  districts.  He  pointed  out  that  last 
year  district  cardiac  conferences  were  held 
in  co-sponsorship  with  the  Councilor  District 
at  Cozad,  Norfolk,  North  Platte,  Lexington, 
and  Kearney.  The  Heart  Association  pro- 
vides the  consultants  for  the  conferences, 
and  district  members  prepare  cases  for  pres- 
entation. After  discussing  the  cases  in  an 
afternoon  session,  the  consultants  usually 
present  papers  on  subjects  requested  at  a 
supper-meeting  and  later  appear  at  a public 
heart-forum. 

Plans  are  now  being  made  for  the  1956 
Heart  Fund  Campaign  next  February.  An 
attempt  is  being  made  to  organize  every 
community  that  had  no  drive  last  year,  ac- 
cording to  John  Hermann,  Heart’s  new  ex- 
ecutive director.  Emphasis  also  is  being 
placed  on  having  a “Heart  Sunday”  type  of 
mass  appeal  in  all  communities  over  1,000 
population.  Heart  Sunday  will  be  February 
26th ; at  that  time  every  house  will  be  solicit- 
ed in  two  hours  throughout  the  state  and  na- 
tion. 

Military  Dependent  Medical  Care — 

A new  proposal  by  the  Defense  Depart- 
ment for  medical  care  of  military  depend- 
ents allows  the  service  man  himself  to  decide 
whether  his  family  will  be  treated  by  the 
military  medical  departments  or  by  private 
physicians  and  in  private  hospitals.  In  the 
past  the  department  has  insisted  the  de- 
pendents, wherever  possible,  would  have  to 
receive  care  in  military  hospitals  and  from 
military  physicians,  with  private  sources 
called  on  only  where  the  services  were  un- 
able to  handle  the  patient  load.  The  depart- 
ment’s proposal,  however,  would  offer  mili- 
tary medical  care  at  virtually  no  cost  but  re- 
quire payment  from  the  serviceman  if  his 
family  were  to  be  treated  privately. 

Under  the  plan  embodied  in  identical  bills 
introduced  in  the  House  and  Senate  late  in 
the  session,  the  service  family  would  have 
three  choices:  1.  If  military  medical  facili- 
ties and  personnel  were  available,  specified 


types  of  care  would  be  offered  by  them.  The 
only  charge  indicated  would  be  for  subsist- 
ence. Also,  “as  a restraint  on  excessive  de- 
mands,” the  service  family  might  be  charged 
for  outpatient  care.  2.  If  the  service  family 
preferred,  it  could  participate  in  a voluntary 
health  insurance  program,  with  the  con- 
tracts arranged  or  approved  by  the  Defense 
Department.  This  would  only  be  supplied 
on  written  request,  and  the  service  man 
would  be  charged  30%  of  the  premium,  or  a 
maximum  of  $3  per  month,  to  be  taken  out 
of  his  pay.  The  plan’s  schedule  of  physi- 
cians’ fees  and  hospital  charges  would  have 
to  be  approved  by  the  Secretary  of  Defense. 
3.  If  the  family  decided  not  to  participate 
in  a health  insurance  plan,  and  if  no  mili- 
tary facilities  were  available,  a third  alter- 
native would  be  offered.  The  sick  or  injured 
dependent  could  make  direct  contact  with 
private  hospitals  and  private  physicians, 
paying  30%  of  first  $100,  15%  thereafter, 
and  30%  of  the  cost  of  outpatient  care.  Here 
also  there  would  be  a set  schedule  of  fees, 
established  by  the  Defense  Department  after 
consultation  with  hospital  and  medical  asso- 
ciations. 

In  earlier  negotiations  with  the  Defense 
Department,  insurance  groups  and  compa- 
nies have  balked  at  one  provision  that  is  re- 
tained in  the  new  bill.  This  is  the  require- 
ment that  there  be  no  time  limit  on  benefits 
under  any  insurance  plan.  Further  attempts 
will  be  made  to  work  out  a provision  accept- 
able to  the  insurance  interests. 

Farm/City  Week  Scheduled  for  October  23-29 — 

Local  medical  societies  are  being  urged  by 
the  American  Medical  Association  to  help 
build  better  relationships  between  farm  and 
city  groups  by  participating  in  the  observ- 
ance of  the  Farm/City  Week,  October  23-29, 
1955.  During  this  week,  member  organiza- 
tions of  the  Farm/City  Conference  (an  alli- 
ance of  leaders  in  industry,  agriculture  and 
the  professions)  are  pitching  in  on  a program 
designed  to  promote  mutual  understanding 
between  town  and  rural  people  of  their  eco- 
nomic problems  and  civic  responsibilities. 
This  Week  provides  an  excellent  opportunity 
for  a medical  society  to  assert  its  civic  lead- 
ership and  to  inform  the  public  of  its  many 
services. 

Here  are  several  ways  in  which  your  so- 
ciety can  contribute  to  the  success  of  this 
plan:  (1)  Develop  health  education  pro- 
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grams  for  city  and  rural  youth  groups;  (2) 
schedule  addresses  by  society  members  to 
civic  groups;  (3)  plan  radio  and  television 
interviews  and  discussions;  (4)  arrange 
tours  of  hospitals,  clinics  and  other  facilities 
by  farm  and  city  groups;  and  (5)  instigate 
vocational  guidance  programs  in  secondary 
schools.  Contact  your  local  Kiwanis  Club  to 
coordinate  your  program  into  the  commun- 
ity-wide observance.  If  no  club  exists  in 
your  area,  the  Farm/City  National  Commit- 
tee requests  your  society  and  other  inter- 
ested groups  to  initiate  the  leadership  in 
planning  for  Farm/City  Week. 

From  the  Omaha  World-Herald — 

The  Nebraska  Heart  Association  has  be- 
gun a program  aimed  at  controlling  rheu- 
matic fever.  Dr.  0.  A.  Kostal  of  Hastings, 
association  president,  said  doctors  in  the 
state  will  be  questioned  to  determine  the  fol- 
lowing : 

1.  The  amount  of  rheumatic  fever  in 
their  communities. 

2.  Methods  used  to  cope  with  the  dis- 
ease. 

3.  How  the  association  can  best  help 
combat  it. 

Four  medical  students  will  contact  about 
three  hundred  doctors  in  55  counties,  said 
Dr.  Kostal.  Dr.  Kostal  said  this  is  the  first 
survey  of  this  type  in  the  nation.  If  suc- 
cessful it  may  be  used  nationally. 

The  idea  was  originated  by  Dr.  Frederick 
G.  Gillick,  dean  of  the  Creighton  University 
School  of  Medicine  and  past  president  of  the 
association. 

From  the  Omaha  World-Herald 
(Public  Pulse),  A Good  Doctor — 

I’d  like  to  advise  L.N.S.  of  Wahoo,  Nebras- 
ka, that  not  all  the  good  doctors  are  dead. 
They  are  not  all  money  grabbers  either. 

We  have  a young  doctor  in  our  commun- 
ity who  is  the  most  unselfish  person  I have 
ever  known.  I have  seen  him  stay  on  a case 
for  36  hours  with  only  coffee  and  a sand- 
wich. He  did  not  know  if  he  would  be  paid 
for  years,  either. 

Doctor’s  Friend. 

From  the  Lincoln  Star — 

The  Loup  City  High  School  will  offer  a 
new  and  unusual  course  to  its  junior  and 
senior  students  this  year.  Through  co-oper- 


ation with  the  Sacred  Heart  Hospital,  a 
course  “Introduction  to  a Hospital  Career” 
will  be  offered. 

The  class  will  be  held  one  hour  daily  at  the 
hospital  for  a semester,  and  five  hours  cred- 
it will  be  given.  It  will  include  both  lec- 
ture classes  and  laboratory  work. 

The  course  will  offer  training  in  admit- 
ting a patient,  making  beds,  preparing  a 
room,  taking  temperature,  pulse,  and  respir- 
ation, oral  hygiene,  sterilization  and  disin- 
fecting. Some  time  during  each  course  will 
be  spent  in  the  operating  room,  the  hospital 
laboratory,  and  with  x-ray. 

“New  Practice”  Assistance  Grants  Offered — 

The  Sears-Roebuck  Foundation,  in  coop- 
eration with  the  American  Medical  Associa- 
tion, has  announced  a new  Plan  for  Assist- 
ance in  Establishing  medical  practice  units 
with  loans  of  up  to  $25,000,  beginning  in 
1955.  The  unsecured,  low-cost,  10-year  loans 
will  be  available  to  physicians  seeking  to  es- 
tablish new  practices  but  unable  to  arrange 
full  local  financing.  The  loans,  intended 
especially  for  small  or  medium-size  towns, 
growing  suburbs,  or  rural  communities,  will 
be  offered  to  physicians  in  at  least  one  loca- 
tion in  each  of  five  regions  covering  the 
United  States.  Applications  will  be  screened 
by  a medical  advisory  board  selected  from 
A.M.A.  Board  of  Trustees  nominations.  In- 
vestigations and  the  physician’s  application 
will  provide  the  advisory  board  with  infor- 
mation on  these  questions:  Is  the  proposed 
location  of  the  unit  logical?  What  will  it 
bring  to  its  community?  What  is  its  chance 
of  success?  How  much  initiative  has  the  ap- 
plicant? 

For  more  information  on  these  grants 
read  the  Organization  Section  of  the  Sep- 
tember 3,  1955,  issue  of  the  Journal  of  the 
A.M.A. 

The  Month  in  Washington — 

Although  Salk  vaccine  now  is  coming 
from  the  laboratories  in  encouraging  volume, 
in  Washington  there  still  are  unresolved 
questions  that  may  well  go  beyond  the  prob- 
lem of  controlling  poliomyelitis. 

After  months  of  wrangling,  Congress  this 
year  enacted  only  one  law  dealing  with  the 
new  vaccine.  This  was  an  authorization  for 
the  allocation  of  money  to  states  to  help  fi- 
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nance  inoculation  campaigns.  On  this  there 
was  a sharp  difference  of  opinion.  Some 
lawmakers  wanted  to  give  federal  money, 
but  to  earmark  it  for  the  exclusive  use  of 
children  who  had  passed  the  “means  test,” 
that  is,  whose  parents  had  been  officially  de- 
termined to  be  unable  to  pay  for  the  shots. 
Others  would  have  nothing  to  do  with  a bill 
carrying  the  “means  test.” 

As  finally  enacted,  the  1 a w provides 
enough  money  to  buy  vaccine  for  only  ap- 
proximately one-third  of  all  children  under 
20  and  pregnant  women.  That  is  a conces- 
sion to  those  who  want  a “means  test.”  But 
the  “no-means  test”  faction  was  appeased  by 
another  provision  of  the  law,  a stipulation 
that  in  inoculation  programs  arranged  by 
the  state  and  communities  no  financial  ques- 
tions could  be  asked. 

It  may  be  that  this  decision  will  be  final, 
that  Congress  will  have  nothing  more  to  do 
with  this  complicated  problem,  except  pos- 
sibly to  add  to  the  30  million  dollars  already 
appropriated  to  pay  for  vaccine.  But  that 
isn’t  the  way  some  members  of  Congress 
feel.  They  want  to  reopen  the  entire  ques- 
tion before  the  present  law  expires  next 
February  15.  At  the  very  least,  these  Sena- 
tors and  Representatives  want  Congress  to 
vote  enough  money  to  buy  shots  for  all  chil- 
dren in  the  eligible  ages.  In  fact,  those  who 
Avant  the  federal  government  to  play  a larger 
role  in  inoculation  programs  regard  the  law 
now  on  the  books  as  merely  a temporary 
measure.  They  are  looking  forward  to  re- 
opening the  issue. 

If  this  is  done,  the  many  questions  that  the 
last  session  couldn’t  decide  again  will  be  be- 
fore Congress.  Here  are  some  of  them: 

1.  Is  it  the  responsibility  of  the  federal 
government  to  make  free  shots  available  to 
all,  regardless  of  ability  to  pay? 

2.  If  there  is  to  be  a “means  test,”  should 
the  states  or  the  federal  government  set  the 
dividing  line  between  the  families  that  can 
pay  and  those  that  can’t? 

3.  Should  the  federal  government  move 
into  the  picture  and  allocate  the  available 
vaccine,  or  should  distribution  continue 
along  the  present  voluntary  lines? 

4.  Should  the  states  and  communities  ar- 
range for  all  inoculations  themselves? 

Underlying  these  questions  are  some  is- 
sues that  go  beyond  Salk  vaccine.  Some  per- 


sons in  Congress  believe  there  should  be  no 
limit  to  the  participation  of  the  federal  gov- 
ernment in  public  health  programs.  They 
would  like  to  see  free  inoculations  not  only 
for  poliomyelitis  but  also  for  all  other  com- 
municable diseases  for  which  there  is  a spe- 
cific vaccine. 

Also,  the  rambling  system  of  federal  con- 
trol ovei;  drugs,  with  enforcement  spread 
among  half  a dozen  departments  and  agen- 
cies, is  under  criticism.  Some  leaders  in 
Congress  believe  the  whole  area  of  federal 
drug  control  should  be  surveyed,  and  pos- 
sibly more  clear-cut  lines  of  enforcement 
laid  down.  One  bill  on  this  subject— which 
was  not  pressed  last  session — would  give  the 
Secretary  of  the  Department  of  Health,  Edu- 
cation, and  Welfare  authority  to  move  in 
and  assume  control  over  the  distribution  and 
even  the  use  of  any  drug  when  the  Secretary 
decided  that  the  public  welfare  warranted 
such  drastic  action. 

NOTES:  During  the  current  fiscal  year 

the  U.S.  will  be  spending  a total  of  over  32 
million  dollars  to  help  in  vocational  rehabili- 
tation Avork,  most  of  it  in  the  form  of  grants 
to  states. 

In  exchange  for  patent  rights,  colleges 
and  laboratories  will  receive  some  financial 
concessions  from  the  Atomic  Energy  Com- 
mission in  purchase  of  nuclear  materials 
and  equipment. 

From  now  on  Air  Force  physicians,  when 
addressed  verbally,  will  be  called  “doctor.” 
The  military  rank  and  title  will  continue  to 
be  used,  however,  in  written  communica- 
tions. 

The  Department  of  HEW’s  many  medical 
research  programs  are  being  scrutinized  by 
a special  committee  set  up  by  the  National 
Science  Foundation.  In  originally  suggest- 
ing the  study,  former  HEW  Secretary  Hob- 
by said  the  time  had  come  to  re-evaluate  the 
extent  of  federal  medical  research.  Final 
findings  will  be  turned  over  to  HEW  Secre- 
tary Marion  B.  Folsom. 

Announcements 

Caleb  Fiske  Prize  Subject  Announced — 

The  trustees  of  what  is  considered  Amer- 
ica’s oldest  medical  essay  competition,  the 
Caleb  Fiske  Prize  of  the  Rhode  Island  Medi- 
cal Society,  announce  as  the  subject  for  this 
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year’s  dissertation  “Use  of  Radio-active 
Isotopes  in  the  Treatment  and  Investigation 
of  Disease.”  The  dissertation  must  be  type- 
written, double  spaced,  and  should  not  ex- 
ceed 10,000  words.  A cash  prize  of  $350  is 
offered. 

For  complete  information  write  the  Sec- 
retary, Caleb  Fiske  Fund,  Rhode  Island  Med- 
ical Society,  106  Francis  Street,  Providence 
3,  Rhode  Island. 

College  of  Surgeons  Sectional  Meetings — 

The  medical  profession  at  large  is  invited 
to  attend  any  of  six  Sectional  Meetings  of 
the  ACS  to  be  held  in  1956,  as  follows: 

Jacksonville,  Florida,  Jan.  16-18. 

Philadelphia,  Pennsylvania,  Febr.  13-16. 

Milwaukee,  Wisconsin,  Febr.  27-29. 

Colorado  Springs,  Colorado,  March  5-7. 

Little  Rock,  Arkansas,  March  12-13. 

Edmonton,  Alberta,  April  23-25. 

College  of  Chest  Physicians  1956  Prize 
Essay  Contest — 

The  Council  on  Undergraduate  Medical 
Education  of  the  American  College  of  Chest 
Physicians  offers  three  cash  awards  to  be 
given  annually  for  the  best  contributions 
prepared  by  undergraduate  medical  students 
on  any  phase  in  the  diagnosis  and  treatment 
of  chest  diseases  (heart  and/or  lungs). 

The  first  prize  will  consist  of  a cash  award 
of  $250.00;  second  prize  will  be  $100.00;  and 
third  prize,  $50.00. 

For  detailed  information,  write  Executive 
Director,  American  College  of  Chest  Physi- 
cians, 112  East  Chestnut  St.,  Chicago  11,  111. 

Postgraduate  Course  on  Fractures  and 
Joint  Injuries — 

A postgraduate  course  on  fractures  and 
joint  injuries  will  be  offered  at  the  Univer- 
sity of  Colorado  School  of  Medicine  on  Octo- 
ber 20-21-22,  1955.  A guest  clinician,  Doc- 
tor Harold  B.  Boyd  of  Memphis,  Tennessee, 
will  assist  members  of  the  faculty  in  presen- 
tation of  lectures,  panel  discussions,  and 
clinical  demonstrations.  For  application  and 
detailed  program  write  to  Director  of  Post- 
graduate Medical  Education,  University  of 
Colorado  Medical  Center,  4200  East  Ninth 
Avenue,  Denver  20,  Colorado. 


Conference  on  Tuberculosis  at  Des  Moines — 

The  Mississippi  Valley  Conference  on  Tu- 
berculosis will  be  held  at  Hotel  Savery,  Des 
Moines,  la.,  October  13,  14,  15,  1955.  Tuber- 
culosis control  workers  and  the  Mississippi 
Valley  Trudeau  Society  will  meet  together 
on  those  dates.  Prominent  authorities  of  na- 
tional renown  will  present  papers.  The  ses- 
sions on  Friday,  the  14th,  will  constitute  the 
scientific  sessions  of  the  Trudeau  Society. 

Medical  Reservists  May  Earn  Credit  Points 
Attending  Military  Surgeons  Meet — 

Reserve  credit  points  may  be  earned  by 
Medical  Service  reservists  on  inactive  duty 
for  attending  daily  sessions  of  the  forth- 
coming 62nd  Annual  Meeting  of  the  Associa- 
tion of  Military  Surgeons.  The  meeting  will 
be  held  Nov.  7,  8,  and  9 at  Hotel  Statler, 
Washington,  D.C. 

International  Medical  Assembly  To  Be 
at  Milwaukee — 

The  40th  Annual  International  Scientific 
Assembly  of  Interstate  Postgraduate  Medi- 
cal Association  will  be  held  at  the  Municipal 
Auditorium,  Milwaukee,  Wis.,  Nov.  14-17. 
The  program  sparkles  with  ability  and  in- 
terest. Entertainment  will  be  provided  for 
the  wives.  Information  and  formal  program 
may  be  obtained  by  writing  the  Executive 
Director,  Mr.  Roy  T.  Ragatz,  Madison,  Wis. 

Human  Interest  Tales 

Construction  has  begun  on  a new  clinic  building  in 
Mitchell  for  Dr.  E.  J.  Loeffel. 

Dr.  J.  M.  Packer,  Ashland,  recently  passed  his 
fortieth  year  of  medical  practice. 

Dr.  G.  W.  Gilmore,  Murray,  has  returned  home 
after  a short  stay  in  a Plattsmouth  hospital. 

Dr.  Joe  Saults,  Gordon,  has  moved  to  Crawford 
where  he  is  associated  with  the  Crawford  Clinic. 

Dr.  C.  D.  Williams,  Genoa,  has  recently  moved  in- 
to his  newly  remodeled  office  and  clinic  building. 

Dr.  and  Mrs.  A.  J.  Griot,  Chadron,  spent  their 
summer  vacation  at  Jasper  National  Park,  Canada. 

Drs.  H.  V.  Crum  and  R.  L.  Hook,  Rushville,  re- 
cently completed  the  remodeling  of  their  medical  of- 
fices. 

Dr.  Robert  L.  Heins,  Battle  Creek,  has  joined  Drs. 
Robert  and  Carl  Barr  in  the  practice  of  medicine  in 
Tilden. 
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Dr.  L.  J.  Ekeler,  David  City,  recently  received  the 
Knight  of  St.  Gregory  award  from  the  Catholic 
Church. 

Dr.  F.  M.  Karrer,  McCook,  was  a guest  speaker 
recently  at  a weekly  meeting  of  the  Rotary  Club  of 
that  city. 

Dr.  Avis  Bray,  Flagler,  Colorado,  has  moved  to 
Dorchester  to  begin  her  practice  of  medicine  in  the 
community. 

Dr.  and  Mrs.  Donald  C.  Carter,  Beaver  City,  re- 
cently took  a short  vacation  in  the  Black  Hills  coun- 
try in  South  Dakota. 

Dr.  Cecil  J.  Watson,  Minneapolis,  was  the  guest 
speaker  at  the  first  fall  meeting  of  the  Omaha 
Douglas  County  Society. 

Dr.  M.  M.  Sullivan,  Spalding,  recently  gave  an 
address  before  the  annual  meeting  of  the  Knights 
of  Columbus  in  Greeley. 

Dr.  Howard  R.  Baker,  former  Chappell  doctor,  is 
now  associated  with  the  Facey  Medical  Group  in 
San  Fernando,  California. 

Dr.  Elliott  W.  Schilke  former  native  of  Daykin, 
has  been  named  college  physician  at  Wittenberg 
college  at  Springfield,  Ohio. 

Dr.  C.  E.  Wiltse,  Shelton,  has  resumed  his  prac- 
tice of  medicine  in  this  community  following  his  re- 
cent release  from  the  armed  forces. 

Mrs.  Andrew  Johnson,  Norfolk,  passed  away  in 
August  at  the  age  of  93.  She  was  the  mother  of 
Dr.  R.  E.  Johnson,  a former  Wausa  physician. 

Dr.  L.  C.  Potts,  Oxford,  has  opened  his  medical 
office  in  Arnold.  Dr.  Potts  is  a 1954  graduate  of 
the  University  of  Nebraska  College  of  Medicine. 

Dr.  Donald  Matthews  has  announced  the  opening 
of  an  office  at  1674  Van  Dorn  Street,  Lincoln.  He 
will  do  general  practice  of  medicine  and  surgery. 

Dr.  Jack  H.  Bankead,  a former  West  Point  physi- 
cian, has  recently  become  associated  with  Drs.  Jo- 
seph Kuncl,  A.  G.  Burnham,  and  Edward  McNulty, 
of  Alliance. 

Dr.  Carl  Potthoff,  Omaha,  has  resigned  as  as- 
sistant city-county  health  director  and  will  take  up 
full  time  duties  at  the  University  of  Nebraska  Col- 
lege of  Medicine. 

Drs.  Lowell  Dunn,  Theodore  Hubbard,  and  Wil- 
liam Angle  have  announced  their  association  in  the 
practice  of  internal  medicine  and  cardiology,  at  737 
Medical  Arts  Building,  Omaha. 

Dr.  Harvey  W.  Hertz,  formerly  of  Trenton,  and 
now  with  the  armed  forces,  has  been  named  Com- 
mander of  the  317th  Tactical  Hospital  and  Wing 
Surgeon  in  Rhein-Main,  Germany. 

Announcement  has  been  made  of  the  engagement 
of  Miss  Sheila  Stout  and  Dr.  Michael  McGuire. 
Miss  Stout  is  from  Carson,  Iowa.  Dr.  McGuire  is 
the  son  of  the  late  Dr.  L.  D.  McGuire  of  Omaha. 

Dr.  John  C.  Finegan,  recently  released  from  the 
armed  forces,  has  moved  to  Bertrand  where  he  has 
set  up  his  practice  of  medicine.  Dr.  Finegan  is  a 


graduate  of  Creighton  University  School  of  Medi- 
cine. 

The  Nebraska  Association  of  Anesthesiologists 
recently  elected  the  following  officers  at  their  an- 
nual meeting  in  Lincoln.  Dr.  John  Barmore,  Oma- 
ha, President;  Dr.  Samuel  Miller,  Lincoln,  Vice 
President;  Dr.  Russell  Brauer,  Lincoln,  Secretary- 
Treasurer. 

Mrs.  Venla  Dickinson,  wife  of  Dr.  L.  E.  Dickin- 
son, Ravenna,  passed  away  August  27th  at  a hos- 
pital in  Rochester,  Minnesota.  The  deepest  sympa- 
thy of  the  Nebraska  State  Medical  Association  and 
its  members  are  extended  to  Dr.  Dickinson. 

Drs.  C.  M.  Wilhelmj  and  Robert  L.  Grissom,  Oma- 
ha, have  been  appointed  committee  chairmen  by  Dr. 
0.  A.  Kostal,  Hastings,  president  of  the  Nebraska 
Heart  Association.  Dr.  Wilhelmj  will  head  the  re- 
search committee,  and  Dr.  Grissom  the  professional 
education  committee. 

Dr.  and  Mrs.  William  L.  Shearer  of  Omaha  have 
returned  from  an  extensive  vacation  in  the  West. 
While  away,  Doctor  Shearer  lectured  before  four 
groups  of  physicians  and  dentists  on  the  manage- 
ment of  cleft  palate  and  cleft  lip  in  babies.  He  al- 
so lectured  on  management  of  infections  of  the  jaws 
in  relation  to  general  health. 


Know  Your 
Blue  Shield  Plan 


To  promote  Individual  (Non-Group)  enrollment, 
Nebraska  Blue  Cross-Blue  Shield  will  conduct  a 
campaign  of  newspaper  advertising  during  October. 
A total  of  58  coupon  ads  will  be  published  in  19 
daily  newspapers,  and  there  will  be  90  coupon  ads 
run  in  36  weeklies. 

The  challenges  confronting  Blue  Shield  are  clearly 
defined  in  an  article  “Blue  Shield  Faces  Its  Hour  of 
Decision,”  published  in  the  May  issue  of  MEDICAL 
ECONOMICS.  A reprint  of  the  article  was  mailed 
to  all  Nebraska  physicians  to  alert  them  to  the  steps 
which  must  be  taken  if  Blue  Shield  is  to  fulfill  its 
public  obligation  as  a profession-sponsored  service 
organization. 

A conference  of  Blue  Shield  Liaison  Committees 
of  the  county  medical  societies  in  the  First  through 
Seventh  Councilor  Districts  in  the  eastern  part  of 
the  state  will  be  held  in  Omaha  on  October  6,  at 
the  Fontenelle  Hotel.  A similar  meeting  will  be 
held  in  North  Platte  next  month  for  the  Blue  Shield 
committees  of  the  county  societies  in  the  Eighth, 
Ninth,  Tenth,  Eleventh  and  Twelfth  Councilor  Dis- 
tricts. Current  and  proposed  developments  in  the 
Blue  Shield  program  will  be  discussed.  Guest  at 
the  Omaha  meeting  will  be  John  W.  Castellucci, 
Erecutive  Director  of  the  Blue  Shield  Commission. 

Reports  of  services  rendered  to  members  of  Blue 
Shield  Plans  of  other  states  should  be  sent  directly 
to  the  member’s  home  Plan.  Addresses  of  all  Blue 
Shield  Plans  are  listed  in  a new  Directory  which 
was  enclosed  in  a mailing  made  last  month  to  all 
physicians. 
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A supply  of  the  new,  comparison-type  Blue  Cross- 
Blue  Shield  promotion  folders  was  sent  to  all  physi- 
cians and  hospitals  last  month.  All  types  of  hos- 
pital and  medical  coverages  now  offered  are  in- 
cluded in  a single  folder  to  facilitate  a comparison 
of  benefits  and  costs  of  each  type  of  membership. 
The  new  literature  is  designed  to  replace  all  for- 
mer issues,  and  physicians  are  requested  to  de- 
stroy all  folders  previously  furnished  to  them. 

The  Woman's  Auxiliary 

TWENTY-FIVE  YEARS  AGO  IN 
THE  AUXILIARY 

Did  you  know  that  25  years  ago,  1930, 
Mrs.  A.  P.  Overgaard  of  Omaha  was  presi- 
dent of  the  Woman’s  Auxiliary  to  the  Ne- 
braska State  Medical  Association?  The  vice 
president  was  Mrs.  Oliver  Everett  of  Lin- 
coln, secretary,  Mrs.  C.  C.  Tomlinson  of 
Omaha,  and  treasurer,  Mrs.  F.  L.  Wilson  of 
Stuart. 

The  directors  were : Mrs.  F.  A.  Long, 

Madison;  Mrs.  G.  H.  Walker,  Lincoln;  Mrs. 
S.  A.  Preston,  Fremont;  Mrs.  Morris  Niel- 
sen, Blair;  Mrs.  F.  F.  Teal,  Lincoln;  Mrs.  A. 
E.  Cook,  Randolph;  Mrs.  G.  B.  Dent,  North 
Platte. 

The  committee  chairmen  were : 

Hygeia — Mrs.  E.  A.  Creighton,  Red  Cloud 

Nominating — Mrs.  A.  E.  Cook,  Randolph 

Organization — Mrs.  E.  W.  Rowe,  Lincoln 

Public  Relations — Mrs.  F.  W.  Heagey, 

Omaha 

Publicity — Mrs.  C.  A.  Roeder,  Omaha 

Revisions — Mrs.  C.  C.  Tomlinson,  Omaha 

Historian — Mrs.  Rubendall,  Omaha 

When  you  compare  the  number  of  chair- 
men with  those  that  we  have  today  you  can 
see  at  a glance  how  our  interests  and  activ- 
ities have  grown  in  these  twenty-five  years. 

REMEMBER  THE  A.M.E.F. 

A letter  from  our  National  President,  Mrs. 
Mason  G.  Lawson,  states: 

“Among  our  most  important  projects  for 
the  year  is  the  American  Medical  Education 
Foundation.  Auxiliary  contributions  last 
year  totaled  $80,539.70.  We  must  exceed 
that  figure  this  year  because  as  you  know 
our  medical  schools  suffer  a deficit  of  $10,- 
000,000  a year.  As  wives  of  physicians  we 


recognize  the  importance  of  high  standards 
in  medical  education  and  we  have  a tre- 
mendous responsibility  toward  making  the 
A.M.E.F.  campaign  one  of  our  most  import- 
ant projects.” 

Since  the  need  for  funds  is  so  acute  we 
must  all  feel  a personal  responsibility  to  help 
in  this  project. 

In  the  past  the  auxiliary  has  always  suc- 
cessfully supported  any  project  that  they 
were  asked  to  help  sponsor.  This  year  let  us 
endeavor  to  set  a new  record  of  donations  to 
the  A.M.E.F. 

Our  state  A.M.E.F.  chairman  is  Mrs.  J.  P. 
Tollman,  2031.  No.  55th  St.,  Omaha.  Just 
send  her  your  check  and  she  will  promptly 
send  a card  to  the  family  if  it  is  in  the  form 
of  a memorial  or  she  will  credit  your  auxili- 
ary if  it  is  a gift. 


Tuberculosis  Abstracts 

(Continued  from  page  369) 

crease  in  either  the  prevalence  or  severity  of  tuber- 
culosis. If  treatment  should  continue  to  improve  we 
might  find  ourselves  in  an  anomalous  situation  in 
which  there  were  no  deaths  but  with  a continuing 
heavy  load  of  active  cases  in  our  hospitals.  The 
greatest  defect  in  our  present  methods  of  control 
is  the  lack  of  specific  information  in  regard  to  the 
number,  age  and  sex  distribution  of  individuals  who 
have  been  infected. 

The  percentage  of  positive  tuberculin  reactors  is 
an  indirect  measure  of  the  amount  of  undetected 
open  tuberculosis  in  the  community.  A positive 
tuberculin  test  pinpoints  the  individuals  in  the 
group  in  which  new  active  cases  will  develop.  A re- 
cent conversion  from  a negative  to  a positive  tuber- 
culin reaction  means  that  there  is  an  active  case 
among  the  converter’s  associates.  There  is  a rough 
correlation  between  the  percentage  of  the  popula- 
tion with  positive  tuberculin  reactions  and  the  num- 
ber of  clinical  cases  and  the  number  of  deaths  from 
tuberculosis. 

In  1950  in  Wisconsin  there  was  an  average  rate 
of  1.7  deaths  per  100,000  for  the  age  group  under 
20  and  26  per  100,000  for  the  ages  of  50  to  80.  The 
school  children  in  Wisconsin  have  five  per  cent 
positive  tuberculin  reactors  and  it  is  assumed  that 
the  older  groups  have  a tuberculin  rate  of  50  per 
cent. 

The  corresponding  data  from  Minnesota  for  the 
year  1952  shows  a death  rate  of  0.7  per  100,000  in 
the  age  group  under  twenty  years  of  age  and  in  the 
age  group  of  50  years  and  older  a rate  of  19.4  per 
100,000.  The  tuberculin  rate  in  school  children  in 
Minnesota  is  now  about  three  per  cent  in  contrast 
to  50  per  cent  for  adults  over  50. 

Larger  samples  of  tuberculin  tests  especially 
among  adults  of  different  ages  are  needed.  When 
the  data  are  available  it  may  be  possible  to  predict 
from  the  percentage  of  positive  tuberculin  reactors 
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the  expected  annual  number  of  new  cases  and  of 
deaths  from  tuberculosis. 

As  the  program  for  the  elimination  of  tubercu- 
losis progresses,  intensive  x-raying  of  certain  seg- 
ments of  the  population  will  probably  replace  gen- 
eral mass  x-ray  surveys.  Repeated  annual  x-rays  on 
males  over  40  and  females  over  60  would  yield  many 
active  cases  of  tuberculosis,  of  carcinoma  of  the 
lung  and  of  heart  disease.  Ideally  each  individual 
with  a positive  tuberculin  reaction  should  be  x-rayed 
every  year. 

The  routine  x-raying  of  general  hospital  admis- 
sions has  yielded  from  two  to  ten  times  as  many 
active  cases  of  tuberculosis  as  mass  x-ray  surveys 
in  the  same  area.  Before  long  it  will  be  more  eco- 
nomincal  to  carry  out  admission  tuberculin  tests  on 
all  patients  under  40  years  of  age  followed  by  an 
x-ray  of  all  positive  reactors  and  continue  to  x-ray 
individuals  over  40.  The  same  method  of  tuberculin 
testing  and  x-raying  could  be  carried  out  by  pri- 
vate practitioneers  of  medicine. 

The  key  to  the  elimination  of  tuberculosis  is  the 
tuberculin  test  which  tells  us  which  individuals  have 
living  virulent  tubercle  bacilli  in  their  bodies.  An 
annual  x-ray  of  tuberculin  reactors  should  detect 
the  disease  early  enough  to  cure  the  patient  before 
the  infection  of  others.  Routine  annual  x-rays, 
without  tuberculin  tests,  should  be  continued  for  the 
heavily  infected  group  of  individuals  who  are  now 
40  years  of  age  or  over. 

Some  may  be  shocked  by  the  suggestion  that  50 
years  would  be  required  to  eliminate  tuberculosis 
from  the  midwestem  states.  This  is  a conservative 
estimate  based  upon  assumptions  such  as:  no  dis- 
turbance in  our  present  high  standard  of  living,  no 
catastrophic  war  or  social  upheaval,  an  increase  in 
case-finding  programs  and  a maintenance  of  the 
present  sanatorium  system  with  its  expensive  medi- 
cal and  surgical  treatment. 

The  long  incubation  period  for  the  development 
of  clinical  tuberculosis  explains  the  long  time  re- 
quired. To  this  must  be  added  the  prolonged  per- 
sistence of  tubercle  bacilli  in  the  bodies  of  those 
who  have  been  treated  and  are  apparently  well.  All 
physicians  can  recall  instances  where  a person  has 
“cured”  in  his  twenties  and  has  remained  well  until 
he  relapsed  in  his  seventies.  Even  more  disturbing 
is  the  young  child  who  is  infected  and  does  not 
develop  clinical  tuberculosis  until  old  age. 

Leprosy  is  the  only  other  human  disease  which 
has  a comparable  long  incubation  period  and  a 
comparable  long  period  of  infectivity.  Leprosy  was 
eliminated  from  Europe  between  1300  and  1600  A.D. 
by  an  intensive  program  of  isolation.  It  required 
300  years  to  eliminate  leprosy  from  Western 
Europe.  It  did  not  disappear  spontaneously  and 
persists  even  today  in  tropical  countries. 

— By  David  T.  Smith,  M.D.,  Diseases  of  the  Chest,  December, 
1954. 

SARCOIDOSIS 

Sarcoidosis,  although  not  simply  defined  or  de- 
scribed, resembles  tuberculosis  more  than  any  other 
familiar  disorder.  However,  there  are  important 
diferrences  which  distinguish  the  two  diseases. 

The  epithelioid  cell  collections  characterizing  sar- 
coidosis take  the  form  of  tubercles  or  granulomas 


which  may  infiltrate  the  lymph  nodes,  lungs,  skin, 
eyes,  bones,  liver,  spleen,  salivary  glands,  and  oc- 
casionally the  heart,  kidneys  and  nervous  system. 
Sarcoid  tissue  does  not  produce  toxemia  as  do  most 
infections  and  neoplasms;  the  replacement  of  nor- 
moral  tissue  by  myriads  of  sarcoid  tubercles  me- 
chanically impairs  the  function  of  the  involved  or- 
gan. 

Although  Boeck  first  described  the  sarcoid  lesion 
in  1887,  it  was  many  years  before  the  disease  was 
recognizedv  as  a systemic  one  which  might  involve 
any  organ  of  the  body.  The  earliest  report  of  pul- 
monary sarcoidosis  in  the  American  Review  of  Tu- 
berculosis appeared  in  1933,  but  it  was  not  until 
1937  that  Pinner’s  description  acquainted  most  chest 
physicians  with  this  disease.  Since  then,  many  re- 
ports on  sarcoidosis  have  appeared.  No  longer  a 
rarity,  sarcoidosis  is  now  one  of  the  diseases  most 
commonly  considered  in  the  diagnosis  of  chronic 
pulmonary  disorders. 

It  had  long  been  thought  that  almost  all  adults 
were  tuberculin  reactors.  Recognition  of  the  fallacy 
of  this  belief,  and  wider  application  of  the  tuber- 
culin test,  revealed  that  many  patients  with  roent- 
genological and  histological  findings  resembling 
tuberculosis  had  negative  tuberculin  tests.  This 
finding,  characteristic  of  sarcoidosis,  led  to  studies 
which  established  a diagnosis  of  sarcoidosis  in  many 
cases. 

Widespread  x-ray  surveys  have  led  to  the  detec- 
tion of  many  patients  with  diffuse  pulmonary  in- 
filtrations or  much  enlarged  lymph  nodes.  Often 
the  chest  x-ray  appearance  is  alarming,  and  on  ex- 
amination one  is  struck  by  the  patient’s  relatively 
healthy  condition.  Although  many  times  the  dis- 
ability is  not  proportional  to  the  severity  of  the 
roentgenological  changes,  one  must  not  be  misled 
into  thinking  that  sarcoidosis  does  not  impair  health. 

Actually,  it  is  uncommon  to  encounter  a patient 
with  this  disease  who  is  truly  asymptomatic,  who 
has  not  experienced  fatigue  and  weight  loss.  Other 
symptoms  depend  upon  the  organs  involved;  ex- 
amples are  the  shortness  of  breath  and  cough  re- 
sulting from  extensive  pulmonary  infiltration,  the 
blurring  of  vision  and  even  blindness  resulting  from 
ocular  lesions,  and  the  azotemia  which  may  result 
from  replacement  of  kidney  tissue.  Laboratory 
studies  are  helpful  in  directing  attention  to  sar- 
coidosis. Patients  with  sarcoidosis  as  a rule  fail  to 
react  to  second-strength  tuberculin,  or  react  weakly. 
In  two  thirds  of  patients  an  increase  in  serum  globu- 
lin concentration  occurs. 

A diagnosis  of  sarcoidosis  can  be  made  with  con- 
fidence in  the  patient  with  characteristic  organ  in- 
volvement, negative  tuberculin  test,  elevated  serum 
globulin,  and  typical  epitheloid  tubercles  in  a speci- 
men obtained  by  biopsy.  Pathological  study  of  a 
biopsy  specimen  alone  cannot  “prove”  the  diagno- 
sis of  sarcoidosis.  Other  diseases,  notably  tubercu- 
losis, beryllium  granulomatosis,  and  histoplasmosis, 
may  reveal  a similar  histological  appearance.  In 
some  instances  exhaustive  study  to  exclude  these 
diseases  is  required  before  the  diagnosis  of  sar- 
coidosis can  be  established. 

Cutaneous  lesions  or  enlarged  lymph  nodes  suit- 
able for  biopsy  may  not  be  available.  New  methods 
of  securing  tissue  for  histological  study  have  been 
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developed;  scalenus  fat  pad  and  intercostal  pul- 
monary biopsies  as  well  as  needle  aspiration  bi- 
opsy of  the  liver  have  proven  of  value  in  the  diag- 
nosis of  sarcoidosis.  The  specificity  of  the  Kveim 
reaction  has  not  yet  been  established,  and  should 
not  be  leied  upon  in  clinical  practice. 

The  Scandinavian  use  of  the  term  “benign  lymph- 
ogranulomatosis” for  this  disease  and  some  of  the 
earlier  studies  have  resulted  in  a falsely  sanguine 
impression  concerning  the  disease.  It  was  consid- 
ered at  one  time  that,  except  for  the  risk  of  de- 
velopment of  tuberculosis,  sarcoidosis  was  almost 
invariably  benign.  In  recent  years  tuberculosis  has 
been  an  infrequent  complication,  but  sarcoidosis 
has  proven  a more  serious  disorder  than  it  original- 
ly appeared  to  be. 

Sarcoidosis  is  fatal  in  approximately  10  per  cent 
of  cases;  and  many  patients  experience  serious 
permanent  impairment  of  function  as  the  result  of 
scarring.  Approximately  half  of  patients  recover 
spontaneously.  Accumulating  evidence  indicates 
that  in  many  instances  where  recovery  seems  com- 
plete, careful  roentgenological  and  physiological 
studies  will  reveal  considerable  residual  fibrosis. 

A variety  of  therapeutic  agents  has  been  tried  in 
sarcoidosis,  but  consistent  effects  have  been  ob- 
tained only  with  cortisone  and  ACTH.  Their  use 
is  recommended  only  for  carefully  studied  patients 
with  sarcoidosis  who  have  ocular  lesions,  progressive 
pulmonary  disease,  or  other  disabling  symptoms. 

The  nature  of  sarcoidosis  and  its  cause  have  not 
been  determined.  It  was  once  widely  believed  that 
sarcoidosis  was  an  atypical  form  of  tuberculosis,  but 
few  investigators  accept  this  theory  at  present.  Dis- 
belief in  a tuberculous  etiology  of  sarcoidosis  has 
been  based  largely  on  the  rarity  with  which  tubercle 
bacilli  have  been  demonstrable  in  sarcoidosis,  and 
pathological  characteristics  such  as  differences  in 
frequency  of  parotid,  ocular,  cardiac,  pleural,  and 
peritoneal  involvement  in  the  two  diseases.  Recent 
experience  indicates  that  tuberculosis  supervenes  in 
sarcoidosis  much  less  often  than  when  there  was 
greater  exposure  to  tuberculous  infection. 

Certain  epidemiological  peculiarities  of  sarcoido- 
sis have  been  investigated  for  possible  clues  to  its 
etiology.  A majority  of  the  patients  reported  in  this 
country  have  been  Negroes.  Epidemiological  analy- 
sis of  data  from  the  armed  forces,  however,  indicated 
that  sarcoidosis  was  more  frequent  in  both  whites 
and  Negroes  bom  in  the  southeastern  states,  par- 
ticularly in  the  rural  areas.  Sarcoidosis  is  frequent 
in  northern  Europe,  and  infrequent  in  South  Amer- 
ica. These  remarkable  geographic  vagaries  would 
appear  an  important  clue  in  the  search  for  the  cause 
or  causes  of  sarcoidosis.  They  suggest  either  an 
infectious  agent  prevalent  in  certain  soils  or  some 
constitutional  environmental  influence  in  childhood 
which  later  results  in  an  altered  response  to  irri- 
tants or  infection. 

Although  histoplasmosis  and  beryllium  granu- 
lomatosis may  simulate  sarcoidosis,  it  has  been 
shown  that  these  diseases  are  not  factors  concerned 
in  its  causation.  Attempts  to  demonstrate  other 
fungi,  or  viruses,  have  likewise  been  unsuccessful. 
It  has  been  suggested  that  sarcoidosis  be  classified 
among  the  collagen  disorders,  diseases  which  appear 
to  represent  hypersensitivity  reactions.  At  present 


it  must  be  concluded  that  the  cause  and  nature  of 
sarcoidosis  are  unknown. 

Although  a relatively  uncommon  disorder,  sar- 
coidosis has  attracted  an  extraordinary  degree  of 
medical  interest,  inspired  to  some  extent  by  the  ob- 
scurity which  surrounds  the  etiology  and  nature  of 
the  disease.  Of  more  importance,  however,  is  the 
fact  that  sarcoidosis  is  an  example  of  poorly  un- 
derstod  granulomatous  diseases  which  are  more 
often  encountered,  as  tuberculosis  and  other  respira- 
tory bacterial  infections  decline  in  frequency. 

Discovery  of  the  caustion  of  sarcoidosis  might 
well  cast  light  on  the  nature  of  these  diseases.  Pos- 
sibly due  to  infection,  to  chemical  irritants,  to  con- 
stiutional  abnormalities,  or  to  hypersensitivity,  sar- 
coidosis and  the  other  granulomatous  diseases  may 
prove  to  have  a hitherto  unrecognized  type  of 
gnesis. 

— By  Harold  L.  Israel  M.D.,  and  Maurice  Somes,  M.D.,  NTA 

Bulletin,  April,  1955. 


CONSIDERATIONS  OF  TONSILLECTOMY  WITH 
SPECIAL  REFERENCE  TO  POST- 
OPERATIVE BLEEDING 

Tonsillectomy  is  followed  by  complications  more 
frequently  than  is  generally  realized,  and  it  is  the 
cause  of  more  postoperative  deaths  than  any  other 
nose  or  throat  operation.  Poor  technic  and  the  cus- 
tom of  considering  adenotonsillectomy  as  minor  sur- 
gery account  for  large  numbers  of  these  complica- 
tions and  fatalities.  Hemorrhage  is  the  most  fre- 
quent complication. 

The  authors  doubt  that  remote  tonsillectomy  has 
anything  to  do  with  the  development  of  polio- 
myelitis. Statistics  are  cited  from  the  authors’ 
practice  to  support  their  theory  that  antibiotics 
have  no  part  in  raising  the  incidence  of  post-tonsil- 
lectomy bleeding. 

Children  under  20  months  have  only  the  adenoids 
removed  and  adenoidectomy  precedes  tonsillectomy 
in  all  patients.  The  usual  solid  food  diet  is  prompt- 
ly resumed. 

Sulfathiazole  gum  is  chewed  for  thirty  minutes 
every  four  hours  during  the  day.  The  authors  rou- 
tinely treat  secondary  bleeding  with  an  intramuscu- 
lar injection  of  double-strength  U.S.P.  posterior 
pituitary  extract.  They  suggest  the  use  of  Asper- 
gum  if  the  throat  is  painful.  While  the  salicylates 
lower  the  prothrombin  time  of  the  blood,  this  effect 
is  not  likely  to  occur  if  aspirin  is  taken  in  quantities 
after  tonsillectomy. 

In  25  consecutive  cases  given  aspirin  or  Asper- 
gum  postoperatively,  the  prothrombin  time  was 
never  below  80'  per  cent  of  normal.  In  most  cases 
it  was  between  90  and  100  per  cent  of  normal. 

The  authors  feel  that  most  cases  of  post-tonsil- 
lectomy bleeding  are  the  result  of  infection  and 
they  never  operate  if  there  has  been  a recent  infec- 
tion, sore  throat  or  cold,  or  if  there  is  a tempera- 
ture elevation. 

— McLaurin,  J.W.,  and  Raggio,  T.  P. : .J.  Louisiana  St.  Med. 

Soc.,  107:91.  March,  1955. 
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University  of  Colorado  Medical  Center 
POSTGRADUATE  COURSE 

GENERAL  PRACTICE  REVIEW 

January  16-21,  1956 

Six  full  days — each  day  devoted  to  one  area 
of  practice: 

Monday— MEDICINE 
Tuesday— PEDIATRICS 
Wednesday— SURGERY 
Thursday— PSYCHOSOMATIC  MEDICINE 
Friday— OBSTETRICS  AND  GYNECOLOGY 
Saturday— FLUID  AND  ELECTROLYTE 
BALANCE 

Register  for  the  full  course  or  for  any  part. 

For  further  information  and  detailed  program,  write 
to: 

The  Director  of  Postgraduate 
Medical  Education 

UNIVERSITY  OF  COLORADO  MEDICAL 
CENTER 

4220  East  Ninth  Avenue,  Denver  20,  Colorado 

Note:  Hotel  and  Motel  reservations  should  be  made 

early  as  accommodations  will  be  very  scarce  due  to  the 
NATIONAL  WESTERN  STOCK  SHOW  held  during  the 
same  week.  A limited  number  of  evening  seats  will  be 
available  to  registrants  through  this  office. 

WRITE  FOR  A CALENDAR  OF  OTHER 
POSTGRADUATE  COURSES 


Foot-so-Port 
Shoe  Construction 
and  its  Relation 
to  Weight 
Distribution 


• Insole  extension  and  ^.wedge#  at  inner  corner 
of  heel  where  support  is 

• Special  Supreme  rubber  heels  are  longer  than 
most  anatomic  heels  and  maintain  the  appearance 
of  normal  shoes. 

• The  patented  arch  support  construction  is  guaran- 
teed not  to  break  down. 

• Innersoles  are  guaranteed  not  to  crack,  curl,  or 
collapse.  Insulated  by  a special  layer  of  Texon  which 
also  cushions  firmly  and  uniformly. 

• Foot-so-Port  lasts  were  designed  and  the  shoe  con- 
struction engineered  with  orthopedic  advice. 

• NOW  AVAILABLE!  Men’s  conductive  shoes.  N.B.F.l). 
specifications.  For  surgeons  and  operating  room  personnel. 


• By  a special  process,  using  plastic  positive  casts 
of  feet,  we  make  more  custom  shoes  for  polio,  club 
feet  and  all  types  of  abnormal  feet  than  any  other 
manufacturer. 


Write  for  details  or  contact  your  local  FOOT-SO-PORT 
Shoe  Agency.  Refer  to  your  Classified  Directory 


Foot-so-Port  Shoe  Company,  Oconomowoc,  Wis. 

IIWIPWIT 


National  Foundation  for  Infantile  Paralysis 
Calls  in  Surplus  Funds — 

The  National  Foundation  for  Infantile 
Paralysis  is  short  of  funds.  There  is  an  ex- 
cess of  cash  over  estimated  needs  in  1,781 
chapters,  amounting  to  $10  million.  There 
are  1,274  chapters  who  have  run  out  of 
money  to  carry  on  their  patient  aid  pro- 
grams. The  parent  organization  took  the 
unprecedented  action,  on  Aug.  12,  of  calling 
on  all  chapters  to  turn  in  their  excess  funds 
immediately  so  that  the  nation’s  polio  pro- 
gram may  “survive.” 


Governors’  Conference  Endorses  Joint 
Commission  on  Mental  Health — 

For  the  first  time  in  forty-seven  years  of 
governors’  conferences  medical  specialists 
were  invited  to  participate  in  a round-table 
discussion.  Doctors  Leo  H.  Bartemier, 
chairman,  and  Richard  J.  Plunkett,  secre- 
tary of  the  A.M.A.  Council  on  Mental  Health 
participated.  They  presented  the  picture  of 
the  broad  mental  health  problem  of  today. 
The  following  from  the  “Secretary’s  Letter” 
of  August  26,  presents  one  of  the  important 
results  of  this  round-table  discussion: 

“From  a medical  standpoint,  one  of  the 
most  important  things  coming  out  of  the 
governers’  conference  was  the  approval  and 
endorsement  by  official  resolution  of  the 
new  Joint  Commission  on  Mental  Illness 
and  Health,  sponsored  and  established  by 
the  American  Medical  Association,  the 
American  Psychiatric  Association,  and  20 
other  national  organizations  interested  and 
working  in  the  field  of  mental  health.” 

Assistance  Grants  Offered  for  New 
Medical  Practices — 

A helping  hand  to  physicians  in  need  of 
financial  assistance  to  establish  medical 
practice  units  is  being  offered  by  the  Sears- 
Roebuck  Foundation  in  cooperation  with 
the  American  Medical  Association.  Since 
young  physicians  often  lack  capital  and 
business  “know-how,”  this  plan  is  intended 
to  fill  the  gap  with  long-term,  low-cost  as- 
sistance. Unsecured  10-year  loans  of  up  to 
$25,000  will  be  offered  to  physicians  seeking 
to  establish  practices  but  unable  to  get  full 
local  financing.  One  loan  in  each  of  five 
regions  in  the  country  will  be  given  in  1955 
under  an  original  $125,000  Foundation 
grant. 

(Continued  on  page  34- A) 
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GREEN  GABLES 

The 

Dr.  Benjamin  F.  Bailey 
Sanatorium 

Lincoln  : : Nebraska 

MAIN  BUILDING  FOR  OFFICES  AND  CHRONIC  CASES 
REST  COTTAGE  FOR  NERVOUS  AND  MENTAL  PATIENTS 

MAY  L.  FLANAGAN,  M.D.,  Adm. 

PAUL  A.  ROYAL,  M.D.,  Psychiatry 
SAMUEL  D.  MILLER,  M.D.,  Internal  Medicine 
CHAS.  H.  ARNOLD,  M.D.,  and  LUTHER  V.  GIBSON,  M.D.,  Consultants 
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Especially  planned  for  small  or  medium 
sized  towns  and  growing  or  rural  commun- 
ities, the  program  is  designed  to  be  self- 
expanding. All  repayments  will  be  used  for 
further  grants. 

Applications  will  be  screen  by  a medical 
advisory  board  which  has  been  appointed 
from  nominations  by  the  A.M.A.  Board  of 
Trustees.  Each  applicant  must  submit  in- 
formation about  the  area  where  he  intends 
to  locate,  indicating  the  need  for  medical 
care,  medical  resources  already  available, 
possible  reasons  for  the  success  of  a new 
practice,  and  benefits  expected  for  the  com- 
munity. 

State  medical  society  physician  placement 
services  will  play  a major  role  in  getting  the 
program  started.  The  plan,  formulated  by 
the  recently  created  medical  advisory  board, 
is  headed  by  two  members-at-large : Dr.  F. 
J.  L.  Blasingame,  Wharton,  Tex.,  chairman, 
and  Dr.  Edwin  S.  Hamilton,  Kankakee,  111., 
vice  chairman.  Regional  members  include 
Drs.  Samuel  P.  Newman,  Denver,  Midwest; 
Janes  Z.  Appel,  Lancaster,  Pa.,  East;  David 
Henry  Poer,  Atlanta,  South;  Eugene  F. 


Hoffman,  Los  Angeles,  Pacific  Coast,  and 
Robert  D.  Moreton,  Fort  Worth,  Southwest. 

Applications  should  be  sent  to  the  office 
of  the  region  in  which  the  proposed  medical 
practice  is  to  be  established.  They  should 
be  addressed  to  the  Director,  Sears-Roebuck 
Board,  at  these  locations : Pacific  Coast  Re- 
gion— 2650  Olympia  Blvd.,  Los  Angeles  54; 
Southwestern — 1409  South  Lamar  St.,  Dal- 
las 2;  Midwest — 8 E.  Congress  St.,  Chicago 
5;  South — 675  Ponce  de  Leon  Ave.,  Atlanta; 
East — 4640  Roosevelt  Blvd.,  Philadelphia  32. 

More  Spending  in  Sight  by  VA  and  HEW — 

“The  Budget  Bureau’s  annual  review  of 
the  current  federal  budget  notes  higher 
spending  rate  than  last  year  for  Veterans 
Administration  and  Department  of  Health, 
Education,  and  Welfare.  On  VA,  the  Bu- 
reau reports  some  rise  in  every  major  cate- 
gory of  veterans  benefits.  Examples:  (1) 
compensation  and  pension  payments  up  $120 
million  because  more  veterans  of  World  War 
I are  becoming  eligible  for  non-service-con- 
nected benefits,  and  (2)  hospital  and  medical 
programs  up  $72  million  because  of  higher 

(Continued  on  page  40-A) 
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pay  rates  for  federal  employees  and  also 
because  care  will  be  provided  for  a greater 
number  of  patients.  On  the  HEW  budget, 
the  Bureau  estimates  planned  spending  this 
year  will  run  $152  million  more  than  last 
year  . . (From  A.M.A.  Washington  Let- 
ter 84-36). 

Doctors  Should  Participate  in  Farm/City  Week — 

Each  physician  and  his  medical  society  is 
invited  and  urged  to  participate  actively  in 
Farm/City  Week,  Oct.  23-29,  a week-long 
series  of  events  aimed  at  bringing  about  bet- 
ter understanding  between  rural  and  urban 
dwellers.  Your  own  medical  society  has  re- 
ceived detailed  plans  and  explanations  about 
the  activities  of  the  week. 

Through  cooperation  with  the  groups  who 
planned  and  will  execute  the  activities  of 
this  special  week  doctors  will  have  an  un- 
excelled opportunity  to : 

1.  Exercise  civic  leadership. 

2.  Dramatize  medicine’s  services. 

3.  Win  support  of  community  health  pro- 
grams. 


4.  Enjoy  the  reciprocal  benefits  of  par- 
ticipating in  a major  public  relations 
program  with  many  of  the  foremost 
organizations  in  the  United  States. 

First  Issue  of  “Medical  News”  Out  Sept.  12 — 

‘‘Medical  News,”  the  first  newspaper  ex- 
clusively for  the  medical  profession  began 
publication  on  Sept.  12.  Ciba  will  distribute 
the  eight-page  tabloid-size  newspaper  free  of 
charge  to  physicians  every  other  week. 

Published  for  Ciba  by  Medical  News,  Inc., 
the  new  publication  will  provide  the  busy 
physician  with  brief  and  authoritative  news 
and  feature  articles  on  current  medical  de- 
velopments here  and  abroad. 

Many  Doctors  Off  to  W.M.A.  Meeting  in  Vienna — 

About  150  U.S.  physicians  attended  the 
9th  General  Assembly  of  the  World  Medical 
Association  in  Vienna  Sept.  20-26.  The 
W.M.A.  has  50  national  medical  associations 
from  the  free  world  as  members.  The 
A.M.A.  is  the  United  States  member.  The 
World  Medical  Association  deserves  support 
from  every  doctor. 


BRACES  and  ORTHOPEDIC 
♦ APPLIANCES 

PROMPT  SERVICE  Made  to  Measure 
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Orthopedic  and  Fracture  Clinic 
Brace  Shop 

Henry  J.  Stoehr,  Manager 
2300  So.  13th,  Lincoln  Telephone  No.  3-8585 
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j DETERMINATIONS  1 

i;  PROTEIN  BOUND  IODINE  jj 

j;  Electrophoresis , Corticosteroids  j! 

!;  and  Other  Hormone  Studies  j; 

!;  WRITE  FOR  INFORMATION  j; 

I VV  LINCOLN  - HASTINGS  ji 

\ MEDICAL  LABORATORIES  5 

! Stuart  Bldg.  Foote  Bldg.  |t 

<!  LINCOLN,  NEBR.  HASTINGS,  NEBR.  ;! 


PHYSICIANS'  EXCHANGE 

Advertisements  in  this  column  are  at  a rate  of  six  cents 
per  word  with  a minimum  of  $2.00  per  insertion.  Copy 
must  be  received  by  the  fifth  of  the  month  preceding  date 
of  publication  and  should  not  exceed  40  words.  Advertise- 
ments from  members  of  the  Nebraska  State  Medical  Associa- 
tion will  be  accepted  without  charge  for  two  issues.  Each 
advertisement  will  be  taken  out  following  its  second  appear- 
ance unless  otherwise  instructed.  Where  numbers  follow 
advertisements,  replies  should  be  addressed  in  care  of  The 
Nebraska  State  Medical  Journal,  1315  Sharp  Building, 
Lincoln  8. 

FOR  SALE  — E.E.N.  & T.,  or  E.N.  & T.;  well 
established  practice:  over  30  years  same  air-con- 
ditioned office;  complete  files.  Office  equipment 
and  surgical  instruments.  No  cash  needed.  Am  re- 
tiring. Write  L.  C.  Bleick,  M.D.,  830  City  National 
Bank  Building,  Omaha  2,  Nebraska. 

FOR  SALE  — I have  enough  extra  equipment  to 
nearly  equip  a small  office,  including  x-ray  and  dia- 
thermy, which  I will  sell  very  reasonable.  An  ex- 
cellent opportunity  to  start  a practice  with  small 
cash  outlay.  Write:  Loran  C.  Grubbs,  M.D.,  1810 
First  Ave.,  Scottsbluff,  Nebraska. 


The  sum  of  the  achievements  of  tuberculosis  as- 
sociations may  be  measured  not  only  in  terms  of 
tuberculosis  control,  but  also  in  terms  of  the  growth 
of  many  other  public  health  services,  including  full- 
time health  departments,  clinic  facilities,  school 
health  services,  medical  education  and  research,  and 
industrial  hygiene  programs.  William  P.  Shepard, 
M.D.,  NTA  Bulletin,  May,  1954. 
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The  organisms  commonly  involved  in 

Pyelitis 


E.  coli  (8.000X) 


Aerobacter  aerogenes  ( 12.500X) 


Salmonella  paratyphi  A (8.000X) 


Salmonella  paratyphi  B (6.500X) 


Strep,  viridans  (9.000X) 


All  of  them  are 
included  in 
the  more  than 
30  organisms 
susceptible  to 
broad  - spectrum 


Staph,  aureus  ( 9.000X ) 


PANMYCIN* 


100  mg.  and  250  mg.  capsules  • 125  mg.  and  250  mg./tsp. 

oral  suspension  (PANMYCIN  Readimixed) 

100  mg./cc.  drops  • 100  mg./2  cc.  injection,  intramuscular 

100  mg.,  250  mg.,  and  500  mg.  vials,  intravenous 


•TRADEMARK.  REG.  U.  S.  PAT.  OFF.  — THE  UPJOHN  BRAND  OF  TETRACYCLINE 
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1950  Cortone 


1952  Hydrocortone 
1955  'Hydeltra' 


1954  ‘Alflorone’ 

DELTRA  tablets 

(Prednisone,  Merck)  5 mg.  - 2.5  mg.  - 1 mg.  (scored) 

the  delta-i  analogue  of  cortisone 


SHARP 
DOHME 


Philadelphia  1,  Pa. 
Division  of  Merck  & Co.,  Inc. 


Indications : 

Rheumatoid  arthritis 

Bronchial  asthma 
Inflammatory  skin  conditions 


News  and  Views 

Unique  “Medical  Disciplinary  Act”  Passed  in 
Washington  State — 

The  Washington  State  Medical  Associa- 
tion sponsored  a law,  passed  by  the  1955 
State  Legislature,  which  gives  the  medical 
profession  legal  authority  to  purge  itself  of 
unprofessional  practices  by  policing  its  own 
ranks. 

‘‘The  law  provides  that  charges  of  unpro- 
fessional conduct  may  be  made  against  a doc- 
tor by  ‘any  person,  firm,  corporation  or 
public  officer.’  The  Disciplinary  Board  may 
also  initiate  proceedings  without  a formal 
complaint.  After  a hearing  in  which  the 
accused  doctor  is  given  full  opportunity  for 
defense,  the  board  has  the  responsibility  of 
disciplining  or  exonerating  the  doctor.  The 
rights  of  the  accused  are  further  protected 
by  provision  for  appeal  to  the  courts.”  (Sec- 
retary’s Letter,  Oct.  6,  1955). 

Certificate  of  Commendation  to  A.M.A.  for 
Work  on  Pesticides  and  Toxicology — 

“The  award  (Certificate  of  Commenda- 
tion) was  bestowed  (by  the  National  Safety 
Council)  specifically  for  the  American  Med- 


ical Association’s  educational  approach  to  ac- 
cidental poisoning.  The  Committee  on  Pesti- 
cides studies  the  health  hazards  of  agricul- 
tural chemicals  while  the  Committee  on 
Toxicology  investigates  the  health  problems 
of  household  and  industrial  chemical  prod- 
ucts. The  two  committees  conduct  educa- 
tional and  research  programs  on  two  fronts : 
to  increase  public  understanding  of  the  prop- 
er use  of  chemicals,  and  to  provide  guidance 
to  the  medical  profession  on  the  health  ques- 
tions associated  with  their  use.”  (Secre- 
tary’s Letter  of  Sept.  20,  1955). 

Folsom  Warns  Against  Social  Security 
Excesses — 

In  the  opinion  of  Secretary  Folsom,  “there 
is  a limit  to  the  social  security  faxes  the 
people  may  be  willing  to  pay.”  He  sounded 
the  warning  against  unsound  expansion  in  a 
talk  delivered  today  on  the  work  and  objec- 
tives of  his  Department  of  Health,  Educa- 
tion, and  Welfare.  He  declared: 

“Our  social  security  system  has  remained 
sound  because  Congress  has  rejected  pro- 
posals that  might  weaken  or  destroy  it.  We 

(Continued  on  page.  34-A) 
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EDITORIAL 

CHEMICAL  HEALTH-HAZARDS 

The  use  of  chemicals  in  industry,  stock 
raising,  agriculture,  and  in  the  home  has  in- 
creased enormously  within  recent  years. 
Many  of  the  chemicals  thus  used  are  poi- 
sons, and  their  misuse  or  careless  handling 
may  lead  to  illness  and  even  to  the  death  of 
human  beings. 

On  the  other  hand,  the  proper  employment 
of  these  many  substances  is  in  the  interest 
of  mankind.  It  leads  to  increased  yield  of 
crops,  to  increased  control  of  disease  vec- 
tors, and  to  increased  comfort  and  efficien- 
cy of  man  himself.  These  benefits  accrue 
even  if  one  leaves  out  of  account  the  vast 
employment  of  chemicals  in  industry. 

The  Committee  on  Toxicology  of  the 
American  Medical  Association  states  there 
are  about  one-quarter  of  a million  brand- 
name  chemical  products  now  in  use  in  the 
home,  on  the  farm,  and  in  industry ; and  that 
many  of  them  may  be  killers,  cripplers,  or  de- 
stroyers of  property.  Some  of  them  are  re- 
sponsible for  a fair  share  of  the  3,300  deaths 
per  year  in  the  United  States  that  result 
from  misuse  of  chemicals.  We  are  aware 
that  there  are  many  more  instances  of  poi- 
soning than  there  are  of  deaths  from  this 
cause.  The  Committee  also  states  that  no 
complete  catalogue  of  these  products  can  be 
produced  at  this  time. 

The  problems  created  by  these  chemical 
hazards  to  health  are  becoming  so  important 
that  a special  symposium  will  be  devoted  to 
this  subject  on  December  29th  at  the  meet- 
ing of  the  American  Association  for  the 
Advancement  of  Science  during  its  meeting 
in  Atlanta,  Ga. 


Physicians  throughout  the  Middle  West 
are  most  likely  to  encounter  instances  of  poi- 
soning due  to  the  use  of  chemicals  in  the 
home  and  in  the  field  rather  than  to  their 
employment  in  industry.  Here,  they  are 
used  to  control  weeds,  insects,  and  rodents. 
Even  in  this  more  restricted  group,  product- 
names  are  legion,  and  new  names  appear  al- 
most daily.  It  is  encouraging,  however, 
that  a smaller  number  of  basic  chemicals  is 
used  in  compounding  the  vast  majority  of 
the  products  sold  to  the  public  under  numer- 
ous fantastic  names.  For  example,  Octa- 
Klor,  1068,  Velsicol  1068,  and  Dowklor  are  a 
few  of  the  names  for  substances  containing 
Chlordane. 

It  would  be  utterly  impossible  for  a physi- 
cian to  remember  all  the  product-names  to 
say  nothing  of  the  composition  of  the  mix- 
tures themselves.  Remembering  the  smaller 
number  of  important  chemicals  that  are 
used  in  most  of  them,  their  dangerous  dose, 
portals  of  entry  into  the  body,  and  the  symp- 
toms they  may  produce  may  be  possible  but 
is  highly  unlikely.  It  is  wise,  therefore,  to 
have  a reference  at  hand  that  may  be  helpful 
in  a suspected  case  of  poisoning  by  such 
chemical  substances. 

A booklet  entitled  “ Clinical  Memoranda 
on  Economic  Poisons ” (revised  to  April  1, 
1955)  was  recently  published  by  the  National 
Agricultural  Chemicals  Association,  Wash- 
ington, D.C.  While  this  small  treatise  will 
be  outdated  quickly  as  to  names  of  new  mix- 
tures, the  changes  in  the  fundamental  chem- 
icals will  be  much  slower  in  taking  place. 
Until  such  time  as  the  A.M.A.  can  furnish  a 
more  comprehensive  treatise,  this  booklet 
can  be  recommended  as  very  helpful. 

(Attention  is  directed  to  an  article  in  this 
issue  of  the  Journal  by  Rudolph  Sievers  en- 
titled “Poisoning  and  Its  Management.”) 
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SENIOR  CITIZENS 

The  word,  retirement,  as  well  as  the  idea 
it  connotes,  has  a pleasant  ring  for  many 
people  — before  it  becomes  a fact  of  life. 
All  kinds  of  people  doing  all  sorts  of  work 
in  the  world  do  retire;  doctors,  lawyers, 
preachers,  railroad  men,  farmers,  and  many 
others  reach  this  point  in  life  through  neces- 
sity, or  by  choice.  The  company  that  em- 
ploys people  may  have  a rule  about  the  age 
of  retirement;  inroads  by  disease,  or  the 
natural  processes  of  aging  may  force  the  in- 
dividual into  this  status;  or  he  may  merely 
think  he  has  worked  long  enough  and,  there- 
fore, lay  down  his  tools  and  go  home. 

Preparation  for  this  new  situation  may  or 
may  not  have  been  carried  out.  The  pleas- 
ant-appearing  possibility  of  just  doing  noth- 
ing may  be  very  enticing  to  those  who  have 
not  thought  this  matter  through  to  its 
depths.  Others  may  have  made  plans  and 
preparations  that  seem  adequate  from  the 
viewpoint  of  keeping  busy  and  avoiding 
boredom.  Just  “sittin’  in  the  sun”  is  al- 
right for  a time,  but  the  person  who  has 
gone  to  work  at  seven  or  eight  o’clock  in  the 
morning  six  days  a week  for  forty  or  fifty 
years  is  soon  going  to  be  tired  of  doing  noth- 
ing. 

The  man  or  woman  with  a plan  of  activ- 
ity worked  out  before  that  momentous  day 
may  find  his  plan  inadequate  when  he  puts 
it  into  practice.  What  is  there  to  help  these 
people  over  this  “hump?” 

Community-planning  for  retired  individu- 
als has  not  been  extensive  and  has  been  un- 
organized. Company-planning  for  those 
who  have  spent  their  working  years  in  the 
employ  of  some  concern  has  been  growing, 
but  it,  too,  has  no  general  application;  it  is 
specialized  activity. 

A national  organization,  Senior  Citizens 
of  America,  recently  has  come  into  exist- 
ance.  It  is  sponsored  by  highly  reputable 
people.  It  publishes  a magazine  with  the 
title  Senior  Citizen.  This  magazine  is  of 
digest-size  and  the  first  issue  appeared  in 
January,  1955.  This  organization  together 
with  its  magazine  will  serve  to  tie  together 
a group  of  individuals  that  is  growing  very 
rapidly.  It  attempts  to  be  a clearing  house 
for  everything  that  concerns  senior  citizens. 
It  binds  elderly  people  together  into  an  or- 
ganization that  has  their  needs,  their  view- 


points, and  their  mental  and  physical  trou- 
bles as  its  greatest  concern. 

This  organization  and  this  publication  are 
going  to  have  a rapidly  increasing  number 
of  people  with  which  to  concern  themselves. 
Greater  attainable  age  together  with  better 
health  for  those  who  reach  this  time  of  life 
are  bound  to  emphasize  the  need  for  such 
an  organization.  This  organization  and  its 
magazine  will  tend  to  keep  these  important 
people  up  to  date  on  current  events,  and  busy 
with  activities  suited  to  their  age  and  con- 
dition; it  will  be  a medium  of  exchange  of 
ideas,  give  them  a sense  of  usefullness  and  of 
being  wanted,  and  a feeling  of  companion- 
ship. Anyone  over  forty  years  old  is  eligi- 
ble. Any  doctor  interested  for  himself  or 
for  his  patients  may  write  to  Senior  Citizens 
of  America,  1129  Vermont  Avenue  North- 
west, Washington  5,  D.C. 

DISPENSING  BECOMES  ETHICAL 

Druggists  are  complaining  about  a change 
in  Principles  of  Medical  Ethics.  The  change 
that  draws  these  complaints  is  an  amend- 
ment which  declares  it  to  be  ethical  for 
physicians  to  dispense  drugs  or  appliances 
or  both. 

This  amendment  was  made  by  the  House 
of  Delegates  of  the  American  Medical  As- 
sociation upon  recommendation  of  the  Ref- 
erence Committee  that  considered  this 
change.  This  committee  had  before  it  ten 
resolutions  requesting  such  an  amendment — 
resolutions  introduced  by  state  associations 
or  by  delegations  from  various  states;  and  a 
great  amount  of  testimony  by  individuals 
who  appeared  before  the  committee.  Several 
of  the  resolutions  referred  specifically  to  the 
dispensing  of  spectacles. 

Section  8 of  chapter  I of  Principles  of 
Medical  Ethics  forbade  a physician  to  par- 
ticipate in  the  ownership  of  a drugstore  in 
his  “medical  practice  area”  or  to  dispense 
drugs  and  appliances  excepting  under  cer- 
tain specified  conditions.  The  items  noted 
are  covered,  in  a general  way,  by  Section  6 
of  the  same  chapter,  hence  it  was  somewhat 
superfluous  excepting  to  particularize  the  re- 
strictions. 

The  amendment  adopted  by  the  House  of 
Delegates  reads  as  follows: 

“Sec.  8.  — It  is  not  unethical  for  a physi- 
cian to  prescribe  or  supply  drugs,  remedies, 
(Continued  on  page  392) 
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The  Outlook  for  Man * 


After  preliminary  remarks  relative  to  the  chang- 
ing aspects  of  the  impact  of  medicine  on  society 
and  a eulogy  to  the  American  Academy  of  Gen- 
eral Practice,  Doctor  Robins  gives  us  a very 
interesting,  instructive,  and  thought-provoking  dis- 
cussion of  the  greatest  danger  facing  the  human 
race  — starvation. 

Editor 

IT  IS  a great  privilege  to  have 
an  invitation  to  come  to  Ne- 
braska again.  This  is  the  third 
time,  I believe,  I have  been  here  in  the  last 
several  years.  The  last  time  I was  here  I 
had  the  great  privilege  and  honor  of  giving 
the  Commencement  Address,  in  June  1953, 
at  the  University  of  Nebraska.  I have  al- 
ways enjoyed  my  visits  here. 

I had  a little  time  to  do  some  meditating, 
on  the  plane  last  night  and  this  morning, 
about  this  practice  of  Medicine,  and  I be- 
lieve you  will  agree  with  me  when  I make 
this  observation,  that  in  the  first  half  of 
this  century  medicine  and  surgery  certainly 
made  a great  impact  upon  society.  I believe 
that  during  the  next  fifty  years  of  this  cen- 
tury the  reverse  is  going  to  be  true,  society 
is  going  to  make  a great  impact  upon  the 
practice  of  medicine  and  surgery.  You  can 
see  this  in  many  instances.  Two  examples 
I thought  of  acutely  because,  as  I went 
through  my  mail,  I ran  across  a letter  that 
Earl  Woodson  of  Poteau,  Oklahoma,  sent 
me.  He  had  received  this  letter  from  the 
area  medical  director  of  the  United  Mine 
Workers  of  America  Welfare  and  Retire- 
ment Fund.  This  letter  states  to  Dr.  Wood- 
son  : 

“I  have  checked  with  our  Washington 
office  regarding  coverage  for  surgery 
and  am  advised  that  the  coverage  will 
be  limited  to  diplomates  of  the  Ameri- 
can Board  of  Surgery  and  fellows  of 
the  American  College  of  Surgeons  for 
all  surgery  other  than  acute  emergen- 
cies.” 

Another  thing  I think  you  can  observe  is 
that  there  are  hundreds  of  bills  introduced 
in  our  congressional  sessions  — there  are 
over  a hundred  bills  now  in  Congress  — that 
have  to  do  in  some  fashion  with  the  practice 
of  medicine  in  this  country.  As  far  as  I 
know,  none  of  these  bills  have  been  insti- 

*Read  before  Annual  Convention  Nebraska  State  Medical 
Association,  May  19,  1955. 


R.  B.  ROBINS,  M.D. 

Camden,  Arkansas 

gated  and  promoted  in  the  Congress  by 
physicians ; they  are  introduced  and  pro- 
moted by  lay  people.  So,  I feel  that  the 
medical  profession  is  fast  losing  control  of 
its  own  business.  There  is  a gradual  shift- 
ing, 1 think  we  all  observe,  all  over  this 
country,  of  medical  power  to  lay  people,  and 
so  I think  that  the  practice  of  medicine  is 
definitely  in  jeopardy. 

As  I told  Dr.  Brott,  I did  not  know  why, 
particularly,  he  invited  me  to  come  here, 
except,  I suppose,  as  a representative  of  the 
American  Academy  of  General  Practice.  I 
hold  no  office  in  this  organization  at  the 
present  time  other  than  membership  on  the 
Commission  on  Legislation  and  Public  Pol- 
icy, but  I was  one  of  the  founders  of  the 
American  Academy  of  General  Practice, 
back  in  1947,  when  a small  group  of  us  met 
in  a small  room  in  Atlantic  City,  and  I have 
always  been  proud  of  this  organization  and 
of  the  phenomenal  growth  and  the  accom- 
plishments that  it  has  had  during  its  short 
existence. 

You  know,  the  American  Academy  of 
General  Practice  is  the  second  largest  medi- 
cal organization  in  America  with  some 
19,000  members  at  the  present  time.  This 
organization,  in  my  opinion,  has  created  a 
renaissance  in  the  general  practice  of  medi- 
cine in  this  country.  It  has  brought  through 
its  public  relations  program,  a new  con- 
sciousness in  the  minds  of  the  American 
people  that  the  capable  general  practitioner 
can  handle  85  per  cent  of  the  ills  that  hap- 
pen to  people,  and  he  is  certainly  capable 
of  knowing  where  to  refer  the  other  15  per 
cent.  The  family  doctor  in  America  today 
delivers  76  per  cent  of  the  babies  in  this 
country,  and  I think  if  average  statistics 
were  known  he  does  at  least  60  per  cent  of 
the  surgery  that  is  performed  in  our  coun- 
try. 

Before  the  Academy  was  organized,  in 
1947,  only  one  medical  student  out  of  every 
ten  who  were  attending  medical  school 
planned  to  enter  general  practice.  Now  six 
medical  students  out  of  every  ten  plan  to 
enter  general  practice.  The  medical  schools^ 


November,  1955 


383 


the  hospitals,  and  the  patients  are  now  be- 
ginning to  realize  that  the  family  doctor  is 
not  just  the  “water  boy”  on  the  medical 
team;  he  is  really  the  “quarterback.” 

Responsive  to  a progressive  program  of 
positive  action,  the  American  Academy  of 
General  Practice  stands  strong,  and  confi- 
dent, and  secure,  with  a future  of  opportun- 
ity which  is  unmatched  in  the  history  of 
medical  organization  in  this  country.  In 
almost  every  phase  of  its  activity  it  has 
achieved  marked  progress.  Under  critical 
eyes,  I know,  it  has  brought  forth  a well 
constructed  and  a high-principled  program, 
with  a goal  so  praiseworthy  as  to  have  re- 
ceived almost  universal  applause. 

The  credit  for  this  organization,  the 
American  Academy  of  General  Practice, 
goes  to  no  one  person,  as  Paul  Read,  Harvey 
Runty  and  others  know.  But  let  me  tell  you 
that  much  of  the  credit,  in  my  opinion,  for 
the  success  and  the  developmnet  of  this 
great  organization  is  due  to  the  loyal,  effi- 
cient, and  skillful  leadership  of  its  present 
Executive  Secretary,  Mr.  Mac  F.  Cahal.  We 
are  all  amazed  and  highly  pleased  with  the 
brilliance  and  the  creative  genius  of  this 
fine  layman  in  American  medicine. 

The  fire  from  the  torch  of  the  American 
Academy  of  General  Practice  has  lighted 
the  shores  of  lands  across  the  oceans.  Its 
example  has  now  been  copied  in  Great 
Britain,  in  Canada,  in  Australia,  in  New 
Zealand,  in  Holland,  and  in  South  Africa. 
Similar  organizations,  as  you  know,  have 
been  created  in  these  countries  since  we  or- 
ganized here  in  America. 

As  my  concluding  remark  about  the  Aca- 
demy let  me  say  that  it  has  made  real  and 
important  contributions  to  our  nation's 
health  and  welfare  since  its  organization, 
in  1947,  and  I am  sure  that  it  will  continue 
to  do  so.  I think  that  we  should  be  proud 
of  our  membership  in  the  organization. 

I don’t  want  to  ponder  this  theme  too  long. 
I came  to  your  program  today  to  discuss 
another  subject.  It  is  a subject  which  has 
intrigued  me  the  last  few  years,  and  it  is  a 
subject  which  has  its  medical  implications, 
which  certainly  has  its  medical  aspects ; and 
I think  it  is  a subject  which  deserves  the 
very  sincere  contemplation  of  all  thoughtful 
people;  and  physicians,  as  good  citizens  and 
educated  people  in  our  society,  deserve,  I 
think,  to  give  some  thought  to  this  subject 


because  all  of  us  have  our  obligations  to 
those  who  are  to  come  after  us. 

I might  title  my  subject  “The  Challenge 
of  the  Future”  or  “The  Outlook  for  Man” 
and  I want  you  to  bear  in  mind  that  I am 
talking  about  50  years  from  now,  100  years 
from  now,  500  years  from  now.  And  also 
keep  in  mind  that,  in  case  of  World  War  III, 
all  of  the  things  that  I am  discussing  will 
be  speeded  up  tremendously. 

I might  interject  here  a thought  which 
occurred  to  me  the  other  day  in  regard  to 
the  Salk  polio  vaccine.  We  in  the  medical 
profession  are  interested  in  preserving  life, 
not  destroying  life.  Isn’t  it  an  odd  thing 
that  man  works  overtime  in  trying  to  find 
ways  to  prolong  life,  and  that  also  he  works 
overtime  in  trying  to  find  ways  to  destroy 
life?  While  one  group  of  scientists  find  a 
weapon  against  polio,  another  group  of 
scientists  are  busy  making  a better  and  big- 
ger hydrogen  bomb.  Rather  paradoxical, 
isn’t  it?  So  millions  of  people  whose  lives 
will  be  prolonged  by  the  new  polio  vaccine 
may  have  their  lives  cut  short  by  the  bomb. 

Why  can’t  we  find  a remedy  for  the  most 
dreaded  of  all  diseases,  and  that  is  war? 
The  development  of  atomic  and  hydrogen 
bombs  has  made  it  possible,  I think  we  all 
realize,  to  now  annihilate  the  greater  portion 
of  humanity.  But  this  is  by  no  means  the 
only  danger  confronting  mankind.  If  our 
civilization  is  to  survive  we  must  provide 
a long-range  solution  to  the  future  problems 
of  producing  enough  food  for  the  ever  in- 
creasing world  population  and  of  furnishing 
sufficient  energy  for  the  mechanical  conver- 
sion of  raw  materials  into  consumable  pro- 
ducts. 

It  is  our  moral  debt  to  posterity,  as  I 
have  already  indicated,  to  give  these  matters 
some  thought  as  thoughtful  people  who  are 
living  in  this  contemporary  time. 

The  global  revolution  which  is  being 
waged  over  this  earth  is,  in  my  -opinion, 
attributable  to  the  increase  in  universal  pop- 
ulation over  this  whole  globe.  We  are  in 
the  midst  of  a “breeding  storm”  on  this 
earth,  the  population  of  the  world  having 
more  than  doubled  in  the  last  100  years; 
and  at  the  present  rate  of  increase  it  will 
more  than  double  again  in  the  next  25  years. 

The  population  of  the  United  States  is 
now  at  approximately  164  million  people. 
In  20  years  from  now,  by  1975,  it  will  be 
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220  million  people,  which  is  60  million  more 
people  than  we  have  in  our  country  today. 
Despite  the  casualties  and  the  emigrations 
resulting  from  World  War  II,  Europe’s  pop- 
ulation continues  to  increase  at  the  annual 
rate  of  approximately  3 million  people  a 
year,  with  almost  50  million  more  people 
today  than  they  had  25  years  ago.  So  Medi- 
cine’s crusade  has  resulted  in  the  lowest 
mortality  rate  and  the  highest  birth  rate  in 
the  history  of  the  world,  condemning  mil- 
lions to  eventual  poverty. 

The  colored  populations — I am  not  talking 
about  the  negro  but  the  non-Caucasian  pop- 
ulations— of  this  earth  are  twice  as  large 
as  we,  the  white  population,  and  they  are 
increasing  twice  as  fast  as  we,  the  whites. 

The  food  intake  of  half  of  the  people  on 
this  earth  today,  at  this  noon  hour,  is  barely 
sufficient  to  maintain  life.  It  is  these  under- 
privileged people  who  are  staging  a revolt 
of  the  masses.  Communism  on  the  march! 
. . . the  “something  for  nothing”  ideology. 

So,  I say,  the  Number  One  problem  facing 
mankind  today  and  tomorrow  is  over-popu- 
lation and  starvation.  A billion  people  on 
this  earth  today  are  hungry  or  actually 
starving.  Despite  this  tragic  situation,  the 
world  population  is  increasing  by  about 
75,000  more  individuals  every  24  hours  of 
the  clock ; that  is,  we  have  that  many  births 
over  deaths.  If  we  breed  like  rabbits,  in 
the  long-run  we  have  to  live  and  die  like 
rabbits. 

Think  of  it,  on  the  little  island  of  Japan, 
which  is  about  the  size  of  the  State  of  Cali- 
fornia, there  are  half  as  many  people  as 
there  are  in  the  entire  United  States — some 
84  million  people. 

How  will  the  ever  increasing  needs  of  our 
world’s  constantly  enlarging  population  be 
met?  Despite  the  pressures  in  the  world  to 
increase  food  supplies,  the  agricultural  re- 
turns in  the  cultivated  regions  of  this  earth 
can  barely  meet  the  present  existing  de- 
mands and  often  fail  to  do  so. 

In  1951,  the  report  of  the  Food  and  Agri- 
cultural Organization  of  the  United  Nations 
made  this  statement,  and  I quote:  “Most  of 
those  who  were  hungry  in  the  five  prewar 
years  are  now  hungrier  than  they  were 
then.” 

You  know  the  quandary  of  Great  Britain, 
the  quandary  of  Holland,  the  quandary  of 
France,  whose  lifelines  have  been  and  are 


being  severed  from  their  colonies.  Their 
quandary  can  only  be  resolved  in  a reduction 
of  their  standard  of  living,  ultimately. 

There  are  only  five  countries  in  the  world 
today  that  are  capable  of  producing  more 
food  than  their  populations  need.  Those  five 
countries  are:  Australia,  New  Zealand,  Can- 
ada, Argentina,  and  the  United  States  — 
five  countries! 

Australia  has  a population  of  eight  and 
one-half  million  people.  Of  course  New  Zea- 
land is  about  the  size  of  the  State  of  Colorado 
and  it  can’t  be  considered  very  much  as  a 
world  potential.  Canada,  it  would  seem, 
would  be  a country  of  large  potential,  but 
only  10  per  cent  of  the  land  of  Canada  is 
suitable  for  agriculture.  Argentina,  to  the 
south  of  us,  has  always  traditionally  been 
known  as  a great  food  basket,  but  now 
Argentina  is  a victim  of  the  trend  so  pre- 
dominant in  the  United  States,  a trend 
toward  industrialization  at  the  expense  of 
agriculture. 

Lastly,  the  United  States — can  we  be  con- 
sidered a land  of  endless  resources?  As  I 
have  said,  our  population  is  increasing  by 
about  two  and  one-half  million  people  each 
year,  and  it  is  estimated  that,  by  1975,  there 
will  be  needed  113  million  more  acres  in 
cultivation  than  we  presently  have  in  cul- 
tivation. You  know  that  our  soils  are  de- 
teriorating as  the  years  go  by;  they  are 
blowing  from  Nebraska  and  Kansas  down 
to  Arkansas,  and  from  Arkansas  on  into  the 
Gulf. 

My  thought  is  that  the  greatest  essential 
of  a National  Defense  Program  is  more  at- 
tention to  this  agricultural  potential  or  the 
possibilities  that  we  may  have.  As  I have 
said,  the  present  idea  is — and  you  see  your 
chambers  of  commerce  doing  it  all  the  time 
— the  present  idea  is  that  industrialization 
within  itself  spells  progress. 

The  velocity  of  industrial  expansion  with- 
in the  present  century,  as  I am  sure  we  all 
recognize,  has  resulted  in  a terrific  drain 
upon  the  resources,  many  of  which  are  non- 
renewable. To  me  this  is  amazing. 

We  people  here  in  the  United  States  have 
used,  in  the  past  40  years,  more  of  the 
earth’s  riches  than  all  of  mankind  has  used 
in  the  last  4,000  years.  We  are  told  that 
our  present  extensive  usage  of  natural  re- 
sources will  be  augmented  at  least  one  half 
by  1970  to  1980,  and  we  will  then  have  to 
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depend  upon  the  rest  of  the  world  for  about 
a fifth  or  more  of  our  needs.  Many  of  these 
resources — coal,  oil,  iron — are  nonrenewable 
and  will  eventually  become  exhausted, 

From  the  broad  point  of  view,  then,  the 
primary  answer  to  the  world’s  pressing 
needs  lies  in  widespread  improvement  and 
development  of  agricultural  practices,  in- 
cluding new  sources  of  food  supply. 

So  you  say,  what  are  the  potentialities  of 
the  vast  undeveloped  regions  of  the  earth? 

Let’s  take  a quick  look  at  Africa.  One 
fifth  of  all  the  earth’s  land  surface  lies 
within  the  bounds  of  Africa,  but,  my  friends, 
one-third  of  the  continent  of  Africa  is  desert 
land.  Look  at  Egypt,  with  some  20  million 
people.  It  has  to  support  these  20  million 
people  on  a little  strip  of  land  along  the 
Nile  River  which  is  about  the  size  or  a 
little  larger  than  the  State  of  Vermont. 
Africa  has  hardly  any  metal  industries,  but 
it  provides  copper  and  manganese  and 
chrome  and  tin  and  lead  and  zinc  and  cobalt 
to  the  industrial  markets  of  Europe  and 
North  America.  The  Belgian  Congo  is  one 
of  our  principal  sources  of  high-grade  uran- 
ium ore.  Certainly  part  of  the  task  of  the 
future  is  to  assess  the  possibilities  of  Africa 
for  producing  more  food  and  fiber  and  for 
combatting  the  problem  of  the  unemployed 
and  the  undernourished  peoples  in  the  over- 
crowded areas  of  the  earth. 

A quick  look  to  the  south  of  us  at  the 
great  Amazon  Valley  which  you  might  think 
is  a great  potential  reserve,  but  the  condi- 
tions under  which  crops  might  be  grown  in 
the  Amazon  Valley,  commercially,  are  ques- 
tions almost  prohibitive  as  far  as  cost  of 
production  is  concerned.  The  inability  of 
those  people  who  are  living  there  at  the 
present  time  to  adequately  nourish  them- 
selves is  quite  an  example. 

Then  you  look  to  the  continent  of  Asia, 
the  inhabited  regions  of  Asia.  Think  of 
China  and  India  and  the  population  pres- 
sures of  these  two  countries.  China  and 
India  contain  about  two  fifths  of  the  people 
of  this  earth  and  they  have  come  to  repre- 
sent the  extremities  of  human  suffering  on 
this  earth  as  a result  of  overcrowding.  Re- 
cently, Nehru,  in  India,  had  his  National 
Congress  pass  a resolution  encouraging 
family  planning  and  the  establishment  of 
birth  control  clinics. 


At  some  point  in  history,  population 
growth  must  halt.  We  must  become  recon- 
ciled to  the  inescapable  fact  that  artificial 
means  of  population  control  must  be  widely 
and  wisely  used,  or  we  must  resign  ourselves 
to  a future  of  world- wide  starvation.  We 
may  avoid  talking  about  this  subject  and 
may  moralize  and  may  lecture  to  the  con- 
trary; laws  may  forbid  us  to  consider  it, 
pressure  groups  may  prevent  our  political 
leaders  from  supporting  it,  yet,  in  my  opin- 
ion, the  conclusion  can  not  be  denied  on  any 
rational  basis.  A few  joint  efforts,  as  you 
know,  have  been  developed  toward  the  im- 
provement of  public  health,  but  this  solution 
of  the  problem  remains  indirect,  as  I have 
indicated. 

Sweden  represents  today  the  world’s  out- 
standing social  experiment  in  human  society ; 
it  represents  an  experiment  in  population 
control.  The  program  of  Sweden  is  based 
upon  three  principles.  Those  are:  (1)  That 
a democracy  implies  voluntary  parenthood 
and  the  right  of  the  citizen  to  decide  upon 
the  size  of  his  family;  (2)  that  the  quality 
of  the  population  never  should  be  sacrificed 
for  the  quantity;  and  (3)  that  the  social 
and  economic  resources  of  a country  should 
be  utilized  to  assure  the  maximum  welfare 
of  the  maximum  number  of  people. 

The  rapidly  declining  birth  rates  in  two 
predominantly  Catholic  countries,  France  and 
Italy,  at  the  present  time,  are  evidence  of 
increased  conception  control  in  spite  of  the 
opposition  of  the  Church  and  of  the  illegality 
of  the  sale  of  contraceptives.  That  sexual 
restraint  has  played  a significant  role  in 
either  of  these  two  countries  is  hard  to  be- 
lieve and  extremely  doubtful. 

In  the  past,  religious  laws  have  been 
molded  in  part  by  public  attitudes  and  cul- 
tural pressures.  As  you  know,  you  who  are 
students  of  the  Bible,  the  attitude  of  the 
writers  of  the  Hebrew  law  toward  birth 
control,  for  example,  became  altered  with 
time  as  social  forces  changed  in  the  interim. 

Several  future  possible  courses  have  been 
advanced  recently  regarding  the  problems 
I am  discussing.  Just  briefly  to  mention 
them,  these  include  the  tapping  of  the  im- 
mense reservoir  of  organic  materials  which 
are  present,  both  animal  and  vegetable,  in 
the  oceans;  the  manufacture  of  artificial 
foods;  the  inducement  of  rainfall;  and  the 
conversion  of  sea  water  into  fresh  water  for 
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irrigation  of  regions  now  too  arid  to  bear 
crops ; soil  conditioners ; new  fertilizers ; etc. 

In  a discussion  of  synthetic  food  one  must 
of  course  deal  at  the  outset  with  the  common 
and  all  pervasive  human  prejudice  that 
natural  foods  are  more  wholesome,  more 
tasty  and  more  attractive  than  are  artificial 
foods,  and  I can’t  imagine  you  doctors  com- 
ing here  today  and  taking  your  lunch  in  a 
capsule  form  while  listening  to  this  talk, 
with  any  degree  of  satisfaction. 

In  conclusion,  I wish  to  reemphasize  the 
gravity  of  the  rapidly  approaching  problem 


of  inadequate  food,  inadequate  minerals,  and 
inadequate  energy  for  the  constantly  in- 
creasing human  numbers.  At  the  present, 
starvation  is  the  only  controlling  factor. 
Perhaps  one  day  new  resources  or  new 
methods  of  providing  residual  resources  may 
be  found,  but  that  day  at  best  is  far  distant. 
Nuclear  energy  has  little  significance  to  the 
man  whQse  body  is  starving.  It  is  conceiv- 
able, then,  that  population  control  may  be 
the  eventual  realistic  approach  to  the  solu- 
tion of  this  problem,  because  it  seems  to  me 
as  we  take  a view  at  the  present  time  we 
can  see  the  limits  of  the  earth. 


Poisoning  and  Its  Management * 


Doctor  Sievers  lays  emphasis  on  the  dearth  of 
teaching  of  clinical  poisoning  and  admits  the 
impossibility  of  keeping  in  mind  detailed  infor- 
mation about  the  many  poisons,  their  effects  on 
the  body,  and  the  management  required  in  each 
instance.  He  summarizes,  by  text  and  table,  the 
important  data  about  presently  used  toxic  sub- 
stances, and  emphasize  general  therapeutic  mea- 
sures that  may  be  utilized  until  the  identity  of 
the  poison  and  its  pathologic  effects  are  deter- 
mined. 

EDITOR 

INTRODUCTION 

TT  IS  difficult  to  get  a true 
JL  picture  of  poisoning,  as  a medi- 
cal problem.  Toxicology,  as  a 
subject,  is  rarely  taught  in  medical  schools. 
Most  of  us  have  to  search  in  a frantic  and 
often  embarrasing  manner  for  information 
when  confronted  with  a suspected  case  of 
poisoning. 

The  number  of  deaths  from  poisoning  is 
estimated  to  represent  about  7 per  cent  of 
the  accidental  deaths  in  Nebraska  each 
year.  (Table  1).  As  can  be  noted  from  this 
table,  we  have  approximately  45  deaths  from 
poisoning  each  year  in  Nebraska.  Roughly 
one  third  of  the  suicides  are  caused  by 
poisoning.  You  will  notice,  too,  that  a great 
variety  of  toxic  substances  are  responsible 
for  these  deaths  from  poisoning.  Rather 
frequently  the  drug  or  substance  responsible 
for  the  death  is  not  known  or  is  unspecified. 
You  will  note  also  that  gas  and  vapors 
account  for  at  least  one  third  of  these 
Nebraska  poisoning  deaths. 

As  to  age  group,  children  (from  0-14 
years)  account  for  nearly  one  third  of  the 

•Read  before  the  Annual  Convention  Nebraska  State  Medical 
Association,  May  19,  1955. 


RUDOLPH  SIEVERS,  M.D. 

Blair,  Nebraska 

TABLE  1 

Nebraska  State  Department  of  Health 
Bureau  of  Vital  Statistics 
DEATHS  FROM  POISONING 
Five-Year  Period  (1949-1953) 

CAUSE  OF  DEATH 1949  1950  1951  1952  1953 

Food  Poisoning  1 

ACCIDENTAL  POISONING  BY 
SOLID  AND  LIQUID  SUBSTANCES 
Poisoning  by  barbituric  acid  and 

derivatives  2 

Poisoning  by  aspirin  and  salicylates-  1 
Poisoning  by  other  analgesic  and 

and  soporific  drugs  1 

Poisoning  by  sulphonamides  

Poisoning  by  strychnine  1 

Poisoning  by  other  and  unspecified 

drugs  3 

Poisoning  by  alchohol  1 

Poisoning  by  petroleum  products 1 

Poisoning  by  industrial  solvents 1 

Poisoning  by  corrosive  aromatics, 

acids  & caustic  alkalis  

Poisoning  by  lead  and  its  compounds  1 

Poisoning  by  arsenic  & anitmony, 

and  their  compounds  

Poisoning  by  fluorides  1 

Poisoning  by  other  & unspecified 

solid  & liquid  substances  1 4 

ACCIDENTAL  POISONING  BY 
GASES  AND  VAPOURS 
Poisoning  by  utility  (illuminating) 

gas  5 5 

Poisoning  by  motor  vehicle 

exhaust  gas  4 2 

Poisoning  by  other  carbon 

monoxide  gas  1 2 

Poisoning  by  cyanide  gas  1 

Poisoning  by  other  specified 

gases  and  vapours  

Poisoning  by  unspecified  gases 

and  vapours  

SUICIDE  AND  SELF-INFLICTED 
INJURY 

Poisoning  by  analgesic  and 

soporific  substances  3 2 

Poisoning  by  other  solid  and 

liquid  substances  10  13 

Poisoning  by  gases  in  domestic  use 2 

Poisoning  by  other  gases  6 7 

Poisoning  by  venomous  animals 1 


TOTALS : 36  47  48  52  39 

deaths  from  poisoning.  In  the  average  year 
about  the  same  number  of  children  die  from 
accidental  poisoning  as  from  poliomelitis1 ; 


12  1 
1 1 

1 

1 


112 
1 1 

3 

3 12 

1 


1 


1 2 


10  9 9 

7 9 4 

1 


1 

1 


4 4 3 

8 8 6 

1 

9 10  7 


November,  1955 


387 


yet,  compared  to  the  mass  hysteria  asso- 
ciated with  poliomyelitis,  no  one  really  gets 
excited  about  the  number  of  fatalities  due 
to  poisons.  Mortality  rates,  however,  do  not 
adequately  indicate  the  incidence  of  poison- 
ing. For  each  accidental  death  from  poison- 
ing, there  are  many  instances  of  recovery  or 
partial  recovery  from  exposure  to  toxic 
agents.  For  example,  in  a four-year  study 
of  admissions  to  Childrens  Hospital,  Wash- 
ington, D.C.,  there  were  only  2 deaths,  but 
there  were  250  cases  of  accidental  poisoning- 
admitted  for  treatment2.  Many  are  left  with 
permanent  disabilities,  such  as  brain  injury, 
(from  acute  carbon  monoxide  poisoning), 
esophogeal  strictures  following  ingestion  of 
caustic  alkali,  and  the  renal  or  hepatic  dam- 
age caused  by  many  other  toxic  agents. 

The  Big  Six  in  pediatric  poisoning  are 
barbiturates,  kerosene,  salicylates,  arsenic, 
strychnine,  and  lye. 

The  incidence  of  poisoning,  both  acute 
and  chronic,  is  constantly  increasing  as  new 
chemicals  are  placed  on  the  market  and  used 
in  home  and  industries.  There  are  many 
plant  poisons  which  are  of  concern  in  rural 
areas,  and  many  drugs  on  the  market  which 
may  produce  side  reactions  of  varying 
severity.  There  are  literally  hundreds  of 
substances  in  use  today  to  which  one  may 
be  exposed  and  which  may  give  rise  to  poi- 
soning. Some  of  these  toxic  syndromes 
simulate  infections  or  functional  diseases, 
and  it  is  important  therefore  that  they  be 
recognized. 

DIAGNOSIS  OF  POISONING 

° ° POISONING  MUST  be  considered  in 
any  unexplained  illness,  particularly  that  of 
an  acute  nature.  Very  often  the  physician 
is  unaware  that  poisoning  is  the  underlying 
cause  for  the  condition  of  his  patient,  and 
even  more  frequently  he  is  not  familiar  with 
the  guilty  toxic  agent  and  its  toxicologic 
properties.  For  example,  what  appears  to 
be  the  clinical  picture  of  parkinsonism  may 
be  the  outcome  of  exposure  to  carbon  disul- 
fide or  of  chronic  managese  poisoning. 
Hepatitis  may  be  of  an  infective  nature  or 
it  may  result  from  exposure  to  hepatotoxic 
agents  such  as  carbon  tetrachloride  or  tri- 
nitrotoluene. On  the  other  hand,  it  is  just 
as  dangerous  to  interpret  erroneously  a 
clinical  picture  as  the  result  of  exposure  to 
certain  compounds.  For  instance,  DDT  has 
been  widely  publicized  as  being  responsible 


for  a great  variety  of  pathologic  conditions, 
yet  many  cases  of  alleged  DDT-poisoning 
have  been  proved  to  be  due  to  other  condi- 
tions. I have  found  this  to  be  particularly 
true  when  investigating  cases  of  so-called 
DDT-poisoing  in  various  parts  of  the  United 
States  when  serving  as  a toxicologist  in  the 
U.S.  Public  Health  Service. 

Knowledge  of  all  the  sources,  actions,  and 
treatment  of  every  known  poison  is  desir- 
able, yet  it  appears  impossible  that  a physi- 
cian can  keep  in  mind  all  signs  and  symptoms 
resulting  from  the  thousands  of  toxic  sub- 
stances to  which  man  may  be  exposed.  Thus, 
the  present  day  management  of  poisoning 
is  considered  from  the  viewpoint  of  dis- 
turbed organ  functions  rather  than  from 
that  of  the  individual  poisons. 

The  general  principles  in  handling  a poi- 
soned person  are:  1.  emergency  measures 
in  acute  poisoning;  2.  identification  of  the 
poison;  3.  prevention  of  further  absorption; 

4.  use  of  chemical  or  physiologic  antidotes; 

5.  treatment  of  hazardous  manifestations; 
and  6.  the  provision  for  general  measures 
and  treatment  of  after-effects. 

In  cases  of  acute  poisoning,  prompt  action 
is  often  life-saving.  Certain  emergency  mea- 
sures may  be  taken  before  the  physician 
arrives.  These  directions  can  be  given  by 
telephone  when  the  emergency  call  is  re- 
ceived: When  clothing  is  contaminated,  re- 
move it;  if  the  patient  has  been  exposed  to 
toxic  gases,  vapors,  or  fumes,  he  should  be 
removed  to  an  uncontaminated  environment; 
the  patient  should  be  kept  warm  but  not 
hot;  avoid  all  physical  strain  and  exercise. 

In  most  poisonings  it  is  imperative  that 
the  patient  be  kept  at  absolute  rest.  In 
poisonings  from  an  irritant  gas  such  as 
nitrous  fumes  and  phosgene,  moderate  exer- 
cise may  precipitate  pulmonary  edema;  in 
carbon  monoxide  inhalation,  it  may  cause 
collapse.  All  tight  fitting  clothing  should 
be  loosened.  If  a poison  is  taken  by  mouth 
and  the  patient  is  not  unconscious,  an  emetic 
should  be  given  as  soon  as  possible  except 
in  cases  where  a corrosive  poison  or  kero- 
sene has  been  swallowed.  Warm  salt  water, 
or  mustard  water,  (1  tablespoon  powdered 
mustard  to  1 cup  of  lukewarm  water)  may 
be  used.  Tickling  of  the  soft  palate  may  be 
used  to  induce  emesis,  although  this  is  usual- 
ly effective  only  if  there  is  already  a ten- 
dency toward  vomiting. 
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If  the  patient  has  ingested  some  corrosive 
acid,  the  administration  of  lime  water,  milk, 
or  gruel  may  be  utilized.  If  the  patient  has 
swallowed  an  alkali  solution,  vinegar,  lemon 
juice  or  5 per  cent  citric  acid  may  be  given. 

When  the  skin  is  contaminated  with  toxic 
materials,  it  should  be  washed  with  soap 
and  water.  In  case  of  alkalies,  vinegar  may 
be  used  first  and  then  the  area  flushed  with 
ample  amounts  of  water. 

If  the  patient  is  weak  and  somnolent  but 
still  able  to  swallow,  the  administration  of 
strong  tea  or  coffee  may  be  advised.  Alcohol- 
ic beverages  should  never  be  given.  Patients 
suffering  from  convulsions  should  be  kept 
in  bed  in  a semi-dark  room.  Stimulation  of 
all  types  — mechanical,  noise,  or  light  — 
should  be  carefuly  avoided  as  they  may  start 
convulsive  seizures. 

When  breathing  becomes  extremely  shal- 
low, irregular,  or  ceases,  artificial  respira- 
tion should  be  given.  If  possible,  it  should 
be  combined  with  the  administration  of 
oxygen  or  carbogen  (5  per  cent  carbon  di- 
oxide and  95  per  cent  oxygen.) 

The  identity  of  the  poison  should  be  as- 
certained where  possible.  To  insure  a more 
scientific  picture,  and  to  avoid  possible 
medico-legal  complications,  the  urine,  stom- 
ach contents,  and  the  container  in  which  the 
poison  came  should  be  saved  for  analysis  at 
a later  date.  Prompt  identification  is  often 
possible  by  a study  of  the  patients  environ- 
ment: if  outdoors,  it  may  be  due  to  an  in- 
secticide or  plant  poison;  a closed  garage 
door  with  a car  motor  running  suggest  car- 
bon monoxide;  or  the  bottle  nearby  which 
contained  sleeping  pills. 

TREATMENT  OF  POISONING 

o © THE  TREATMENT  OF  poisoning 
may  be  divided  into  3 steps:  a.  removal  of 
the  toxic  agent;  b.  detoxification  of  the 
absorbed  poison;  and  c.  symptomatic  treat- 
ment. The  order  in  which  these  steps  should 
be  taken  will  depend  upon  the  condition  of 
the  patient.  If  the  patient  suffers  from 
severe  pain,  excitement,  or  convulsions;  if 
he  suffers  from  shock,  or  if  his  respirations 
are  shallow;  it  is  obvious  that  symptomatic 
treatment  has  to  precede  the  other  steps, 
otherwise,  the  most  important  step  is  to 
prevent  further  absorption. 

Absorption  of  the  poison  may  be  mini- 
mized by  1.  emesis,  2.  measures  to  delay 


gastric  emptying,  3.  gastric  aspiration  and 
lavage,  4.  the  introduction  of  a specific  or 
general  chemical  antidote,  and  5.  the  use 
of  cathartics  and  enemas. 

Emetics  have  to  be  used  with  great  care 
to  avoid  aspiration  of  vomitus  and  the  likeli- 
hood of  pulmonary  complications.  Vomiting 
should  not  be  induced  if  the  patient  is  a.  un- 
conscioust  b.  if  there  is  marked  cardiac 
impairment,  nor  c.  after  the  ingestion  of 
strong  corrosive  poisons. 

Gastric  aspiration  and  lavage  may  be  life 
saving  when  properly  performed.  When  im- 
properly done,  gastric  lavage  is  more  dan- 
gerous than  helpful.  The  lavage  poorly  done 
hastens  the  passage  of  gastric  contents,  in- 
creases the  likelihood  of  aspiration  into  the 
lung,  and  may  induce  fatal  seizures  in  con- 
vulsant  poisoning. 

What  is  the  proper  procedure  for  gastric 
lavage?  A large  tube  is  important — 32-42 
French  for  adults  and  28  French  for  chil- 
dren. To  the  proximal  end  of  the  tube  is 
fitted  an  Ewald  aspirating  bulb  of  250  cc. 
capacity3.  Do  not  use  small  tubes  passed 
through  the  nares  nor  ureteral  catheters. 
Tubing  of  small  bore  does  not  permit  the 
removal  of  pieces  of  poison  or  of  poison- 
impregnated  material. 

The  first  step  is  the  evacuation  of  all 
gastric  contents.  This  can  be  done  almost 
quantitatively  by  use  of  the  deflator  bulb 
and  by  allowing  suction  to  do  the  aspiration. 
After  evacuation  is  as  complete  as  possible, 
start  the  lavage  proper.  Inject  a bulbful  of 
water  and  then  aspirate  as  mentioned;  the 
alternate  injection  and  aspiration  of  bulbfuls 
(150-250  cc.)  being  repeated  until  the  re- 
turns are  clear  — usually  requires  2 to  5 
liters  of  fluid.  A large  amount  of  fluid 
should  not  be  introduced  into  the  stomach 
at  any  one  time  because  this  stimulates 
passage  of  materials  into  the  intestine. 
Lavage  is  contraindicated  in  the  presence  of 
convulsions.  Very  gentle  care  is  required  in 
passing  the  tube  after  ingestion  of  corrosive 
poisons;  also  to  prevent  pulmonary  aspira- 
tion in  comatose  children;  and  in  cases  of 
kerosene  ingestion. 

Tap  water  is  usually  effective  for  the 
lavage.  Its  effectiveness  is  increased  by 
adding  activated  charcoal  to  the  water, 
which  permits  absorption.  The  use  of  chem- 
ical antidotes  for  the  precipitation  of  poisons 
in  the  gastrointestinal  tract  is  of  limited 
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value  because  these  precipitants  can  delay 
but  not  prevent  absorption4.  Thus,  antidotes 
of  this  type,  such  as  tannin,  milk,  egg-white, 
and  potassium  permanganate  should  be  fol- 
lowed by  gastric  lavage.  After  thorough 
lavage,  before  the  lavage  tube  is  withdrawn, 
additional  charcoal  in  water  and  a saline  cath- 
artic may  be  deposited  in  the  stomach  to 
promote  rapid  passage  of  the  poison  not 
recovered.  A word  of  caution  is  necessary 
here:  Poisons  such  as  arsenic,  phosphorus, 
mercury,  and  other  poisons  causing  shock 
and  dehydration  due  to  severe  diarrhoea 
should  not  be  treated  by  catharsis5. 

TABLE  2 

CHEMICAL  ANTIDOTES 


POISON 

CHEMICAL  ANTIDOTE 

Oxalate 

Calcium  gluconate,  i.v. 

Phosphorus 

Copper  sulfate,  0.2%,  1 gm.  per  500  cc. 
water 

Fluoride 

Calcium  Chloride,  5% 

Mercury  bichloride 

Sodium  Formaldehyde  sulfoxylate  5% 

Phenol 

Olive  Oil 

Lye  and  other  caustics— 

Weak  acids  (vinegar,  lemon  juice) 

Acids 

Weak  alkalis  (Milk  of  magnesia,  baking 
soda) 

Formaldehyde 

Dilute  ammonia  water,  0.2% 

General 

Activated  charcoal,  U.S.P. 

The  prevention  of  absorption  of  poisons 
given  by  subcutaeous  routes  is  not  possible, 
but  can  be  greatly  delayed.  The  site  of  in- 
jection, if  an  extremity,  can  be  excluded  by 
use  of  a tourniquet  which  is  released  from 
time  to  time  to  give  the  body  the  chance  to 
detoxify  or  eliminate  the  poison  as  it  enters 
the  circulation.  Where  a tourniquet  is  not 
applicable,  local  vasoconstriction  by  the  sub- 
cutaneous injection  of  epinephrine  will  delay, 
considerably,  the  absorption  of  the  injected 
drug. 

The  use  of  chemical  and  physiologic  anti- 
dotes has  been  commented  on  briefly  before. 
Chemical  antidotes  which  change  the  poison 
to  a less  harmful  compound  can  be  useful 
occasionally.  The  parenteral  injection  of 
calcium  salts  in  oxalate  poisoning,  the  use 
of  sodium  formaldehyde  sulfoxylate  in  mer- 
cury poisoning,  and  the  use  of  calcium  salts 
in  fluoride  ingestion  are  examples.  Physio- 
logic antidotes  as  a rule  are  more  success- 
fully used  in  treatment  of  poisoning  than 
chemical  antidotes.  The  metallic  salts  of 
mercury,  bismuth,  gold,  antimony,  and  ar- 
senic are  effectively  treated  by  the  use  of 
BAL,  10  per  cent  solution  in  peanut  oil, 
given  intramuscularly  every  3 to  4 hours, 
in  doses  of  3 to  5 mg.  per  kilogram. 

The  many  methemoglobin-formers  can  be 


TABLE  3 

PHYSIOLOGIC  ANTIDOTES 


POISON 

ANTIDOTE 

USE 

Arsenic,  mercury, 
gold,  bismuth, 
antimony 

DIMERCAPROL 
(BAL),  10% 
solution  in 
peanut  oil 

3 to  5 mg.  per  kilogran  q. 
3 to  4 hour,  intramuscu- 
larly. 

Nitrates,  aniline 
dyes,  chlorates, 
etc.,  producing 
methemoglo- 
binemia 

Methylene  blue, 
1%  aqueous 
solution 

1 to  2 mg.  per  kilogram 
intravenously,  over  5 
minutes.  3 to  5 mg.  per 
kilogram  orally,  acts  more 
slowly. 

Cyanide 

Amyl  nitrate, 
sodium  nitrite 
and  sodium 
thiosulfate 

Amyl  nitrite  by  inhalation 
pending  intravenous  sodium, 
nitrite  (0.3  to  0.5  gm.  as 
3%  solution  at  2.5  to  5.0 
cc.  per  minute)  followed 
by  sodium  thiosulfate  in- 
travenously (12.5  gm.  as 
25%  solution  over  10  to  15 
minutes). 

Sodium  Fluoro- 
acetate  (1080) 

Monoacetin  (gly- 
cerol monacetate) 

0.1  to  0.5  cc.  per  kilogram 
intramuscularly. 

Organic  phos- 
phate insecticides, 
(Parathion, 

TEPP,  HETP) 

Atropine, 
(against  mus- 
carine effect) 

Large  doses  tolerated,  given 
intramuscularly,  hourly 
until  signs  of  atropine 
reaction.  (0.3  to  0.6  mg. 
for  a 14  kg.  child). 

Morphine 

N-allylno- 

morphine 

5 to  10  mg.  intravenously. 
May  be  repeated  in  1 hour. 

very  effectively  treated  by  the  injection  of 
methylene  blue,  1 per  cent  solution,  in  doses 
of  1 to  2 mg.  per  kilogram,  intravenously. 


Occasionally,  and  when  seen  early,  cyanide 
poisoning  can  be  controlled  by  nitrates 
given  by  inhalation  and  intravenously,  to 
convert  the  cyanide  to  cyan-methemoglobin, 
which  is  relatively  inactive.  Later,  sodium 
thiosulfate  is  injected  intravenously  to  con- 
vert the  product  to  sodium  thiocyanate  which 
is  excreted  by  the  kidney  as  a harmless 
product.  The  organic  phosphate  insecticides 
are  physiologically  counteracted  by  the  in- 
jection of  atropine  sulfate. 

SYMPTOMATIC  TREATMENT 

00  SYMPTOMATIC  TREATMENT  is 
required  at  times  for  dangerous  manifesta- 
tions such  as  severe  respiratory  disturb- 
ances, shock,  cyanosis  (anoxia),  acute  uri- 
nary suppression,  convulsions,  etc.  The  res- 
piratory disturbances  may  be  provoked  at 
various  levels  of  the  pulmonary  system.  The 
larynx  readily  becomes  blocked  if  the  patient 
is  stuporous  or  unconscious,  because  of  a 
relaxed  tongue  and  larynx.  This  may  be 
prevented  by  keeping  the  tongue  pulled  out 
or  by  pushing  the  lower  jaw  forward.  Secre- 
tions in  the  larynx-pharyngeal  region  should 
be  removed  by  suction  when  the  patient  is 
comatose.  Edema  of  the  glottis  can  be  at- 
tenuated by  local  application  of  epinephrine 
(1:100)  ; in  severe  cases,  intubation  may  be 
necessary.  Pulmonary  edema  is  a serious 
sequel  in  poisoning  from  irritant  gases  such 
as  phosgene  and  nitrogen  oxide.  The  onset 
of  pulmonary  edema  is  insidious  but  can  be 
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ACUTE  POISONING  IN  CHILDREN 
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-Matches  made  in  the  United  States  now  consist  of  insoluble  phosphorus  trisulfide  and  are  relatively  harmless. 
-Many  moth  repellents  now  contain  paradichlorobenzene  which  is  relatively  nontoxic. 


prevented  or  decreased  by  early  use  of 
oxygen  under  pressure.  This  is  done  by 
having  the  patient  inhale  50  to  75  per  cent 
oxygen  at  atmospheric  pressure,  but  exhal- 
ing against  a calibrated  resistance  of  5 cm. 
of  water. 

Shock  frequently  enters  the  picture  in 
poisoning  and  may  be  anticipated  as  a toxic 
reaction  after  ingestion  of  arsenic,  mercury 
bichloride,  fluoride,  phenol  and  many  other 
preparations.  It  may  be  treated  in  the  same 
manner  as  traumatic  shock  by  use  of  par- 
enteral isotonic  sodium  chloride,  compatible 
whole  blood,  and  serum  albumen.  Cyanosis 
in  shock  is  due  to  inadequate  ventilation  in 
the  lungs  and  can  be  overcome  by  periodic 
administration  of  oxygen. 

In  treatment  of  the  comatose  individual, 
a free  airway  and  avoidance  of  anoxia  by 
use  of  oxygen  are  most  important.  Use  of 
analeptic  drugs  such  as  pictroxin  is  indi- 
cated in  barbiturate  poisoning  only  when 
knee  jerk  and  corneal  reflexes  are  absent. 

In  barbiturate  poisoning,  picrotoxin  in  a 
0.3  per  cent  solution,  may  be  given  in  5 mg. 
doses  every  15  minutes  until  signs  of  excita- 
tion appear,  such  as  spontaneous  movements 
of  extremities,  or  finger-flicking.  Ampheta- 
mine in  doses  of  20  to  30  mg.  every  30  to 
60  minutes  is  a useful  adjuvant  in  barbital 
poisoning.  If  there  is  a problem  of  hypoten- 
sion, ephedrine  or  neosynephrine  may  be 
given  every  30  to  60  minutes. 

Analeptics  are  contraindicated  in  coma 
due  to  opiates.  A new  synthetic  derivative 
of  morphine,  N-allylnormorphine,  (Nalline) 
Merck  and  Co.,  has  the  property  of  blocking 
the  central  depressing  effects  of  morphine. 
Therefore,  a dose  of  5 to  10  mg.  of  Nalline 
given  intravenously  acts  as  an  antidote  to 
morphine. 

Convulsions  that  result  from  stimulant 
drugs  such  as  strychnine  and  camphor  are 
best  treated  by  short  acting  barbiturates 
such  as  Pentobarbital  Sodium  given  as  a 5 
per  cent  solution  intravenously  for  a total 
of  200  to  400  mg.,  if  necessary.  Tetanic  con- 
vulsions, of  course,  are  treated  by  calcium 
therapy  both  parenterally  and  orally  several 
times  daily  in  divided  doses. 

The  treatment  of  toxic  nephritis  should 
be  conservative,  consisting  of  bed  rest  and 
a well  balanced,  low-salt  diet.  If  edema 
or  anuria  is  present,  the  fluid  intake  should 
be  restricted  to  500  to  1000  cc.  per  day  and 


given  as  nonelectrolyte  solution  such  as  5 
to  10  per  cent  glucose  in  water.  There  will 
be  a gradual  return  of  kidney  function  in 
7 to  14  days  if  the  patient  has  not  been 
drowned  by  excessive  fluid  intake  in  the 
meantime. 

Good  convalescent  care  should  not  be 
forgotten  in  the  treatment  of  the  severely 
poinsoned  patient.  Bed  rest  is  indicated, 
especially  when  vital  organs  such  as  the 
pulmonary  tract,  liver,  or  kidneys  are  ad- 
versely affected.  The  maintenance  of  a good 
nutritional  status  is  important.  In  most 
cases,  the  diet  should  be  rich  in  carbohy- 
drates, and  proteins;  poor  in  fat;  and  ade- 
quate in  regards  to  vitamins,  especially  B 
complex  and  C. 
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DISPENSING  BECOMES  ETHICAL 

(Continued  from  page  382) 

or  appliances  as  long  as  there  is  no  exploita- 
tion of  the  patient.” 

This  change  in  Section  8 of  the  “Code” 
probably  will  make  no  difference  in  the  hab- 
its of  physicians  in  these  matters,  unless  it 
be  amongst  the  ophthalmologists.  If  this 
section  of  the  “Code”  were  eliminated  entire- 
ly the  great  majority  of  doctors  probably 
would  carry  on  their  practices  about  as  they 
always  have.  There  appears  to  be  no  call  for 
the  druggists  to  be  disturbed  because  Prin- 
ciples of  Medical  Ethics  has  been  amended 
in  this  manner. 


If  one  were  to  use  as  criteria  the  amount  of  life 
spoiled  by  disease,  instead  of  measuring  only  that 
destroyed  by  death;  or  the  number  of  days  lost  from 
pleasure  and  work  because  of  so-called  minor  ail- 
ments; or  merely  the  sums  paid  for  drugs,  hospitals, 
and  doctors’  bills,  the  toll  exacted  by  microbial  path- 
ogens would  seem  very  large  indeed.  Microbial  dis- 
eases have  not  been  conquered.  Rather,  scientists 
have  resigned  themselves  to  the  belief  that  a rela- 
tive protection  against  them  can  be  had  only  at  the 
cost  of  a huge  ransom.  (Rene  J.  Dubos,  Ph.D., 
J.A.M.A.,  April  23,  1955). 
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Drug  Therapy  of 

Pulmonary  Tuberculosis * 


Doctor  Jacobs  emphasizes  the  brilliant  results 
of  specific  chemotherapy  in  pulmonary  tubercu- 
losis but  warns  the  reader  against  abandonment 
of  other  therapeutic  modalities.  He  stresses  the 
objectives  of  treatment  in  this  disease  and  illus- 
trates the  sharp  increase  in  attainment  of  these 
goals  by  proper  chemotherapeutic  approach.  The 
technique  of  using  the  various  specific  agents, 
alone  or  in  combination,  the  complications  that 
may  arise,  and  the  results  that  may  be  expected 
are  briefly  described. 

EDITOR 

INTRODUCTION 

DURING  the  past  decade,  the 
treatment  of  tuberculosis  has 
undergone  a revolutionary 
change.  Formerly,  chief  reliance  was  on 
bed  rest  and  collapse  therapy  both  of  which 
promote  the  natural  tendency  to  healing 
without  direct  influence  on  the  micro-or- 
ganisms themselves.  Today,  the  emphasis 
is  on  drug  therapy.  It  is  all  the  more  re- 
markable that,  with  the  ultimate  control  of 
tuberculosis  as  a result  of  the  splendid  pub- 
lic health  campaigns  of  the  preceding  half 
century,  success  in  treating  the  individual 
tuberculous  patient  increases  by  virtue  of 
antimicrobial  drugs  which  not  only  alter  the 
clinical  course  and  prognosis  of  the  disease 
but  also  modify  its  histologic  pattern1. 

The  briliant  results  of  chemotherapy  in 
pulmonary  tuberculosis  should  not  blind  us 
to  the  many  other  aspects  of  tuberculosis 
control  in  the  community  and  to  physical 
restoration  of  the  patient  himself.  Pulmon- 
ary tuberculosis  is  a chronic  and  relapsing 
disease,  one  not  to  be  regarded  lightly  or 
treated  in  routine  fashion.  Drug  therapy 
should  be  undertaken  in  full  realization  that 
the  objectives  of  treatment  in  pulmonary 
tuberculosis  are  precisely  as  stressed  by 
Myers2 : ( 1 ) to  inactivate  the  disease  in  the 
patient;  (2)  to  prevent  spread  of  the  dis- 
ease to  others;  and  (3)  to  restore  social  and 
economic  usefulness.  These  objectives  can 
be  reached  more  surely  today  than  ever  be- 
fore. Although  one  thinks  of  tuberculosis 
today  chiefly  as  a chronic  relapsing  disease, 
it  is  still  a communicable  disease.  Merely 
saving  life  is  not  enough ; some  patients  may 
have  their  lives  saved  and  the  progression 

♦Presented  before  the  Nebraska  Trudeau  Society,  Omaha, 
Nebraska,  June  15,  1955. 
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of  tuberculosis  halted  by  use  of  these  drugs 
and  may  even  be  physically  capable  of  re- 
turning to  gainful  employment  while  at  the 
same  time  harboring  and  expectorating  po- 
tent acid-fast  bacilli.  Such  persons  still  have 
contagious  tuberculosis  and  tend  to  per- 
petuate the  disease,  particularly  if  their 
micro-organisms  have  become  antibiotic- 
resistant.  Consequently  the  clinician  must 
be  aware  of  the  potentialities  of  these  drugs 
and  of  the  responsibility  he  assumes  in 
treating  a patient  for  pulmonary  tubercu- 
losis. 

DRUGS  USED  IN  THE  TREATMENT 
OF  TUBERCULOSIS 

° ° THE  MOST  COMMONLY  used  drugs 
today  are  streptomcyin,  dihydrostreptomy- 
cin, para-aminosalicylic  acid,  isoniazid,  vio- 
mycin  and  pyrazinamide.  Other  drugs  have 
been  used  but  are  not  yet  safe  or  effective 
enough  for  clinical  application.  Streptomy- 
cin and  dihydrostreptomycin  are  of  equal 
therapeutic  value  and  are  administered  intra- 
muscularly in  doses  of  one  gram  twice 
weekly;  viomycin  is  used  intramuscularly  in 
similar  amounts.  Para-aminosalicylic  acid 
is  usually  given  orally,  12  to  16  grams  daily. 
While  weakly  bacteriostatic,  its  chief  use- 
fulness is  in  prolonging  the  effectiveness  of 
streptomycin  or  other  tuberculostatic  agent. 
Isoniazid  is  also  given  by  mouth  most  com- 
monly in  daily  total  dosage  of  4 mg.  per  kilo 
body  weight,  or  about  300  mg.  for  the  av- 
erage patient.  Pyrazinamide,  the  newest  of 
the  potent  drugs  and  not  yet  commercially 
available,  is  given  orally  in  doses  of  1 gm. 
3-4  times  a day. 

In  19463,  it  was  demonstrated  quite  con- 
clusively that  after  streptomycin  has  been 
used  for  a period  of  time,  Mycobacteria  tu- 
berculosis become  resistant  to  it;  later4  it 
was  learned  that  the  addition  of  para-amino- 
salicylic acid  delays  the  emergence  of  bac- 
terial resistance.  Since  then  many  studies 
(especially  those  of  the  Veterans  Adminis- 
tration Chemotherapy  Conference)  have 
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proved  the  advisability  of  not  using  drugs 
singly  in  the  treatment  of  pulmonary  tuber- 
culosis. Of  the  many  different  drug  com- 
binations studied,  ultimately  three  became 
widely  accepted:  (1)  Isoniazid  300  mg.  and 
para-aminosalicylic  acid,  12  grams  daily, 
both  given  orally;  (2)  streptomycin  intra- 
muscularly, 1 gram  twice  a week  with  para- 
aminosalicylic  acid,  12  grams  a day  by 
mouth;  (3)  isoniazid  300  mg.  daily  with 
streptomycin,  1 gram  twice  a week. 

In  all  probability  the  combination  of  isoni- 
azid and  para-aminosalicylic  acid  is  best  for 
beginning  therapy,  causing  about  85  per  cent 
of  patients  to  have  bacteriological  “conver- 
sion” of  sputum  by  the  40th  week  of  therapy. 
Either  of  the  other  two  regimens  does  al- 
most as  well,  but  no  additional  improvement 
results  by  using  triple  chemotherapy.  If, 
by  the  end  of  40  weeks  of  therapy,  the  spu- 
tum still  remains  positive,  or  if  there  does 
not  seem  to  have  occurred  the  expected 
amount  of  healing,  one  is  justified  in  shift- 
ing to  a new  regimen.  At  times  one  should 
shift  to  a new  regimen  as  early  as  the  16th 
or  24th  week  of  therapy.  The  danger  of 
triple  chemotherapy  is  that  of  exhausting 
the  primary  antituberculosis  substances, 
because,  usually,  when  mycobacteria  develop 
resistance  to  any  agent,  this  resistance  ex- 
tends to  any  other  antibiotic  simultaneously 
administered.  Any  regimen  should  be  used 
for  12-18  months  to  achieve  optimal  results. 
There  will,  of  course,  be  times  when  the  con- 
tinuity of  therapy  will  be  interrupted  by  cer- 
tain exigencies,  and  there  will  be  special  cir- 
cumstances impelling  changes  in  the  type  and 
quantity  of  drug  employed.  For  the  average 
uncomplicated  case  of  pulmonary  tubercu- 
losis, the  clinician  can  obtain  good  results 
with  any  of  these  regimens. 

When  antimicrobial  drugs  are  used  in  the 
treatment  of  pulmonary  tuberculosis  the  ul- 
timate aim  is  to  achieve  the  three  objectives 
of  therapy  previously  listed.  Chemotherapy 
itself  may  be  the  basic  therapy  or  the  as- 
sistance of  pneumotherapy  may  be  invoked. 
Where  this  plan  does  not  succeed  in  reach- 
ing the  desired  goal,  definitive  surgery  is 
indicated.  At  times,  the  three  objectives 
cannot  be  attained  at  all,  and  the  clinician  is 
obliged  to  rely  on  chemotherapy  more  heav- 
ily than  he  desires,  appreciating  that  he  is 
attempting  to  protect  a chronically  sick  per- 
son against  the  ravages  of  a debilitating  dis- 
ease and  is  also  trying  to  protect  society 


against  an  individual  who  has  a chronically 
contagious  disease. 

ILLUSTRATIVE  CASES 

Case  1.  — F.R.,  a 22-year-old  white  man,  was  seen 
July  16,  1947  because  of  chills,  fever,  cough  with  ex- 
pectoration, and  pain  in  the  left  half  of  the  thorax. 
He  was  found  to  have  an  acute  tuberculous  pneu- 
monia with  empyema  from  which  acid-fast  bacilli 
could  be  easily  isolated.  Artificial  pneumothorax 
was  unsuccessful  and  was  speedily  abandoned  when 
streptomycin  became  available.  He  received  2 
courses,  120  days  each,  and  demonstrated  an  amaz- 
ing clearing  of  the  pneumonia,  reexpansion  of  the 
lung,  and  resorption  of  the  pleural  fluid.  He  re- 
turned to  work  in  about  one  year  and  has  been  peri- 
odically examined  since  then.  His  tuberculosis  has 
now  been  inactive  more  than  six  years  while  at  full 
work. 

Case  II  — A.B.,  a 34-year-old  white  woman,  had 
chronic  pulmonary  tuberculosis.  Artificial  pneumo- 
thorax for  three  years  on  the  right  lung  had  been 
followed  by  inactivation  of  the  disease;  several 
years  later,  there  was  reactivation  of  the  disease 
in  the  left  lung.  Chemotherapy  was  followed  by 
almost  complete  disappearance  of  the  lesion. 

Case  III  — J.E.,  a 21-year-old  colored  boy,  had  an 
explosive  onset  of  tuberculosis  and  was  treated  with 
chemotherapy  for  6 months  after  which  time  there 
had  occurred  moderate  resolution  of  the  lesion. 
Pneumoperitoneum  was  maintained  for  about  IS 
months,  until  a sudden,  presumably  spontaneous, 
pyopneumothorax  occurred.  Pneumotherapy  was 
stopped,  chemotherapy  was  re-instituted,  and  he  had 
an  uneventful  resolution  of  his  lesion  with  complete 
re-expansion  of  the  lung.  He  has  now  resumed  his 
full  activities. 

Case  IV  — E.W.,  was  a 38-year-old  white  house- 
wife whose  right  apical  lesion  was  discovered  April 
1,  1953.  Chemotherapy  was  given  for  one  year,  at 
the  end  of  which  time  she  had  residual  cavitation; 
accordingly  right  upper  lobe  resection  was  per- 
formed November  15,  1954.  Although  no  acid-fast 
bacilli  had  been  recovered  from  her  sputum  pre- 
operatively,  the  resected  specimen  contained  several 
small  cavities  from  which  Mycobacteria  tuberculosis 
could  be  recovered  on  smear  and  culture.  Postoper- 
ative chemotherapy  was  continued,  and  she  had  an 
uneventful  recovery.  Her  tuberculosis  is  now  in- 
active, and  she  has  returned  to  her  full  activities. 

Case  V — L.M.,  a 23-year-old  white  girl  had  been 
treated  elsewhere  as  a child  for  pulmonary  tuber- 
culosis shortly  after  the  death  of  her  mother  from 
the  same  disease.  She  apparently  was  in  good  health 
until  the  onset  of  hemoptysis,  June  12,  1951,  at  which 
time  acid-fast  bacilli  were  found  in  the  sputum,  and 
she  had  a small  infiltrate  at  the  right  apex.  Arti- 
ficial pneumothorax  was  started  and  successfully 
terminated  after  3 years.  One  year  later,  a new 
cavitary  lesion  appeared  at  the  apex  of  the  right 
upper  lobe,  and  again  the  sputum  was  positive.  Ac- 
cordingly, chemotherapy  was  instituted  for  3 months; 
the  cavity  decreased  in  size  but  did  not  close  com- 
pletely; so  resection  of  the  superior  segment  of  the 
right  lung  was  undertaken  June  15,  1953.  Since 
then  she  has  returned  to  full  activity,  and  her  tuber- 
culosis is  classified  as  inactive. 

Case  VI  — J.C.,  a 45-year-old  white  male  had 
been  known  to  have  bilateral  far  advanced  pulmon- 


394 


Nebraska  S.  M.  J. 


ary  disease  for  a period  of  10  years  during-  which 
time  many  attempts  to  find  acid-fast  bacilli  in  his 
sputum  had  been  made  in  various  institutions,  with- 
out success.  Following  administration  of  hydro- 
cortone  intra-articularly  for  bursitis,  he  had  a small 
hemoptysis,  and  acid-fast  bacilli  were  recovered  from 
the  sputum.  His  disease  was  regarded  as  too  exten- 
sive, and  the  accompanying  emphysema  too  severe 
to  permit  excisional  surgery.  Antibiotics  were 
administered  with  apparent  improvement  and  with 
sputum  conversion,  but  how  long  to  continue  chemo- 
therapy is  uncertain. 

COMPLICATIONS  OF  DRUG  THERAPY 

° o EACH  OF  THE  DRUGS  used  in  the 
treatment  of  pulmonary  tuberculosis  can 
produce  toxic  effects.  Fortunately,  these 
are  relatively  few.  While  fatalities  have 
occurred,  the  number  of  lives  lost  is  small 
compared  to  the  number  of  lives  saved.  Be- 
cause of  the  number  of  available  drugs,  the 
patient  who  cannot  tolerate  one  may  usually 
be  treated  by  substituting  another. 

Streptomycin  can  produce  sensitivity-phe- 
nomena, but  its  chief  toxic  manifestation  is 
that  of  loss  of  equilibrium,  a rare  manifes- 
tation with  the  current  dosage.  Dihydro- 
streptomycin was  originally  synthesized  to 
avert  the  vestibular  damage  produced  by 
streptomycin,  but,  itself,  is  apt  to  cause 
deafness.  Since  the  damage  produced  by 
either  of  these  two  agents  is  directly  pro- 
portional to  the  amount  used,  it  may  be 
minimized  by  giving,  in  combination,  one- 
half  the  amount  of  each.  Very  few  patients 
today  need  to  discontinue  taking  streptomy- 
cin because  of  toxic  effects. 

Para-aminosalicylic  acid  may  occasional- 
ly cause  some  allergic  phenomena  or  hepatic 
damage  sufficient  to  justify  cessation  of 
therapy,  and  rare  fatilities  have  been  at- 
tributed to  its  administration.  Most  pa- 
tients taking  this  drug  in  any  form  have 
some  abdominal  distress  with  varying  sever- 
ity of  nausea,  vomiting,  and  diarrhea,  but 
are  eventually  able  to  tolerate  it  if  they  per- 
sist; occasionally  a change  in  dosage  form 
may  yield  one  that  the  patient  can  tolerate 
and  will  accept.  For  the  particularly  diffi- 
cult problem,  there  has  recently  come  great 
promise  with  the  introduction  of  potassium 
para-aminosalicylate.  Only  rarely  is  it 
necessary  permanently  to  discontinue  this 
drug. 

Isoniazid5  is  well  tolerated  in  doses  of  3-4 
mg.  per  kilo  of  body  weight.  When  the  dose 
exceeds  this  level,  particularly  if  it  ap- 
proaches 10  mg.  per  kilo,  it  may  cause  ir- 


ritability of  the  central  nervous  system  lead- 
ing to  convulsions  or  to  psychoses,  or  it  may 
produce  peripheral  neuropathy.  Vitamin 
B6  (Pyridoxin)5  is  both  prophylactic  and 
curative  for  isoniazid  neuropathy. 

Pyrazinamide6,  the  most  spectacular  of  the 
recently  introduced  drugs  for  the  treatment 
of  pulmonary  tuberculosis,  carries  with  it 
the  liability  to  hepatic  damage.  The  mech- 
anism by  which  liver  disease  is  produced  is 
still  uncertain.  Possibly  PZA  is  a relative- 
ly safe  drug  in  daily  doses  not  exceeding  25 
mg.  per  kilo  body  weight.  Although  sev- 
eral deaths  have  been  reported  following  its 
use,  hepatitis  occurs  in  only  3.5  per  cent  of 
cases  and  appears  to  be  a highly  selective 
and  not  a group  phenomen.  Women  are  par- 
ticularly vulnerable  during  the  child  bear- 
ing age.  A new  rotating  schedule,  using 
PZA  no  longer  than  12  weeks  in  succession, 
may  achieve  maximal  therapeutic  and  mini- 
mal toxic  effects. 

BACTERIAL  RESISTANCE 

o o THE  ABILITY  of  Mycobacterium 
tuberculosis  to  multiply  in  the  presence  of  a 
presumably  adequate  amount  of  given 
chemotherapeutic  agents  is  a phenomenon 
which  has  caused  much  clinical  discussion. 
When  the  phenomenon  of  bacterial  resist- 
ance to  streptomycin  in  tuberculosis  was 
first  demonstrated,  in  1946,  there  was  con- 
siderable fear  that  streptomycin  would  not 
long  be  useful.  Fortunately,  this  was  proved 
to  be  false,  because  combined  chemotherapy 
averts  bacterial  resistance.  Today  there 
seems  to  be  an  increasing  number  of  com- 
binations which  are  being  tried  in  an  effort 
to  prevent  bacterial  resistance.  The  large 
scale  studies  of  the  Veterans  Administration 
reported  last  year  that  bacterial  resistance 
occurs  in  about  25  per  cent  of  patients  under 
therapy,  chiefly  where  large  cavities  did  not 
close  during  chemotherapy.  By  using  proper 
combinations  of  drugs,  and  by  shifting  from 
one  regimen  to  another  as  soon  as  a given 
regimen  appears  not  to  be  producing  the  de- 
sired clinical  effect,  offers,  at  present,  the 
greatest  hope  of  preventing  bacteriological 
resistance  from  producing  clinical  failures. 

PROGNOSIS 

o o THE  OUTLOOK  for  the  patient  with 
pulmonary  tuberculosis  treated  with  drugs 
is  better  today  than  it  ever  was  before.  Not 
all  patients  will  recover  with  chemotherapy 
alone  nor  is  sanatorium  care  outmoded. 
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Some  patients  can  be  treated  satisfactorily 
at  home  or  as  outpatients,  but,  for  the  ma- 
jority, treatment  is  best  started  within  the 
confines  of  an  institution. 

Whereas  in  former  years  patients  enter- 
ing a tuberculosis  sanatorium  had  at  best  a 
50  per  cent  chance  of  emerging  from  the 
sanatorium  alive  and  in  good  health,  today 
that  likelihood  has  risen  to  95  per  cent. 
This  remarkable  improvement  is  due  in  large 
part  to  the  direct  and  the  indirect  effects  of 
specific  chemotherapy.  Directly,  there  has 
been  the  incentive  to  more  radical  surgery, 
earlier  diagnosis,  and  more  economical  utili- 
zation of  hospital  beds. 

SUMMARY 

° ° DRUG  THERAPY  has  become  the 
main  stay  of  our  attack  against  pulmonary 
tuberculosis  in  the  individual  patient.  The 
drugs  commonly  employed  are  streptomycin 
(or  dihydrostreptomycin) , para-aminosali- 
cylic acid,  and  isoniazid  while  those  current- 
ly being  investigated  are  pyrizinamide  and 
similar  agents.  All  these  substances  lessen 
the  duration  of  disability  for  the  majority 
of  patients  with  pulmonary  tuberculosis. 
The  spectacular  successes  of  drug  therapy 
should  not  blind  us  to  the  necessity  for  using 
other  methods  in  tuberculosis  control,  nor  to 
the  need  to  administer  to  the  total  needs  of 
the  tuberculous  patient. 

The  objectives  of  treatment  in  pulmonary 
tuberculosis  remain  the  same  as  when  first 
delineated  many  years  ago,  namely,  to  in- 
activate the  disease  in  the  individual  patient, 
to  prevent  the  spread  of  tuberculosis  to 
others,  and  to  enable  the  patient  to  return 
to  his  useful  situation  in  society  as  a pro- 
ductive member.  The  prognosis  has  been 
materially  improved,  largely  as  a result  of 
the  introduction  of  drug  therapy,  but  each 
drug  so  utilized  carries  with  it  a liability 
to  certain  complications.  These  complica- 
tions have  been  stressed,  and  measures  to 
minimize  the  damage  have  been  listed.  Some 
patients  can  achieve  all  these  three  objec- 
tives in  pulmonary  tuberculosis  by  means  of 
drug  therapy  alone;  some  will  need  drug 
therapy  plus  prolonged  sanatorium  care; 
others  will  need,  in  addition,  surgical  col- 
lapse or  excision.  It  should  be  emphasized 
that  while  certain  broad  plans  of  therapy  are 
now  at  the  disposal  of  the  practitioner  he 
must  exercise  discriminatory  judgment  in 
prescribing  for  his  patients  the  type  of  ther- 


apy best  suited,  and  must  continue  to  exer- 
cise vigilance  in  the  management  of  this  most 
chronic  of  chronic  diseases. 
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MYSURAN  CALLED  MORE  EFFECTIVE  THAN 
NEOSTIGMINE  IN  MYASTHENIA  GRAVIS 

Mysuran,  a new  compound  under  clinical  study, 
has  “approximately  twice  the  duration  of  action  of 
neostigmine”  in  treating  myasthenia  gravis  and  pro- 
duces fewer  side  effects,  according  to  tests  conduct- 
ed by  Dr.  Robert  S.  Schwab  and  colleagues  at  Mas- 
sachusetts General  Hospital. 

The  report  on  Mysuran,  which  was  developed  by 
the  Sterling- Winthrop  Research  Institute,  appears 
in  the  Journal  of  the  American  Medical  Association, 
(p.  625,  June  25,  1955).  In  a study  of  50  patients, 
the  investigators  say  41  obtained  greater  benefits 
from  the  drug  than  from  all  previous  medication. 
A footnote  states  that  the  number  of  patients 
treated  with  Mysuran  was  subsequently  increased 
to  75,  of  whom  “59  are  still  taking  the  drug.” 


CANCER  IN  ADULTS  BEFORE  MIDLIFE 

Some  progress  has  been  made  during  the  past 
decade  in  reducing  the  mortality  from  cancer  (mal- 
ignant neoplasms)  among  adults  prior  to  midlife. 
Yet,  last  year  there  were  more  than  20,000  deaths 
from  this  cause  reported  in  the  United  States  in 
the  age  range  from  15  through  44.  This  was  one- 
fourth  of  the  total  mortality  from  diseases  at  these 
ages,  and  only  about  10  per  cent  less  than  the  num- 
ber of  deaths  from  heart  disease.  In  fact,  about  one 
twelfth  of  all  the  deaths  from  cancer  in -our  coun- 
try occurs  at  ages  15-44.  For  certain  cancers  the 
proportion  is  much  higher;  these  ages  account  for 
two  fifths  of  the  total  mortality  from  Hodgkin’s 
disease,  and  more  than  one-fourth  of  that  from  can- 
cer of  the  brain  and  nervous  system. 


A normal  roentgenogram  of  the  chest  at  the  age 
of  forty  in  no  way  precludes  the  possibility  of  find- 
ing progressive  reinfection  tuberculosis  at  a later 
date.  (E.  M.  Medlar,  Am.  Rev.  Tuberc.,  March, 
1955). 
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Giant  Ovarian  Cyst  of  the  Newborn 

Report  of  a Case* 


The  authors  present  the  report  of  a case  of  a 
rare  disease  of  the  newborn — giant  ovarian  cyst. 
They  place  emphasis  on  the  need  for  careful 
examination  of  the  abdomen  in  the  newborn  in- 
fant, the  importance  of  recognizing  the  presence 
of  a tumor,  and  the  necessity  for  immediate  oper- 
ative intervention  when  a tumor  is  discovered. 

EDITOR 

OVARIAN  tumors  of  the  new- 
born are  extremely  rare.  Ex- 
tensive search  of  the  literature 
reveals  but  five  such  cases1’2’3’4’5  Graves, 
Mcllvoy  and  Hudson1,  in  their  survey,  in 
1951,  were  able  to  find  but  16  cases  of  ovar- 
ian tumor  in  children  under  one  year  of  age. 
Bulfamonte2  cited  the  first  case  of  ovarian 
cyst  in  the  newborn,  in  1942,  and  three 
other  cases  have  been  reported  since  that 
date.  Smith5  emphasized  the  rarity  of  this 
condition  and  discussed  several  of  the  pit- 
falls  involved  in  the  diagnosis  of  abdominal 
tumors  of  the  newborn  period. 

The  purpose  of  the  present  paper  is  to 
acquaint  physicians  with  this  rare  condition 
and  to  emphasize  the  importance  and  value 
of  careful  abdominal  examination  of  the 
newborn. 

CASE  REPORT 

P.M.  (HR237106,  USNH,  Oakland)  was  born  at 
full  term,  July  18,  1954,  weighing  4,320  gm.  Physi- 
cal examination  on  the  first  day  of  life  revealed 
an  active,  newborn,  female  infant  with  a distended 
abdomen  and  engorgement  of  the  superficial  ab- 
dominal veins.  The  heart  and  lungs  were  considered 
to  be  normal.  Further  examination  of  the  abdomen, 
on  the  second  day  of  life,  disclosed  a cystic  mass 
which  seemed  most  prominent  on  the  right  side. 
The  respiratory  excursions  were  limited  because  of 
the  abdominal  distention.  The  tumor  was  found  to 
transilluminate  clearly,  and  rectal  examination  re- 
vealed a fluctuant  mass  throughout  the  entire  pelvis. 

Flat  films  of  the  abdomen  (fig.  1)  showed  a 
soft  tissue  shadow  of  homogeneous  density  occupy- 
ing most  of  the  abdomen,  with  displacement  of  the 
gas  pattern  into  the  left  upper  quadrant.  No  gas 
pattern  could  be  identified  in  the  pelvis.  A normal 
collecting  system  was  found  on  the  right  after  an 
intravenous  pyelogram,  while  the  collecting  system 
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on  the  left  seemed  to  be  displaced  laterally  and 
inferiorly. 

Surgical  exploration  of  the  abdomen  was  carried 
out  on  the  third  day.  After  entering  the  peritoneal 
cavity  a large  cyst  was  found.  It  occupied  the 


Fig.  I.  Flat  film  of  abdomen  (Infant  P.M.)  showing  mass 
displacing  the  intestines. 


entire  pelvis  and  extended  superiorly  as  far  as 
the  xiphoid  process.  The  cyst  was  unattached  and 
arose  from  the  left  ovary;  the  uterus,  right  fallopian 
tube  and  ovary  were  entirely  normal.  After  aspira- 
tion of  200  ml.  of  straw-colored  fluid  it  was  possible 
to  deliver  the  cyst  through  the  abdominal  incision, 
after  which  excision  of  the  left  fallopian  tube  and 
ovary  was  carried  out.  The  anesthetist  reported 
immediate  improvement  in  the  infant’s  respirations 
following  delivery  of  the  tumor  from  the  abdomen. 
The  postoperative  course  was  uneventful.  Oral 
feedings  were  taken  and  retained  24  hours  following 
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the  operation.  The  infant  was  discharged  home  in 
■excellent  condition  on  the  twelfth  day. 

PATHOLOGIC  REPORT 

“The  gross  specimen  (fig.  2)  consists  of  a trans- 
lucent, thin-walled  cyst  measuring  10  x 8 x 5 cm. 
Coursing  and  stretching  over  the  superior  pole  of 
the  cyst  is  a cord-like  piece  of  tissue  measuring 
3.5  cm.  in  length  and  0.3  cm.  in  diameter.  Near 
the  outer  end  of  this  cord-like  structure  is  a nodular 
dilatation  measuring  0.8  cm.  in  diameter  and  is 
approximately  1.5  cm.  in  length.  Diagnosis:  Cyst, 
ovary,  left,  simple.” 

DISCUSSION 


It  is  interesting  to  note  that  all  reported 
ovarian  tumors  of  the  immediate  neonatal 
period  have  been  simple  cysts.  Although 


Fig.  2.  Gross  specimen  of  the  Cyst  (Infant  P.M.). 


there  is  considerable  danger  of  torsion  of 
the  ovarian  pedicle,  as  emphasized  in  the 
survey  of  Costin  and  Kennedy6,  this  com- 
plication has  not  been  reported  in  the  im- 
mediate neonatal  period. 

The  most  frequent  physical  finding  is  that 
of  a palpable,  fluctuant  mass  which  may  or 
may  not  be  displaceable  about  the  abdomen. 
In  the  case  reported  the  large  size  of  the 
tumor  prevented  any  such  manual  displace- 
ment. The  mass  may  or  may  not  transil- 
luminate,  depending  upon  its  size  and  loca- 
tion. Signs  of  abdominal  enlargement  are 
present  and  there  may  be  findings  indicative 
of  intestinal  obstruction. 


Diagnosis  should  differentiate  between 
omental,  urachal,  mesenteric  and  ovarian 
cysts ; neurogenic,  solid  mesenteric,  renal 
and  ovarian  tumors;  and  reduplication  of 
the  bowel.  Contrast  studies  of  the  gastro- 
intestinal and  genitourinary  tracts  yield 
valuable  information  while  a simple  flat 
x-ray  film  of  the  abdomen  will  differentiate 
a teratomatous  tumor. 

The  primary  consideration  should  not  be 
an  accurate  differential  diagnosis  of  an  ab- 
dominal mass  but  rather  the  early  recogni- 
tion that  an  intra-abdominal  mass  exists 
and,  further,  that  early  surgical  intervention 
is  mandatory.  Waiting  cannot  aid  the  in- 
fant but,  on  the  contrary,  may  greatly  en- 
danger its  life.  Procrastination  increases 
the  chances  of  malignant  degeneration  and, 
in  the  case  of  an  ovarian  cyst,  increases  the 
risk  of  torsion  of  the  ovarian  pedicle. 

A complete  physical  examination  of  all 
newborn  infants  should  be  carefully  per- 
formed. Too  often  the  physician,  after  a 
hurried  glance  at  the  newborn  and  seeing 
no  gross  physical  defect  or  abnormality,  re- 
ports the  birth  as  “an  apparently  normal 
male  (or  female)  infant.”  A careful  ab- 
dominal palpation  should  be  a routine  part 
of  the  physical  examination.  By  the  simple 
process  of  gentle  and  systematic  palpation 
of  the  infant’s  abdomen,  after  securing 
proper  cooperation  and  relaxation  by  the 
use  of  a nipple,  it  is  possible  to  identify  the 
presence  of  an  intra-abdominal  tumor  mass 
with  a high  degree  of  accuracy. 

SUMMARY 

A case  of  simple  ovarian  cyst  in  the  new- 
born is  presented.  This  is  believed  to  be  the 
sixth  such  case  in  the  literature. 
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Public  health  is  found  not  in  the  health  depart- 
ment but  in  the  mental  attitudes,  customs,  and  set 
of  values  of  the  people.  People  need  to  become 
concerend  rather  with  their  community  as  a whole 
than  with  the  public  health.  Editorial,  J.A.M.A., 
April  24,  1954. 
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A Study  in 

Outpatient  Management  of 
Juvenile  Diabetes * 


This  author  believes  that  good  control  of  ju- 
venile diabetes  may  defeat  or  delay  the  serious 
late  complications  of  this  disease.  He  stresses 
co-operation  of  these  youngsters  as  being  the  best 
insurance  of  proper  control.  To  obtain  the  best 
co-operation  he  follows  several  principles:  He 

tries  to  match  the  normal  diet  of  the  child;  so  far 
as  possible,  he  holds  the  number  of  injections  of 
insulin  to  one  per  day;  he  uses,  therefore,  mod- 
erately long-acting  insulin;  he  employs  flexible 
insulin-dosage  to  avoid  reactions;  makes  wide  use 
of  between-meal  snacks;  and  arranges  a wide 
choice  of  "exchanges." 

EDITOR 

THE  NEED  FOR  CLOSE  CONTROL 

THE  outstanding  problem  in  man- 
agement of  the  juvenile  type  of 
diabetes  is  prevention  of  degen- 
erative changes.  Evidence  which  has  ac- 
cumulated in  the  past  few  years  has  largely 
discredited  the  fatalistic  viewpoint  that  de- 
velopment of  such  changes  is  independent  of 
the  quality  of  control  of  the  diabetes1'4.  Be- 
cause appearance  of  these  changes  is  usually 
delayed  for  ten  years  or  more,  there  is  apt 
to  be  a false  sense  of  security,  and  an  un- 
justifiable satisfaction,  with  a lax  degree  of 
control  during  that  interval5.  The  problem  is 
mainly  one  of  outpatient  management.  Main- 
tenance of  a satisfactory  degree  of  control  in 
the  home  presents  special  problems. 

CRITERIA  OF  DEGREE  OF  CONTROL 

Glucosuria  and  hyperglycemia  are  the 
usual  means  of  regulation  of  insulin  dosage. 
A difficulty  with  dependence  on  glucosuria 
is  that  a moderately  elevated  blood  sugar 
level  can  occur  in  absence  of  glucosuria  when 
the  apparent  renal  threshold  rises  with  de- 
velopment of  nephropathy6.  This  develop- 
ment is  probably  accelerated  by  inadequate 
diabetic  control.  Blood  sugar  levels  should 
be  checked  occasionally  to  detect  elevation  of 
the  renal  threshold.  The  test  for  glucosuria 
is  the  most  useful  one  for  performance  at 
home  for  the  purpose  of  regulating  insulin 
dosage.  When  urine  tests  are  done  several 
times  daily,  absence  of  glucosuria  in  50  per 

*Read  before  the  Nebraska  State  Medical  Association,  May 
19,  1955. 
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cent  or  more  of  the  specimens  probably  rep- 
resents a minimum  satisfactory  degree  of 
control.  These  negative  tests  should  be  scat- 
tered fairly  evenly  throughout  the  day. 

The  quantitative  glucose  content,  as  deter- 
mined in  total  24-hour  urine-specimens,  pro- 
vides an  objective  criterion  which  is  useful 
in  evaluation  of  the  degree  of  control  in  the 
individual.  It  seems,  also,  to  be  a practical 
standard  by  which  the  results  of  different 
systems  of  management  in  different  centers 
can  be  compared.  Glucosuria  amounting  to 
10  per  cent  or  less  of  the  total  available  glu- 
cose of  the  diet  seems  to  be  a practical  ob- 
jective realizable  in  the  majority  of  cases  by 
various  systems  of  management. 

Disordered  fat  metabolism,  evidenced  by 
ketonuria,  hyperlipemia,  and  hepatomegaly, 
occurs  in  partial  insulin  deficiency7.  The  de- 
sirability of  avoidance  of  ketonuria  and  aci- 
dosis is  acknowledged  by  all.  The  blood  lipids 
are  normal  in  well  controlled  diabetic  chil- 
dren8. Extreme  fatty  infiltration  of  the  liv- 
er occurs  in  a few  days  of  total  insulin  de- 
privation in  the  diabetic  dog9.  The  hepato- 
megaly thus  provides  a relatively  early  warn- 
ing of  an  inadequate  degree  of  control  in  the 
diabetic  child. 

Dermatitis,  abscesses,  bronchitis  and  oth- 
er manifestations  of  poor  resistance  to  infec- 
tion often  result  from  poor  diabetic  control. 

Retinopathy,  nephropathy  and  neuropathy 
are  developments  by  which  long-term  effects 
of  various  treatment  programs  can  probably 
be  evaluated  in  retrospect.  For  such  data  to 
be  of  value  it  is  necessary  that  the  various 
centers  have  definite  policies  of  control.  The 
data  are  most  significant  when  such  policies 
carry  over  from  the  pediatric  to  the  adult 
age-groups. 

Serum  mucoprotein  values  have  been  noted 
by  several  workers  to  rise  in  diabetes  along 
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with  development  of  degenerative  complica- 
tions10. Quantities  of  adrenal  cortical  hor- 
mone have  also  been  noted  to  rise  in  insulin 
deficiency.  Studies  of  the  serum  mucopro- 
tein  and  adrenal  corticoid  levels  in  relation  to 
'degenerative  changes  in  young  diabetics  are 
in  progress  at  the  University  of  Nebraska 
College  of  Medicine. 

The  co-operativeness  exhibited  by  the  pa- 
tient has  been  used  by  various  workers  to 
assess  the  degree  of  diabetic  control  in  pa- 
tients. This  co-operativeness  is  evaluated  by 
history  of  how  regularly  the  patient  performs 
urine  tests  for  glucose,  how  well  he  follows 
his  diet,  etc.  This,  in  turn,  must  depend  on 
whether  the  physician  provides  him  with  a 
practical  and  tolerable  regimen.  It  also  de- 
pends on  whether  the  physician  is  able  to  in- 
spire him  to  follow  the  regimen.  Co-opera- 
tion is  particularly  difficult  to  achieve  in  the 
adolescent  age-group5.  The  fact  that  close 
control  of  diabetes  requires  some  care  and 
certain  adjustments  of  daily  routine,  differ- 
ent from  other  individuals,  has  been  used  by 
some  writers  to  emphasize  the  possibility  of 
psychological  trauma  resulting  from  a strict 
regimen.  Against  this  we  must  weigh  the 
definite  occurrence  of  blindness,  renal  fail- 
ure, and  early  death,  which  are  precipitated 
by  lax  control4.  The  ideal,  of  course,  is  to 
find  a regimen  which  provides  a maximum 
control  with  a minimum  of  interference  with 
normal  living  habits. 

PRINCIPLES  OF  EFFECTIVE  CONTROL 

Flexible  Insulin  Dosage.  Many  physicians 
have  noted  that  when  a fixed  insulin  dosage 
is  prescribed,  that  dosage  often  becomes  un- 
suitable before  the  patient  is  next  seen  a few 
weeks  or  months  later.  Insulin  reactions  or 
ketonuria  have  occurred  or  perhaps  the  in- 
sulin dosage  has  been  changed  by  frequent 
telephone  calls  to  the  physician.  To  permit 
the  insulin  dosage  to  change  automatically  at 
home,  as  needed,  different  schemes  for  flex- 
ible insulin  dosage  have  been  worked  out  in 
various  centers. 

Minimum  Number  of  Insulin  Injections. 

An  obvious  ideal  would  be  to  reduce  the  num- 
ber of  injections  to  a single  one,  daily.  If 
this  is  to  be  possible,  a moderately  long-act- 
ing insulin  or  insulin  mixture  must  be  used. 
The  shape  of  the  curve  of  insulin  action  dur- 
ing the  night  and  day  can  be  altered  by  use 
of  different  ratios  of  long-acting  or  short- 
acting insulin.  A balance  between  insulin 


action  and  food  intake  also  may  be  achieved 
by  some  regulation  of  the  timing  of  the  food 
intake. 

Measured  Diet  With  Between-Meal  Snacks. 

With  use  of  a single  daily  injection  of  mod- 
erately long-acting  insulin  mixture,  the  in- 
sulin action  is  relatively  strong  and  steady 
throughout  the  day  and  tapers  off  at  night. 
Use  of  only  three  large  meals  per  day  re- 
sults in  excessive  glucosuria  following  each 
meal,  and  then  perhaps  hypoglycemia  before 
the  next.  These  wide  swings  of  blood  sugar 
can  be  minimized  by  between-meal  snacks 
and  by  rough  measurement  of  the  meals  to 
assure  regularity.  Household  measures  of 
foods,  without  weighing,  are  probably  ade- 
quate. Since  normal  children  like  to  eat  be- 
tween meals,  the  snacks  are  popular  and  not 
abnormal.  The  afternoon  snack,  particularly, 
presents  an  opportunity  to  give  the  child 
high  carbohydrate  treats  that  he  desires. 

SYSTEM  OF  CONTROL  IN  THE 
PRESENT  TRIAL 

A regimen  of  control  was  devised  for  ap- 
plication of  the  above  principles.  NPH  in- 
sulin was  chosen  for  trial  of  the  practicabil- 
ity of  using  only  a single  daily  insulin  injec- 
tion. Although  NPH  insulin  had  been  devel- 
oped to  contain  the  ratio  of  protamine  and 
regular  insulin  most  often  suitable  for  adults, 
difficulty  with  hypoglycemia  late  at  night 
was  observed  in  some  children.  In  trying 
various  mixtures  of  NPH  insulin  and  regular 
insulin,  a mixture  of  two  parts  of  NPH  and 
one  part  of  regular  was  finally  settled  upon 
in  most  cases.  To  avoid  the  confusion  of 
having  the  families  handle  two  separate 
types  of  insulin,  the  NPH  and  regular  in- 
sulins were  mixed  in  the  bottles.  Thus,  the 
patient  would  usually  bring  two  bottles  of 
NPH  insulin  and  one  bottle  of  regular.  The 
contents  of  the  three  bottles  would  be  picked 
up  in  a 50  cc.  syringe,  shaken  and  returned 
to  the  bottles  as  a mixture.  Thus,  the  family 
had  only  one  measurement  to  make-  and  had 
less  chance  of  errors.  Such  a mixture  is  a 
turbid  suspension  and  must  be  shaken  up  be- 
fore each  dose  is  taken.  With  recent  avail- 
ability of  lente  insulin,  a similar  study  with 
use  of  this  form  of  insulin  is  being  initiated 
in  this  department. 

To  manage  the  flexible  insulin  dosage,  a 
set  of  rules  was  developed  which  depended 
on  the  over-all  glucosuria  throughout  a giv- 
en day.  These  rules  appeared  on  mimeo- 
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graphed  sheets  which  were  provided  to  the 
patients.  (Figure  I).  Urine  sugar  tests 
were  performed  with  Benedict  solution  or 
with  Clinitest  tablets.  Tests  were  done  4 
times  on  each  of  the  days  tested;  before 
breakfast,  lunch,  supper  and  at  bedtime.  If 
there  was  good  regulation  and  no  reason  for 
upsets,  the  tests  were  not  run  every  day,  but 
perhaps  two  or  three  days  a week.  To  de- 
crease the  insulin  dosage,  a decrease  of  10 
to  20  per  cent  was  made,  starting  next  day, 
whenever  3 or  4,  as  prescribed,  of  the  4 urine 
tests  were  blue.  To  increase  insulin  dosage, 


stituting  li/2  fruit  exchanges  for  one  bread 
exchange.  When  a bread  exchange  or  fruit 
exchange  is  prescribed  there  is  thus  a large 
choice  of  items  on  the  bread  and  fruit  lists. 
Other  items  can  be  added  as  desired,  with  at- 
tention to  their  carbohydrate  content.  Re- 
garding “sweets,”  the  families  are  told 
“There  is  nothing  this  child  cannot  eat.” 
Thus  14  ounce  of  candy,  six  ounces  of  soft 
drink  and*  any  other  high  carbohydrate  item 
in  suitable  quantity  can  occasionally  be  fit- 
ted into  the  diet  in  place  of  a bread  exchange. 
The  afternoon  snack  has  proved  to  be  a fav- 


FIGURE  I 

RULES : Test  urine  4 times  a day days  a week  (every  day  if  not  entirely 

well).  If out  of  4 tests  are  blue  or  blue-green,  decrease  insulin units 

starting  next  day.  (IF  INSULIN  REACTION  OCCURS,  FEED  SOME  CARBOHY- 
DRATE IMMEDIATELY  AND  CONTACT  A DOCTOR). 

If out  of  4 tests  are  orange  or  olive,  increase  insulin units. 


DATE 

INSULIN 

URINE  TESTS 

SPECIAL  NOTES 

Before 

Breakfast 

Before 

Lunch 

Before 

Supper 

Bedtime 

a rule  of  a similar  insulin  increase  upon  two 
tests  showing  olive  or  orange  was  used.  The 
patients  filled  in  the  blanks  with  appropriate 
colored  crayon.  The  charts  were  brought  to 
the  physician  at  the  next  office  visit.  A 
glance  at  the  chart  conveniently  revealed  the 
pattern  of  balance  between  insulin  and  food. 
Some  addition,  decrease,  or  transfer  of  por- 
tions of  food  were  then  made  to  balance  the 
columns.  Thus,  if  the  urine  tests  before  sup- 
per were  mostly  blue,  whereas,  those  at  other 
periods  had  many  oranges,  an  increase  of  the 
mid-afternoon  snack  would  bring  the  picture 
into  balance  and  permit  a closer  control 
throughout  the  day  without  danger  of  insulin 
shock  in  the  late  afternoon.  Such  shifts  of 
diet  were  made  in  terms  of  “exchanges” 
usually  “bread  exchanges.” 

Adjustment  of  the  diet  is  facilitated  by 
use  of  lists  of  foods  in  quantities  of  “ex- 
changes” as  devised  by  the  American  Dia- 
betes Association  and  the  American  Dietetic 
Association.  Thus  the  bread  exchange  list  in- 
cludes such  roughly  equivalent  items  as  two 
graham  crackers,  1/2  cup  of  cooked  cereal,  14 
cup  of  baked  beans,  one  small  white  potato, 
or  14  cup  of  ice  cream  (omitting  two  fat  ex- 
changes elsewhere).  The  items  of  the  fruit 
exchanges  contain  ten  grams  of  carbohy- 
drate, the  privilege  is  therefore  given  by  sub- 


orite  time  for  such  treats.  Since  any  food 
can  be  fitted  into  the  diet  at  some  time  and 
in  some  quantity,  the  present  regimen  is,  in 
this  respect,  more  liberal  than  what  is  some- 
times called  a “free  diet,”  but  which  pro- 
hibits “sweets”11.  For  original  institution  of 
a diet,  the  caloric  needs  of  the  child  may  be 
estimated  and  a diet  list  for  that  number  of 
calories  used.  The  ADA  diets,  as  used  in 
this  study,  contain  a ratio  of  two  grams  of 
carbohydrate,  one  gram  of  fat,  one  gram  of 
protein.*  The  usual  diet  list  must  be  re- 
arranged slightly  to  postpone  some  of  the 
breakfast  carbohydrate  and  to  provide  be- 
tween-meal  snacks.  Another  way  of  start- 
ing is  to  record  the  usual  diet  of  the  child, 
if  reasonable;  translate  it  into  exchanges, 
and  arrange  for  a small  breakfast,  a large 
lunch,  and  for  snacks,  particularly  a large 
afternoon  snack. 

EVALUATION  OF  RESULTS  OF  SYSTEM 
UNDER  TRIAL 

Some  preliminary  results  of  use  of  such  a 
regimen  are  presented  in  Table  I.  Urine 
tests  recorded  by  the  families  are  summar- 
ized in  13  cases  for  periods  of  management 
ranging  from  3 to  20  months.  The  range  of 
insulin  dosage  in  one  month  demonstrates 
the  need  for  “flexible  insulin  dosage.”  The 

*Such  diet  lists  are  available  from  Eli  Lilly  and  Company. 
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percentage  of  blue  or  green  (0  to  % per  cent 
sugar)  in  the  urine  tests,  ranges  from  48  to 
95  and  averages  68.  The  case  with  only  48 
was  first  seen  after  three  years  of  diabetic 
management  elsewhere.  He  had  hepatome- 
galy, chronic  bronchitis,  and  alopecia  totalis, 


A simple  system  of  outpatient  manage- 
ment based  on  flexible  insulin-dosage,  one 
daily  insulin  injection  and  some  fitting  of  the 
diet  to  diurnal  insulin-action  pattern  pro- 
duced a degree  of  control  which  conformed 
to  relatively  high  standards. 


Age 

Duration 

of 

Diabetes 

Period  of 
Observ- 
ation 

NPH : 
Regular 

TABLE  I 

Insulin 
Range 
in  Final 

Patient 

Years 

Mon  ths 

Months 

Mixture 

Month 

C.C. 

. 13 

24 

23 

2:1 

61-131 

D.F. 

. 13 

51 

28 

1:0 

100-130 

D.P. 

. 10 

49 

25 

2:1 

45-  74 

G.T. 

. 10 

13 

11 

2:1 

46-  54 

B.H. 

9 

12 

11 

2 :1 

14-  26 

E.H. 

. 8 

6 

5 

2:1 

12-  18 

S.S. 

7 

15 

15 

2:1 

32-  40 

E.M. 

. 6 

5 

4 

2:1 

11-  24 

J.M. 

6 

41 

15 

2 :1 

14-  32 

J.W. 

. 5 

35 

27 

2 :1 

28-  48 

H.H. 

5 

30 

30 

1:1 

22-  26 

S.B. 

. 5 

24 

12 

2:1 

22-  26 

B.M. 

. 3 

8 

3 

2:1 

6-  8 

* These 
**  Total 

data  were  obtained  at  the 
available  glucose  of  diet. 

University 

of  Maryland 

Serum 

Glucosuria  Mucoprotein 


Urine  Tests 

No. 

% of 

mg.  % 

No. 

% Blue 

Tests 

Tag** 

Tyrosine 

1580 

62 

13 

33 

3.7 

418 

65 

2 

32 

3.4 

693 

63 

6 

10 

3.7 

688 

70 

6 

1 

3.6 

605 

62 

3 

2 

3.6 

195 

95 

1 

0 

2.6 

911 

52 

11 

6 

3.3 

865 

64 

1 

9 

2.7 

1641 

48 

7 

7 

2.9 

1081 

66 

8 

6 

2.6 

1880 

54 

8 

17 

3.7 

212 

52 

1 

7 

3.7 

312 

71 

1 

0 

2.3 

in  Baltimore. 


although  his  height  and  weight  were  good.  He 
had  been  having  insulin  reactions  which  had 
been  a particular  worry  to  the  family.  Dur- 
ing 15  months  on  the  present  regimen  his 
bronchitis  was  overcome  and  his  hepatome- 
galy disappeared.  He  gained  2.4  kilograms 
in  weight  and  grew  8 cm.  The  child  with 
95  per  cent  blue  and  green  was  receiving  only 

12  to  18  units  of  insulin  for  the  final  month. 
He  had  been  started  on  80  units  per  day. 
His  dosage  had  gone  down  to  10  for  a six- 
week  period  when  his  urine  tests  were  all 
blue.  In  an  unsuccessful  effort  to  protect 
the  islet  remnant,  the  insulin  dosage  was  ar- 
bitrarily not  permitted  to  fall  below  10  units 
during  this  period. 

Determination  of  24-hour  glucosuria  was 
done.  In  only  eight  cases  were  these  re- 
peated three  times  or  more.  Six  of  the  eight 
cases  fall  into  the  range  of  excretion  of  10 
per  cent  or  less  of  the  total  available  glucose 
of  the  diet.  Of  the  other  two,  one  was  an 
adolescent  who  grossly  violated  dietary  re- 
strictions at  times. 

Serum  mucoprotein  determinations  in  the 

13  diabetic  children  ranged  from  2.3  — 3.7 
and  averaged  3.14  ± 0.58  mg.  per  100  cc. 
mucoprotein  tyrosine;  comparative  values  in 
normal  children  ranged  from  1.8  to  4.9  with 
an  average  of  3.12  ± 0.81. 

SUMMARY 

Close  control  of  juvenile  diabetes  is  im- 
portant as  a means  of  retarding  degenera- 
tive changes  leading  to  blindness,  renal  fail- 
ure, etc. 
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Tuberculosis  is  a cyclical  disease.  It  has  had  epi- 
demic phases.  It  advances  and  retreats  for  reasons 
about  which  we  are  not  fully  informed.  The  wise 
man,  remarking-  this,  will  avoid  being  unduly  dog- 
matic about  our  progress.  It  is  not  enough  to  im- 
prove social  conditions  unless  we  fortify  the  indi- 
vidual man  and  woman  with  knowledge.  . This  will 
take  even  longer  than  the  mere  changing  of  physi- 
cal conditions.  (Harley  Williams,  M.D.,  Nat. 
Tliberc.  A.  Tr.,  May,  1954). 


Taking  reasonable  action  is  not  a simple  business. 
To  act  in  any  personal  matter  with  peace  of  mind 
one  needs  to  know  what  one  ought  to  do,  one  needs 
the  wish  and  the  energy  to  do  it,  and  finally  one 
must  have  the  courage  to  take  the  consequences  of 
what  one  has  done.  John  Burton,  M.D.,  European 
Conference  on  Health  Education  of  the  Public,  Lon- 
don. England,  April  10-18,  1953. ' 
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TUBERCULOSIS  ABSTRACTS 

TUBERCULOSIS— 1955  ...  IS  HOSPITAL 
CARE  NECESSARY? 

The  rapidly  changing-  pattern  of  treatment  of  tu- 
berculosis, especially  since  the  announcement  of 
isoniazid  early  in  1952,  has  made  it  increasingly 
important  to  “keep  up”  in  this  field.  Questions 
have  arisen  regarding  the  need  for  hospital  care, 
the  duration  of  such  care,  and  the  intelligent  han- 
dling of  antimicrobial  drug  therapy.  For  these  rea- 
sons it  has  seemed  desirable  for  the  Ohio  Depart- 
ment of  Health  to  present  the  best  informed  opin- 
ion available  at  this  time. 

(1)  How  have  drugs  influenced  the  duration  of 
hospital  care  ? Drug  therapy  has  shortened  both  the 
average  duration  of  hospital  care  and  duration  of 
bed  rest  for  patients  with  early  active  disease.  It 
has  lengthened  the  period  of  hospital  care  for  a 
significantly  large  group  of  patients,  who  would 
otherwise  die  early,  but  now  are  kept  alive  as 
chronic  cases  for  a long  time,  with  drug  therapy. 

(2)  Is  hospital  care  necessaiy  for  all  active 
cases  or  will  home  treatment  suffice  for  many  such 
patients  ? If  there  are  insufficient  beds  availble, 
home  treatment  using  anti-TB  drugs  is  obviously 
the  next  best  procedure.  Rather  dramatic  early  im- 
provement is  often  seen  in  active  TB  treated  at 
home  with  anti-TB  drugs,  but  some  such  cases  suf- 
fer “spread”  of  disease  and  may  lose  their  chances 
for  recovery. 

Recently,  James  J.  Waring,  M.D.,  a former  presi- 
dent of  the  National  Tuberculosis  Association,  ac- 
knowledging the  disadvantages  of  TB  hospital  care, 
such  as  expense,  separation  from  family,  and  re- 
strictions of  hospital  living,  pointed  out  the  serious 
deficiencies  of  home  care  in  tuberculosis:  Members 
of  the  family  and  the  public  are  frequently  exposed 
unnecessarily  to  tubercle  bacilli.  The  patient  at 
home  seldom  obtains  an  understanding  of  his  dis- 
ease and  the  attitude  toward  its  long-term  treatment 
which  will  lead  him  to  protect  his  health  long  after 
active  treatment  has  been  stopped.  This  “educa- 
tion” which  comes  from  the  staff  and  other  pa- 
tients in  the  TB  hospital  is  usually  not  accomplished 
when  the  patient  is  treated  at  home.  Systematic 
rest  at  home  is  difficult  to  attain  without  supervi- 
sion. In  the  hospital,  rest  is  a prime  consideration. 
The  early  weeks  of  drug  therapy  are  often  com- 
plicated by  symptoms  requiring  changes  in  regi- 
men, insistence  on  regular  administration,  and  moral 
support  by  the  staff.  At  home  the  drugs  prescribed 
may  be  omitted  or  taken  irregularly  with  the  result 
that  early  drag  resistance  develops.  Toxicities  of 
drags  in  use  and  complications  may  go  unrecog- 
nized for  long  periods  when  the  patient  is  at  home. 
In  the  hospital  such  incidents  are  handled  safely 
and  promptly.  The  increased  importance  of  sur- 
gery in  tuberculosis  makes  it  essential  that  the 
strategic  moment  for  intervention  not  be  missed. 
Recent  experience  indicates  that  many  patients 
treated  at  home  are  not  being  considered  for  sur- 
gery at  any  time.  The  technical  facilities  of  la- 
boratory and  x-ray  often  provide  crucial  informa- 
tion determining  the  course  of  therapy.  Such  aids 
are  often  inadequately  provided  in  home  treatment 
but  the  hospital  patient  usually  has  access  to  the 


necessary  services.  Altogether,  it  is  seen  that  while 
home  treatment  of  tuberculosis  may,  at  times,  be 
successful,  there  are  many  hazards  associated  with, 
it. 

After  viewing  the  problem  of  rest  and  exercise,, 
the  Committee  on  Therapy  of  the  American  Tru- 
deau Society  recently  said,  “The  Committee  on 
Therapy  points  out  again  that,  from  the  facts  now 
available,  there  is  no  evidence  to  support  a reduc- 
tion in  the  amount  of  rest  therapy  from  that  of 
past  practices  except  as  it  may  be  justified  by  an 
earlier  attainment  of  an  inactive  status  of  the  dis- 
ease . . . The  patient  should  be  hospitalized,  if  at 
all  possible,  throughout  the  infectious  stage  of  his 
disease.  In  addition  to  the  benefits  of  hospitaliza- 
tion to  the  patient,  this  is  sound  public  health  prac- 
tice to  prevent  the  spread  of  tuberculosis  . . . The- 
total  period  of  disability,  though  greatly  shortened, 
on  the  average,  with  antimicrobial  therapy,  must 
still  be  estimated  at  a minimum  of  one  year,  even 
in  mild  cases  which  respond  favorably  to  treatment.’^ 

When  there  were  insufficient  beds  for  the  care 
of  tuberculosis  patients,  there  may  have  been  some 
justification  for  individual  cases  remaining  at  home. 
Now  that  beds  are  available,  a special  obligation 
falls  on  the  health  departments  and  practicing 
physicians  to  see  that  “active  cases”  and  potentially 
“infectious  cases”  are  in  hospital  beds. 

Public  health  officers  and  practicing  physicians 
are  in  a strong  position  in  insisting  that  every  case 
of  active  tuberculosis  have  a period  of  treatment 
in  a tuberculosis  hospital.  This  period  will  be 
variable  in  length  but  must  continue  until  the  pa- 
tient is  not  a hazard  to  his  associates  and  until  all 
therapeutic  factors  have  been  utilized  to  the  pa- 
tient’s maximum  benefit.  The  Ohio  Department  of 
Health  recommends  that  all  health  departments  and 
practicing  physicians  take  a firm  stand  to  the  end 
that  the  process  of  tuberculosis  control  be  acceler- 
ated to  its  maximum. 

— By  Ralph  E.  Dwork,  M.D.,  M.P.H.,  The  Ohio  State  Medical 

Journal,  May,  1955. 

PREVALENCE  OF  TUBERCULOSIS  IN 
LARGE  CITIES 

Although  there  is  considerable  optimism  regard- 
ing tuberculosis  as  a result  of  the  introduction  of 
new  chemotherapeutic  agents  and  the  rapidly  falling- 
death  rate,  physicians  close  to  the  tuberculosis  prob- 
lem believe  this  may  not  be  entirely  warranted. 
There  is  good  reason  to  believe  that  the  prevalence 
(total  number  of  cases  of  tuberculosis  in  the  com- 
munity) may  actually  be  increasing. 

One  reason  for  the  increasing  prevalence  of  tu- 
berculosis lies  in  the  survival  rate  of  numerous  pa- 
tients currently  treated,  as  compared  with  the  pre- 
chemotherapeutic  era.  Prior  to  1946,  most  large 
tuberculosis  institutions  reported  an  annual  death 
rate  of  about  30  per  cent  of  the  number  of  yearly 
admissions.  The  current  rate  in  most  of  these  in- 
stitutions is  under  10  per  cent.  As  survivors  re- 
turn to  community  life  from  the  sanatorium,  some 
inevitably  undergo  a relapse,  and  infect  other  per- 
sons, possibly  with  tubercle  bacilli  already  resistant 
to  antituberculosis  drags. 

(Continued  on  page  411) 
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Coming  Meetings 

CRIPPLED  CHILDREN’S  CLINICS— 

November  5,  Alliance,  St.  Joseph  Hospital 
November  19,  McCook,  St.  Catherine  Hospital 
December  3,  Grand  Island,  St.  Francis  Hospital 
December  10,  Ogallala,  Elks  Club 

ANNUAL  CLINICAL  MEETING,  NEBRASKA 
CHAPTER  AMERICAN  COLLEGE  OF  SUR- 
GEONS— November  11,  1955,  1:30  p.m.,  Ft.  Kear- 
ney Hotel,  Kearney,  Nebraska. 

RE-ACTIVATED  NEBRASKA  STATE  OBSTET- 
RIC AND  GYNECOLOGIC  SOCIETY  FALL  SCI- 
ENTIFIC MEETING — Sunday,  December  4,  1955, 
Grand  Island. 

THE  UNIVERSITY  OF  NEBRASKA  COLLEGE 
OF  MEDICINE — Presents  a three-day  course  in 
ENDOCRINOLOGY  FOR  GENERAL  PHYSI- 
CIANS, November  8,  9,  10,  1955,  Auditorium  of 
the  Nebraska  Psychiatric  Unit,  Omaha,  Nebraska. 


With  our  heritage  and  modern  scientific  tools,  plus 
a sustained  intensive  search  for  the  facts  and  a 
fundamental  belief  in  our  capabilities,  we  will  need 
only  a little  luck  to  bring  about  the  eradication  of 
tuberculosis  in  a much  shorter  time  than  now  seems 
possible.  (Floyd  M.  PYldmann,  M.D.,  Bull.  Nat. 
Tuberc.  A.,  April,  1955). 


Organization  Section 

News  and  Views 

Nebraska  Heart  Association:  News,  Notes 
and  Announcements — 

Dr.  Oglesby  Paul  of  Chicago  will  be  the 
featured  speaker  at  the  Annual  Scientific 
Sessions  and  Adult  Cardiac  Conference  of 
the  Nebraska  Heart  Association,  Nov.  17  and 
18,  at  the  Blackstone  Hotel  in  Omaha. 

The  speaker  is  on  the  faculty  of  the  Uni- 
versity of  Illinois  College  of  Medicine  and 
serves  as  director  of  the  Work  Classification 
Unit  of  the  Chicago  Heart  Association. 

At  the  Scientific  Sessions  on  Thursday, 
Dr.  Paul  is  to  speak  on  “Medical  Aspects 
of  Selective  Placement  of  Cardiacs”  and 
“Prevention  of  Myocardial  Infarction.” 

Several  other  speakers  are  being  secured 
by  the  Professional  Education  Committee, 
headed  by  Dr.  Robert  L.  Grissom,  Omaha. 
Program  schedules  will  be  available  from  the 
Nebraska  Heart  Association. 

Registration  will  begin  at  9 a.m.,  and  the 
sessions  will  last  through  4:30  p.m.  Dr. 
Grissom  expressed  the  hope  that  as  many 
physicians  as  possible  will  attend. 

The  Friday  program  will  cover  the  prob- 
lems of  the  cardiac  homemaker,  rheumatic 
child,  and  adult  cardiac  workers.  Dr.  Paul, 
as  one  of  the  principal  speakers,  plans  to  ex- 
plain the  operation  of  the  Chicago  Work 
Classification  Unit. 

Dr.  Stephen  L.  Magiera  of  Omaha,  Adult 
Cardiac  Chairman,  expects  that  practicing 
physicians,  nurses,  social  workers,  health 
chairmen,  homemakers,  labor  and  manage- 
ment representatives  will  attend  the  Friday 
program. 

Dr.  O.  A.  Kostal  of  Hastings,  Heart  Presi- 
dent, will  preside  over  the  two  days  of  activ- 
ities, which  are  financed  by  receipts  from  the 
annual  Heart  Fund  Drive. 

Robert  B.  Crosby  of  Lincoln,  former  state 
governor,  will  direct  the  1956  Nebraska 
Heart  Fund  Drive  next  February. 

He  was  appointed  by  Nebraska  Heart  As- 
sociation President,  O.  A.  Kostal  of  Hast- 
ings, to  succeed  A.  Q.  Schimmel  of  Lincoln. 
Mr.  Schimmel  headed  the  state’s  most  suc- 
cessful heart  appeal,  raising  $118,000  last 
year. 

In  accepting  the  chairmanship,  the  Lin- 
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coin  attorney  commented,  “I  know  of  no 
other  medical  problem  in  the  state  which 
causes  more  suffering  and  death  than  heart 
and  blood  vessel  diseases.” 

The  former  governor  will  direct  a cam- 
paign covering  all  93  counties  in  the  state, 
an  increase  of  17  over  last  year.  Organiza- 
tion of  the  campaign  is  already  underway. 

Nebraska  Heart  Association  grants  of 
$10,000  each  have  been  made  to  the  Uni- 
versity of  Nebraska  College  of  Medicine  and 
Creighton  University  School  of  Medicine. 
Dr.  C.  M.  Wilhelm j of  Omaha,  Research 
Chairman,  said  the  money  included  a con- 
tinuation of  the  Association’s  annual  grants 
of  $5,000  for  cardiovascular  research  at  each 
of  the  schools.  The  additional  $5,000  was  al- 
located to  each  school  to  prepare  for  chairs 
of  cardiovascular  research,  which  are  ex- 
pected to  be  established  next  year  by  the  Ne- 
braska Heart  Association. 

New  Industrial  and  Business  Education 
Programs  started  during  October  by  the  Ne- 
braska Heart  Asociation  now  cover  15,200 
workers  in  62  firms  in  15  cities.  Public  Ed- 
ucation Chairman,  Dr.  Richard  L.  Egan  of 
Omaha,  explained  the  current  programs  were 
instituted  because  of  the  success  of  last 
year’s  trial  program.  It  was  limited  to 
plants  employing  at  least  100  workers.  It 
covered  13,000  employees  in  22  plants  in  11 
cities.  The  new  programs  have  been  of- 
fered to  practically  all  industrial  as  well  as 
business  firms.  Over  a four-month  period 
the  firms  will  be  supplied  with  posters,  liter- 
ature, and  in  some  cases  speakers,  exhibits, 
and  films. 

Death  Takes  Editor-in-Chief  of 
Medical  Economics — 

Doctor  H.  Sheridan  Baketel  helped  found 
Medical  Economics  in  1923.  He  had  been 
associated  with  this  magazine  ever  since 
that  date,  for  a long  time  as  editor-in-chief. 
Those  who  read  his  pointed  and  penetrating 
editorials  will  miss  him.  He  died  on  July 
7,  1955,  at  the  age  of  eighty-two  years. 

Federal-State  Salk  Vaccine  Programs  and  the 
Private  Physician — 

The  following  quotation  from  A.M.A. 
Washington  Letter  84-39  may  be  of  interest 
to  doctors  participating  in  the  Salk  vaccine 
programs : 


“Inquiries  received  by  us  indicate  that 
there  is  still  some  confusion  over  how  the 
private  physician  fits  into  the  federal-state 
Salk  vaccine  innoculation  programs.  U.S. 
Public  Health  Service  has  cleared  up  one 
question  for  us  by  explaining  that  the  pri- 
vate physician  may  be  paid  for  vaccinations 
out  of  U.S.  grants  for  administrative  costs 
when  he  performs  the  service  as  ‘an  em- 
ployee or'agent  of  a public  agency  ...  in 
carrying  out  a public  vaccination  program.’ 
Thus  payments  are  authorized  even  though 
the  public  clinic  may  be  conducted  in  a 
physician’s  office,  rather  than  in  a school, 
town  hall  or  other  community  building.  In 
this  case  the  physician  is  regarded  as  an 
‘agent’  of  the  public  body  sponsoring  the 
campaign,  and  he  may  be  paid  on  a per  diem 
or  a fee  basis.” 

Basil  O’Connor  Satisfied  with  Results 
Salk  Vaccine — 

It  is  reported  to  be  Mr.  O’Connor’s  opinion 
that  the  Salk  Vaccine  will  prove  consider- 
ably more  effective  against  polio  this  year 
than  it  was  in  last  year’s  mass  field  trial. 

Industrial  Health  Course  Being  Offered — 

The  University  of  Cincinnati’s  Institute 
of  Industrial  Health  is  offering  graduate 
fellowships  in  Industrial  Medicine.  The  In- 
stitute, which  is  in  the  College  of  Medicine, 
provides  professional  training  for  graduates 
of  approved  medical  schools  who  have  com- 
pleted at  least  one  year  of  internship. 

The  three-year  course  of  instruction,  lead- 
ing to  the  degree  of  Doctor  of  Science  in  In- 
dustrial Medicine,  satisfies  the  requirements 
for  certification  in  Occupational  Medicine 
by  the  American  Board  of  Preventive  Medi- 
cine. Two  years  are  devoted  to  intensive 
academic  and  clinical  study  in  the  field  of 
industrial  medicine.  A final  year  is  spent 
in  residency  in  an  industrial  medical  depart- 
ment or  in  some  comparable  organization. 
Stipends  for  the  first  two  years  vary  from 
$3,000  to  $4,000  depending  on  marital  status. 
In  the  final  or  residency  year  a fellow  is  com- 
pensated by  the  organization  in  which  he  is 
completing  his  training.  A one-year  certifi- 
cate course,  without  stipend,  is  also  offered 
to  qualified  applicants. 

Requests  for  additional  information  should 
be  addressed  to  Secretary,  Institute  of  In- 
dustrial Health,  College  of  Medicine,  Eden 
and  Bethesda,  Cincinnati  19,  Ohio. 
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Give  “Todays’  Health”  for  Xmas— 

Ole  Santa  has  a tip  for  you  early  Christ- 
mas shoppers!  Just  add  a few  gift  sub- 
scriptions to  Today’s  Health  magazine  to 
your  Christmas  shopping  list,  and  you’ll 
surely  spread  health  and  good  cheer  during 
the  holidays.  During  the  next  few  months 
local  Today’s  Health  chairmen  of  the  Wom- 
an’s Auxiliary  will  contact  all  physicians, 
dentists  and  auxiliary  members  in  their 
areas  in  efforts  to  top  their  goal  of  $12,000 
worth  of  subscriptions  in  the  “Operation 
Christmas”  campaign. 

Film  Catalog  Available — 

Medical  societies  and  individual  physicians 
seeking  information  on  current  films  avail- 
able either  for  professional  or  lay  groups 
should  write  to  the  A.M.A.’s  Committee  on 
Medical  Motion  Pictures  for  a copy  of  its 
latest  catalog  of  medical  and  health  films. 

Off  to  Boston! — 

Quaint  old  Boston  with  its  crooked  streets 
and  historic  landmarks  familiar  to  every 
American  schoolboy  has  much  to  offer  physi- 
cians and  their  wives  planning  to  attend  the 
A.M.A.’s  ninth  annual  Clinical  Meeting  No- 
vember 29,  to  December  2.  An  outstanding 
scientific  program  covering  all  phases  of 
medicine  — including  lectures,  roundtable 
discussions,  color  television  and  motion  pic- 
ture films — has  been  lined  up  for  A.M.A. 
visitors.  In  the  Scientific  Exhibit  leading 
authorities  from  all  over  the  country  will  be 
on  hand  continuously  throughout  the  four- 
day  meeting  to  answer  questions  and  discuss 
problems  with  doctors.  The  Technical  Exhi- 
bition will  feature  the  latest  developments  in 
equipment,  books  and  pharmaceuticals. 

This  year’s  meeting  promises  to  be  one  of 
the  largest  clinical  sesions  on  record.  Both 
the  Scientific  and  Technical  Exhibits  will  be 
held  in  the  Mechanics  Building,  and  the 
House  of  Delegates  will  meet  at  the  Statler 
Hotel.  Arrangements  are  now  being  com- 
pleted to  make  this  session  a worthwhile 
postgraduate  medical  education  “course.” 
Plan  now  to  attend. 

From  the  Star-Herald  Scottsbluff — 

The  State  Department  of  Health  has  re- 
ceived word  that  the  state  hospital  plan  has 
been  approved,  qualifying  Nebraska  for  $1,- 
384,000  in  federal  aid  for  hospital  construc- 
tion for  the  current  fiscal  year. 


Of  this  sum,  $784,302  is  earmarked  for 
general  hospitals  and  the  remainder  for  spe- 
cial facilities.  The  $600,000  for  special  fa- 
cilities is  broken  down  as  follows : Diagnos- 
tic or  treatment  centers,  $200,000;  rehabili- 
tation facilities  $100,000;  chronic  disease 
hospitals,  $200,000 ; and  nursing  homes, 
$100,000. 

Nebraska’s  hospital  plan  was  submitted  to 
the  U.S.  Public  Health  Service  August  6, 
1955.  Nebraska’s  allocation  this  year  is  the 
largest  since  the  federal  aid  program  for 
hospitals  was  established.  The  previous  high 
was  $1,302,000. 

Applications  for  federal  aid  for  hospital 
construction  were  received  by  the  State  De- 
partment of  Health  through  September  10, 
1955. 

From  the  Alliance  Times-Herald — 

Joe  R.  Seacrest,  chairman  of  the  Lincoln 
Community  Hospital  Fund,  said  recently 
that  Lincoln  should  abandon  part  of  its  pres- 
ent hospital  investment  to  save  money  for 
future  hospital  expansion. 

In  a report  to  the  Lancaster  County  Medi- 
cal Society,  Seacrest  said  Lincoln  has  grown 
40  per  cent  since  the  last  big  hospital  addi- 
tion. The  city  has  a lesser  percentage  of  the 
state’s  hospital  beds  than  before  the  war,  he 
added.  i 

Seacrest  said  the  city  has  gotten  along 
without  a new  hospital  only  because  former 
outstate  patients  have  been  going  to  Beatrice 
and  Omaha  where  medical  facilities  have 
been  expanded. 

“The  average  hospital  in  Lincoln  is  30 
years  old,”  Seacrest  said,  “and  we  haven’t 
really  done  anything  to  improve  the  situa- 
tion in  the  past  generation.” 

From  the  Lincoln  Star — 

Two  Cambridge  doctors,  Clarence  E.  Min- 
nick  and  B.  F.  Stewart,  were  honored  re- 
cently in  recognition  of  their  longtime  serv- 
ices to  the  residents  of  this  community.  A 
dinner  served  for  150  persons,  followed  by  a 
program,  marked  the  occasion. 

Each  physician  was  presented  with  a 
watch  and  a plaque.  Dr.  E.  F.  Leininger  of 
McCook  delivered  the  main  address. 

A native  of  Cambridge,  Dr.  Minnick  has 
practiced  medicine  for  50  years  and  remains 
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active.  Following  his  graduation  from  Cam- 
bridge High  School  he  was  graduated  from 
Northwestern  University  in  1905.  He  be- 
gan practicing  in  Indianola,  Nebraska,  in 
1905.  After  taking  a post-graduate  course 
at  Northwestern  in  1912,  he  located  in  Cur- 
tis, Nebraska,  in  1914,  remaining  there  un- 
til 1924  except  for  two  years  spent  in  the 
medical  corps  at  Kelly  Field.  Dr.  Minnick 
joined  Dr.  Kee  and  Dr.  Stewart  in  Cam- 
bridge in  1924.  In  1931  Dr.  Minnick  pur- 
chased the  Republican  Valley  Hospital.  He 
recently  sold  the  hospital  equipment  to  the 
Cambridge  Memorial  Hospital  Association 
to  be  used  in  the  town’s  new  hospital  build- 
ing. 

Dr.  Stewart,  partially  retired,  was  grad- 
uated from  Keokuk  Medical  College  in  Iowa 
in  1900  and  began  practicing  in  Oklahoma 
City,  Oklahoma,  that  same  year.  He  relo- 
cated in  Moorefield,  Nebraska  in  1915,  and 
two  years  later  moved  to  Farnam,  Nebraska. 
He  was  sent  to  Cambridge  by  the  medical 
war  board  in  1918  and  began  practicing  here 
with  Dr.  Kee  during  the  flu  epidemic. 

Dr  Stewart  began  his  own  practice  in 
1930  with  the  intention  of  soon  retiring. 
However,  the  Republican  River  flood  of  1935 
changed  his  mind.  A big  livestock  loss  in 
the  flood  forced  him  to  continue  his  medical 
practice.  His  current  hobby  is  raising  OIC 
hogs.  The  Cambridge  celebration  was  un- 
der the  sponsorship  of  the  Cambridge  Cham- 
ber of  Commerce. 

From  the  Geneva  Signal — 

The  Fillmore  county  health  survey,  com- 
pleted several  months  ago  by  the  Geneva 
Community  Grange  under  direction  of  the 
state  medical  association,  has  attracted  more 
than  local  interest  judging  by  the  requests 
for  information  on  the  survey. 

Dr.  Charles  Ashby  of  Geneva,  who  direct- 
ed the  survey  locally,  recently  gave  an  ad- 
dress on  the  survey  before  the  Nebraska 
Public  Health  Association  at  its  meeting  in 
Lincoln. 

From  the  Columbus  Telegram — 

Dr.  Charles  S.  Cameron,  medical  and  sci- 
entific director  for  the  American  Cancer 
Society,  said  recently  that  the  cancer  prob- 
lem is  a series  of  paradoxes  which  must  be 
“dispelled  and  destroyed.” 


According  to  Cameron,  the  greatest  chal- 
lenge facing  medical  and  social  enterprise 
today  is  the  possibility  of  saving  70,000 
lives  from  cancer  annually.  He  said  cancer 
quakery  is  flourishing  and  has  developed  in- 
to big  business. 

Quack  remedies  cost  the  lives  of  an  un- 
known number  every  year  and  there  should 
be  strict  laws  to  protect  people  from  quacks, 
the  doctor  said. 

As  one  of  the  paradoxes  in  connection 
with  the  cancer  problem,  Dr.  Cameron  point- 
ed to  the  disparity  between  cancer  cures  pos- 
sible and  the  cures  actually  being  accom- 
plished. 

From  the  Omaha  World-Herald — 

Seven  Omaha  doctors  were  honored  by  the 
American  Medical  Education  Foundation  re- 
cently. They  received  certificates  of  merit 
at  a meeting  of  the  Omaha-Douglas  County 
Society.  Receiving  certificates  were  Drs. 
James  F.  Kelly,  Sr.,  James  F.  Kelly,  Jr.,  S.  J. 
Carnazzo,  W.  E.  Kroupa,  Harry  Jenkins, 
Wayne  Hull  and  D.  A.  Dowell. 

Dr.  J.  D.  McCarthy,  chairman  of  the 
council  on  medical  service  of  the  American 
Medical  Association,  made  the  presentation. 

The  foundation  raises  funds  from  busi- 
ness, industry  and  the  medical  profession  to 
contribute  to  the  nation’s  medical  schools. 

Dr.  Leslie  Ziev,  associate  professor  of  in- 
ternal medicine  at  the  University  of  Minne- 
sota, was  the  guest  speaker. 

From  the  Omaha  World-Herald — 

The  Atomic  Energy  Commission  has  an- 
nounced awards  of  175  life  science  research 
contracts,  two  of  them  to  the  University  of 
Nebraska,  in  the  fields  of  biology,  medicine, 
biophysics  and  radiation  instrumentation. 

The  University  of  Nebraska  contracts 
were  in  the  fields  of  biology ; one  in  the  new 
projects  section,  the  other  a project  renewal. 

The  AEC  said  the  contracts,  to  both  uni- 
versities and  private  institutions,  were  part 
of  its  policy  of  assisting  and  fostering  re- 
search and  development  in  fields  related  to 
atomic  energy.  Each  award  is  for  one  year. 

C.  O.  Gardner  and  D.  G.  Hanway  are  list- 
ed as  investigators  in  the  university’s  con- 
tract for  a new  project  in  the  field  of  bi- 
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ology.  This  study  will  be  an  evaluation  of 
the  effects  of  radiations  on  quantitative  char- 
acteristics in  corn,  soybeans  and  other  crops 
as  related  to  breeding  improved  varieties. 

The  renewal  project  contract  at  the  uni- 
versity permits  continuation  of  the  study  of 
the  genetic  effects  of  thermal  neutron  irra- 
diation of  crop  seeds. 

From  the  Lincoln  Star — 

The  Nebraska  Orthopedic  Hospital  cele- 
brated its  50th  anniversary  with  an  open 
house  September  30.  A feature  of  the  cele- 
bration was  the  appearance  of  “A  Personal 
Account  of  50  Years  at  the  Nebraska  Ortho- 
pedic Hospital/’  a small  book  by  Dr.  Hv  Win- 
nett  Orr. 

Dr.  Orr  has  served  with  the  institution 
continuously  since  its  opening  October  1, 
1905,  except  for  two  years  of  foreign  mili- 
tary service  during  WW  1. 

The  portrait  of  Dr.  Orr  by  the  late  Zanna 
Anderson  was  on  display  in  tribute  to  Dr. 
Orr’s  long  service. 

The  Nebraska  hospital  was  the  third  in 
the  nation  to  provide  state  care  for  crippled 
children.  The  first  was  in  Minnesota  and 
the  second  in  New  York.  The  110-bed  Lin- 
coln hospital  now  has  14  active  staff  mem- 
bers and  104  employees. 

Dr.  Fritz  Teal,  chief  surgeon,  was  chair- 
man of  the  anniversary  committee  assisted 
by  Dr.  F.  A.  Alcorn,  superintendent,  and 
Dr.  Orr. 

Announcements 

Manuscript  Editing  Service  of  American 
Medical  Writer’s  Association — 

A manuscript-editing  service  was  initiated 
by  the  American  Medical  Writer’s  Associa- 
tion, in  1952.  While  this  service  is  primarily 
for  the  members  of  the  association,  it  is 
available  to  other  doctor-writers.  A written 
report  is  prepared  for  each  manuscript  giv- 
ing a running  commentary,  line  by  line,  para- 
graph by  paragraph,  and  calling  the  author’s 
attention  to  errors  in  writing  and  suggesting 
alternate  phrasing.  This  service  will  not  ac- 
cept material  which  will  be  sold,  will  not  com- 
pile bibliographies,  and  will  do  no  ghost 
writing.  It  operates  at  a low  fee.  Anyone 
interested  may  communicate  with  A.M.W.A. 
Manuscript  Editing  Service,  W.C.U.  Build- 
ing, Quincy,  Illinois. 


Annual  Clinical  Meeting  Nebraska  Chapter 
American  College  of  Surgeons — 

This  meeting  will  be  held  at  the  Fort  Kear- 
ney Hotel,  Kearney,  Nebraska,  on  Friday, 
November  11,  1955,  from  1:30  to  5:30  p.m. 
The  afternoon  program  consists  of  a SYM- 
POSIUM ON  TRAUMA,  as  follows: 

James  B.  Mason,  M.D.,  F.A.C.S.,  Executive  Assist- 
ant Secretary,  Committee  on  Trauma  of  the  Amer- 
ican College  of  Surgeons; 

Howard  E.  Snyder,  M.D.,  Snyder  Clinic,  Winfield, 
Kansas,  Member,  Committee  on  Trauma,  American 
College  of  Surgeons; 

James  Wm.  Martin,  M.D.,  Omaha,  Nebraska,  Or- 
thopaedic Surgeon; 

Louis  J.  Gogela,  M.D.,  Lincoln,  Nebraska,  Neuro- 
surgeon ; 

S.  F.  Moessner,  M.D.,  Lincoln,  Nebraska,  Chest 
Surgeon; 

Merle  M.  Musselman,  M.D.,  Omaha,  Nebraska,  Ab- 
dominal Surgeon. 

All  members  of  the  medical  profession  are 
urged  to  attend.  There  will  be  a Social  Hour 
from  5:00  to  6:00  p.m.,  and  dinner  at  6:00 
p.m.  for  doctors  and  their  wives. 

There  will  be  an  EVENING  PROGAM  de- 
signed for  the  public.  It  will  be  held  at  the 
Junior  High  School  Auditorium  at  7 :30  p.m. 
This  program  will  emphasize  Safety.  It  fol- 
lows : 

Cactus  Jack — Safety  Cowboy. 

Illustrated  talk  — “Medical  Aspects  of 
Highway  Accidents,”  Dr.  Ralph  Moore,  Oma- 
ha, Nebr.,  and  Dr.  Charles  L.  Marsh,  Valley, 
Nebr. 

American  College  of  Surgeons  movie  on 
highway  safety,  “The  Search.” 

United  Cerebral  Palsy  Convention  To  Be 
in  Boston — 

The  United  Cerebral  Palsy  Sixth  Annual 
Convention  will  be  held  in  Boston,  Mass.,  at 
the  Hotel  Statler,  on  November  11  through 
13,  1955.  Besides  the  usual  parliamentary 
affairs  there  will  be  many  sessions  devoted 
to  various  aspects  of  services  to  the  Cerebral 
Palsied  and  reports  on  the  UCP  research  pro- 
gram. Further  information  about  the  con- 
vention may  be  obtained  by  writing  Conven- 
tion Department,  United  Cerebral  Palsy,  369 
Lexington  Avenue,  New  York  17,  N.Y. 

Health  Fair  and  Medical  Convention  To  Be 
Combined  in  L.A. — 

The  Los  Angeles  Midwinter  Medical  Con- 
vention will  be  held  Jan.  3,  4,  and  5,  1956,  at 
the  Biltmore  Hotel  and  the  Philharmonic 
Auditorium  just  across  the'  street  from  the 
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hotel.  The  program  has  been  planned 
around  the  following  subjects:  preventive 
medicine;  geriatrics;  atomic  medicine;  blood 
and  blood  products;  neoplastic  disease;  and 
chemotherapy.  The  “Health  Fair”  for  the 
public  will  be  conducted  on  a magnificant 
scale  for  ten  days  beginning  Jan.  6.  Assist- 
ance will  be  given  doctors  registered  at  the 
meeting  to  obtain  tickets  to  the  Rose  Bowl 
Game  and  the  festivities  surrounding  this 
event  of  Jan.  2nd. 

University  of  Kansas  School  of  Medicine 
Announces  New  PG  Training  Course — 

The  Department  of  Medicine  at  the  Uni- 
versity of  Kansas  School  of  Medicine  has  an- 
nounced new  postgraduate  opportunities  of 
in-residence  training  in  the  fields  of  Cardio- 
vascular Disease  and  Pulmonary  Disease. 
These  programs  will  offer  the  graduate 
physician  opportunities  to  obtain  supervised 
experience  and  training  in  many  of  the  new- 
er techniques  now  in  use. 

The  participants  will  have  daily  supervised 
responsibilities  in  patient  care  and  in  the 
management  of  cardiac  and  pulmonary  dis- 
ease. The  starting  dates  for  the  training 
in  Cardiovascular  Disease  are:  November  1, 
1955,  March  1,  April  1 and  May  1,  1956. 
Training  will  begin  in  Pulmonary  Disease  on : 
November  1,  1955,  January  2,  April  1 and 
May  1,  1956. 

The  programs  are  of  one  month  duration 
and  are  limited  to  two  enrollments  in  each 
field.  Applications  for  this  postgraduate 
work  should  be  directed  to  the  Department 
of  Postgraduate  Medical  Education,  K.U. 
School  of  Medicine,  Kansas  City,  Kansas. 

I 

Human  Interest  Tales 

Dr.  and  Mrs.  C.  J.  Miller,  Ord,  have  recently  re- 
turned from  a vacation  trip  to  Mexico. 

Dr.  John  Batty,  McCook,  was  the  guest  speaker 
at  the  first  meeting  of  the  West  Ward  PTA  in  Mc- 
Cook. 

Dr.  Carl  G.  Amick,  Loup  City,  has  been  appointed 
to  the  Hospital  Advisory  Council  by  Governor  An- 
derson. 

Dr.  Fay  Smith,  Imperial,  has  been  reappointed,  by 
Governor  Anderson,  to  the  Hospital  Advisory 
Council. 

Dr.  George  McMurtrey,  Omaha,  was  the  guest 
speaker  at  a recent  meeting  of  the  Exchange  Club 
in  Omaha. 

Dr.  Victor  Levine,  Omaha,  recently  returned  from 
the  annual  meeting  of  American  Medical  Writers’ 
Association. 


At  last  report,  Dr.  A.  R.  Bryant,  Beatrice,  was 
improving  nicely  after  being  a patient  in  an  Oma- 
ha hospital. 

The  September  meeting  of  the  Garden-Keith- 
Perkins  Medical  Society  was  held  in  Ogallala  with 
25  doctors  attending. 

Dr.  J.  P.  Gilligan,  Nebraska  City,  was  the  guest 
speaker  at  a recent  meeting  of  the  Medical  Records 
Librarians,  Omaha  Chapter. 

Dr.  Craig  Sigman,  Stapleton,  recently  moved  into 
a newly  completed  medical  clinic.  The  building  was 
a community  sponsored  project. 

Dr.  Guy  M.  Matson,  Lincoln,  has  been  issued  a 
building  permit  for  construction  of  a medical  clinic 
at  an  estimated  cost  of  $48,000. 

Dr.  Robert  Rasgorshek,  Omaha,  is  the  new  presi- 
dent of  the  medical  staff  of  the  Lutheran  Hospital. 
He  succeeds  Dr.  Abe  Greenberg. 

A native  Nebraskan,  Col.  Bryan  C.  T.  Fenton,  has 
been  appointed  chief  of  the  supply  division  of  the 
office  of  the  Army  Surgeon  General. 

Dr.  B.  H.  Grimm,  Sidney,  was  the  principal  speak- 
er at  the  first  fall  meeting  of  the  Central  School 
Parent-Teacher  Association,  in  Sidney. 

Dr.  Floyd  Nelson,  Omaha,  was  recently  elected 
president  of  the  Nebraska  Academy  of  General  Prac- 
tice. He  succeeds  Dr.  C.  R.  Brott,  Beatrice. 

Dr.  Morris  Margolin,  Omaha,  has  been  reappoint- 
ed a member  of  the  Committee  on  Detection  and 
Education  of  the  American  Diabetes  Association. 

Dr.  Clyde  Kleager,  Hastings,  has  been  elected 
president  of  the  medical  staff  of  the  Mary  Lanning 
Hospital  at  the  annual  session  of  the  medical  staff. 

Dr.  E.  R.  Slavik,  Platte  Center,  has  announced 
that  he  is  closing  his  office  in  this  city  and  is  mov- 
ing to  Omaha  where  he  will  open  his  medical  office. 

Dr.  F.  L.  Spradling,  Lincoln,  recently  spoke  on 
the  subject  of  the  Psychiatric  Hospital  and  its  prob- 
lems, at  a regular  meeting  of  the  Sertoma  Club  in 
Lincoln. 

Dr.  Val  C.  Verges,  Norfolk,  recently  returned 
from  Harvard  Medical  School  where  he  took  a 
month’s  postgraduate  training  course  in  abdominal 
surgery. 

Dr.  John  Barmore,  Omaha,  recently  has  been  pro- 
moted from  Associate  to  Assistant  Professor  of 
Surgery,  at  the  University  of  Nebraska  College  of 
Medicine. 

Dr.  Charles  M.  Wilhelmj,  Omaha,  has  been  given 
a grant  of  $4,200  from  the  American  Heart  Asso- 
ciation to  aid  his  research  on  the  relationship  of  diet 
to  high  blood  pressure. 

Dr.  Thomas  D.  Fitzgerald,  Alliance,  is  the  newly 
installed  president  of  the  Nebraska  Public  Health 
Association.  He  took  office  during  the  association’s 
recent  meeting  in  Lincoln. 

Dr.  Arthur  Rasmussen,  Omaha,  has  recently  been 
promoted  from  instructor  to  associate  in  surgery 
on  the  staff  of  the  University  of  Nebraska  College 
of  Medicine. 

Dr.  and  Mrs.  Edward  Hanisch  and  family  of  St. 
Paul,  have  left  for  Columbia,  Missouri,  where  Dr. 
Hanisch  has  accepted  a residency  at  the  University 
of  Missouri  Hospital. 


November,  1955 


409 


Dr.  Don  Crilly,  Superior,  paid  a short  visit  to  his 
parents  in  that  city  before  leaving-  for  Rochester, 
Minnesota,  where  he  will  begin  a residency  in  sur- 
gery at  the  Mayo  Clinic. 

Dr.  Donald  V.  Hirst,  who  is  conducting  cancer 
research  for  the  Iowa  Division  of  the  American  Can- 
cer Society,  was  the  guest  speaker  at  a recent  meet- 
ing of  the  Engineers  Club  of  Omaha. 

Dr.  Harry  H.  McCarthy,  Omaha,  recently  showed 
four  exhibits  on  cardiovascular  surgery  at  the  meet- 
ing of  the  Iowa  State  Medical  Society.  Dr.  Mc- 
Carthy also  presented  a paper  at  this  meeting. 

The  body  of  Dr.  Howard  K.  Gray,  a former  Oma- 
han,  was  recently  found  in  a lake  near  Lake  City, 
Minnesota.  He  had  plunged  from  his  cruiser  into 
the  lake  to  retrieve  a dinghy  that  had  broken  loose. 

Dr.  H.  E.  Wallace  has  re-opened  his  office  in 
Lincoln  after  serving  two  years  with  the  U.S.  Army 
Medical  Corps.  Prior  to  his  service  Dr.  Wallace  was 
chairman  of  the  Department  of  Pediatrics  at  St. 
Elizabeth  Hospital. 

Dr.  Nelle  C.  Deffenbaugh,  Detroit,  recently  paid 
a return  visit  to  Grand  Island  where  she  had  for- 
merly been  a resident  for  many  years.  She  prac- 
ticed medicine  in  Grand  Island  several  years  before 
moving  to  Detroit. 

Dr.  Richard  L.  Tollefson,  Wausa,  has  been  elected 
president  of  the  medical  staff  at  St.  Joseph  Hos- 
pital at  Osmond.  Other  officers  are  Dr.  Chas. 
Swift,  Jr.,  Crofton,  vice  president,  and  Dr.  A.  E. 
Mailliard,  Osmond,  secretary. 

Dr.  George  W.  Covey,  Lincoln,  was  awarded  a 
fellowship  in  the  American  Medical  Writers’  Asso- 
ciation at  their  annual  meeting  in  St.  Louis,  Mis- 
souri, in  September.  These  fellowships  are  given 
“in  recognition  of  high  qualifications,  personal  and 
professional,  and  of  established  standing  as  a medi- 
cal writer,  journalist  or  publisher.” 

Deaths 

John  R.  Dwyer,  M.D.,  Omaha.  Doctor  Dwyer  was 
seventy  years  old  at  the  time  of  his  death,  July  26th. 
Bom  at  O’Neill,  he  was  a graduate  of  Creighton 
University  School  of  Medicine.  He  practiced  in 
Omaha  and  was  assistant  professor  of  surgery  at 
his  Alma  Mater  for  twenty-five  years.  Survivors 
include  his  wife,  Alba;  daughters,  Mrs.  Virginia 
Fleming,  New  Caanan,  Conn.,  and  Mrs.  William  J. 
Brink,  Park  Forest,  111.;  son,  John  R.,  Jr.,  Great 
Falls,  Mont.;  sisters,  Mrs.  Hugh  Coyne,  O'Neill,  and 
Mrs.  W.  J.  Carroll,  Spokane,  Wash. 

Frank  Bruce  Johnson,  M.D.,  Kearney.  Doctor 
Johnson  died  at  the  age  of  ninety  years,  and  death 
occurred  on  July  23rd.  He  was  born  in  Rensslaer, 
Ind.,  and  received  his  medical  education  at  Keokuk 
Medical  College  where  he  graduated  in  1896.  He 
practiced  his  profession  for  fifty-three  years,  the 
last  thirty-two  of  which  were  in  Lincoln.  Doctor 
Johnson  is  survived  by  his  sons,  Dr.  Clarence  B.,  of 
Alma,  and  Dr.  George,  of  San  Francisco. 

Harold  W.  Havel,  M.D.,  Hastings.  Doctor  Havel 
died  July  17th  at  the  age  of  forty-five.  He  was  a 
native  of  Minnesota,  but  had  lived  in  Hastings  for 
five  years.  Survivors  are  his  wife,  Carolyn;  two 


sons;  parents,  Mr.  and  Mrs.  Thomas  Havel  of  Mont- 
gomery, Minn.;  two  sisters  and  two  brothers. 

Margaret  Hammond  Finney,  M.D.,  Lincoln.  Doc- 
tor Margaret  Finney  died  August  11,  at  the  age  of 
seventy-six.  She  was  the  widow  of  Dr.  E.  B.  Finney 
who  preceded  her  in  death  eight  years.  She  was  a 
native  of  Iowa  and  a graduate  of  Hahnemann  Medi- 
cal School.  She  practiced  in  Lincoln  until  her  re- 
tirement. She  is  survived  by  a stepson,  Dr.  L.  E. 
Finney;  a sister,  Ada  Hammond,  Springfield,  111.; 
a brother,  Henry  S.,  of  Lincoln. 

Charles  Creighton  Tomlinson,  M.D.,  Omaha.  Doc- 
tor Tomlinson  died  of  a “heart  attack”  on  July  1,  at 
his  home.  He  was  seventy  years  old.  Bom  in  Vil- 
lisca,  Iowa,  the  doctor  went  to  school  in  Red  Oak, 
then  received  his  medical  degree  from  the  University 
of  Nebraska  College  of  Medicine,  in  1908.  After 
practicing  in  Wakefield  a short  time,  Doctor  Tomlin- 
son took  his  postgraduate  work  in  dermatology  in 
New  York  City.  In  1917  he  joined  the  faculty  of 
his  Alma  Mater  and  in  1935  became  Chairman  of 
the  Department  of  Dermatology  and  full  professor. 
He  is  survived  by  his  wife  and  two  daughters,  Mrs. 
Wm.  E.  Davis,  Jr.,  of  Houston,  Tex.,  and  Miss  Eliza- 
beth C.  Tomlinson,  Evanston,  111.;  three  brothers, 
Stanley  D.,  Oakland,  Calif.,  Fred,  Salem,  Ore.,  and 
Ray,  Red  Oak,  la. 

Asa  E .Fletcher,  M.D.,  Omaha.  Doctor  Fletcher 
died  on  July  17th  at  the  age  of  seventy-three.  A 
graduate  of  the  University  of  Indiana,  the  doctor 
had  practiced  medicine  in  Omaha  since  1918.  He 
is  survived  by  his  wife,  Flossie;  daughter,  Mrs.  Jack 
W.  Croft,  Whittier,  Calif.;  and  sister,  Mrs.  Dave 
Finzel,  Swanton,  O. 

Delbert  J.  Bowman,  M.D.,  Lincoln.  At  seventy- 
three,  Doctor  Bowman  died  on  August  4th.  He  had 
practiced  medicine  in  Lincoln  since  1914  having  re- 
tired in  1949.  He  graduated  from  the  Lincoln  Medi- 
cal College  and  practiced  a short  time  in  Raymond 
before  coming  to  Lincoln.  He  is  survived  by  his 
wife,  Nettie;  a sister,  Mrs.  Elva  Ramer,  Falls  City; 
a brother,  Charles,  of  Wyoming,  and  sixteen  nieces 
and  nephews. 

Arthur  B.  Walker,  M.D.,  Lincoln.  At  the  age  of 
seventy-seven,  Doctor  Walker  ended  his  forty-nine 
years  of  practice  at  his  death  on  July  4th.  He  had 
practiced  in  Lincoln  forty-two  of  his  years  of  prac- 
tice. A native  of  Pennsylvania,  the  doctor  was  edu- 
cated in  the  schools  of  Nebraska,  having  received  his 
medical  education  at  Creighton  University  School  of 
Medicine  where  he  graduated  in  1906.  Doctor  Walk- 
er is  survived  by  his  wife,  Jessie  Grace;  twin  daugh- 
ters, Grace  Marie  and  Marjorie  Lee,  both  of  Omaha. 

J.  W.  B.  Smith,  M.D.,  Albion.  Doctor  Smith  was 
seventy-nine  years  old  at  the  time  of  his  death,  Aug. 
28,  1955.  Bom  in  New  York,  he  moved,  with  his 
family,  to  Canada  and  shortly  thereafter,  to  Nebras- 
ka. He  was  a member  of  the  first  class  to  graduate 
from  the  University  of  Nebraska  College  of  Medi- 
cine, that  of  1903.  Albion  was  the  only  location  in 
which  the  doctor  practiced  his  profession.  He  is 
survived  by  three  children,  Dr.  Roy  J.,  of  Albion; 
Chauncey,  of  Kalispell,  Montana;  and  Lydia,  of 
Albion. 
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Know  Your 
Blue  Shield  Plan 


Eleven  county  medical  societies  were  represented 
at  the  sixth  annual  Conference  of  Blue  Shield 
Liaison  Committees  held  October  6,  in  Omaha.  Re- 
ports on  the  status  and  future  development  of  Blue 
Shield  were  presented,  and  recent  changes  in  the 
schedule  of  benefits  were  reviewed.  Lawrence  C. 
Wells,  Chicago,  Director  of  Physicians  Relations  for 
the  Blue  Shield  Commission,  was  guest  speaker. 
Dr.  John  H.  Brush,  Omaha,  member  of  the  Prepay- 
ment Medical  Care  Committee  of  the  Nebraska  State 
Medical  Association,  was  chairman  for  the  afternoon 
session.  Presiding  at  the  dinner  and  evening  ses- 
sion was  Dr.  Arthur  J.  Offerman,  President  of  Ne- 
braska Blue  Shield. 

Thursday,  November  10,  is  the  date  tentaively  set 
for  the  Conference  of  Blue  Shield  Liaison  Commit- 
tees to  be  held  in  North  Platte.  Invitations  will 
be  issued  to  Liaison  Committee  members  and  offi- 
cers of  the  county  medical  societies  in  the  First,  Sec- 
ond, Third,  Fourth,  and  Fifth  Councilor  Districts. 

Prompt  reporting  of  Blue  Shield  services  pro- 
motes good  public  relations  for  the  physician  and 
for  Blue  Shield.  When  patients  receive  notification 
of  benefit  payments  soon  after  the  services  are  ren- 
dered, they  are  especially  appreciative  of  their  doc- 
tor’s service  and  of  the  Blue  Shield  payment. 

A new  Manual  and  Schedule  of  Blue  Shield  Bene- 
fits which  will  list  both  the  Standard  and  Preferred 
fee  schedules  is  now  being  prepared  for  publica- 
tion. It  is  expected  that  it  will  be  ready  for  distrib- 
ution to  physicians  about  January  1. 

Reminder:  Nebraska  Blue  Shield  Standard  mem- 

bership now  provides  benefits  for  eligible  dependent 
children  from  ONE  MONTH  to  19  years  of  age. 
(Previously,  benefits  were  not  available  until  the 
child  was  three  months  old).  Preferred  membership 
prorides  benefits  from  birth  to  19  years,  excluding 
care  of  normal,  newborn,  well  infants.  Circumci- 
sion is  included. 


Tuberculosis  Abstracts 

(Continued  from  page  403) 

A second  factor  that  contributes  to  an  increase 
in  the  number  of  tuberculosis  patients  living  at 
home  can  be  attributed  to  the  outpatient  programs. 
This  type  of  program  varies  considerably  from 
city  to  city.  In  New  York,  treatment  is  administered 
to  patients  who  have  left  sanatoriums  against  med- 
ical advice,  as  well  as  to  those  who  refuse  to  enter 
sanatoriums.  Many  of  these  patients  have  nega- 
tive sputum.  On  the  debit  side,  however,  it  is  prob- 
able that  many  of  these  patients  will  relapse  and 
many  will  refuse  to  undergo  effective  surgery.  In 
the  Chicago  program,  recalcitrant  patients  are  un- 
treated; only  postsanatorium  patients  selected  for 
early  discharge  are  given  outpatient  treatment.  The 
relapse  rate  for  these  selected  cases  has  been  re- 
ported as  being  very  low. 


A third  factor  that  contributes  to  an  increase  in 
the  number  of  tuberculosis  patients  at  home  is  due 
to  enthusiastic  publicity  on  the  efficacy  of  anti- 
tuberculosis  drugs.  Many  newly  discovered  tuber- 
culosis patients  are  encouraged  by  this  publicity 
to  refuse  sanatorium  care  and  many  sanatorium 
patients  leave  before  treatment  has  been  completed. 
Survivors  who  formerly  would  have  died,  patients 
with  surgical  collapse,  a large  number  of  “good 
chronics”  wdio  are  clinically  well  but  bacteriological- 
ly  positive,  and  numerous  recalcitrant,  inadequately 
treated  patibnts  present  a threat  to  effective  tuber- 
culosis control. 

Effective  management  of  increased  prevalence  of 
tuberculosis  in  a community  requires  improved  su- 
pervision of  patients  residing  at  home,  improved 
liaison  between  sanatoriums  and  outpatient  clinics, 
and  greater  restriction  of  tuberculosis  “public  health 
menace”  patients.  While  great  strides  have  been 
made  recently  in  tuberculosis  therapy,  what  still  re- 
mains to  be  accomplished  should  not  be  minimized 
in  this  most  prevalent  of  all  infectious  diseases. 

— Editorial,  The  Journal  of  the  American  Medical  Association. 

February  5,  1955. 


FAVORABLE  HEALTH  CONDITIONS 
WESTERN  EUROPE 

Western  Europe  has  recently  been  enjoying  the 
most  favorable  health  conditions  in  its  histoiy.  This 
is  a notable  achievement,  particularly  for  the 
countries  whose  people  had  suffered  privation  of 
food,  clothing,  shelter,  and  medical  care  during  the 
most  destructive  war  the  world  has  ever  known. 
Each  of  the  14  countries  established  a new  mini- 
mum death  rate  during  the  postwar  period.  In 
France,  for  example,  the  death  rate  fell  from  13.5 
per  1,000  population  in  1946  to  11.9  in  1954;  in  the 
immediate  prewar  period  the  rate  had  exceeded  15 
per  1,000.  Similarly,  in  Italy  the  death  rate  was  re- 
duced from  12.1  to  9.0  per  1,000  between  1946  and 
1954,  which  compared  with  an  average  of  about  14 
per  1,000  in  1937-1939. 

Figures  on  the  expectation  of  life  likewise  tell  a 
story  of  health  progress,  and  are  even  a better 
measure  than  the  crude  death  rate  for  gauging  the 
over-all  improvement  in  health  conditions,  because 
they  are  not  influenced  by  changes  in  the  age  com- 
position of  the  population.  In  each  instance  there 
was  an  increase  in  the  expectation  of  life  at  birth; 
the  gains  ranged  from  nearly  four  years  to  about 
nine  years,  with  females  generally  making  the  bet- 
ter record.  In  England  and  Wales  the  expectation 
of  life  at  birth  among  males  increased  from  60.2 
years  to  67.1  years  between  1937  and  1952,  and 
among  females  from  64.4  to  72.4  years.  In  the  ma- 
jority of  countries  the  recent  expectation  of  life 
exceeds  65  years  among  males  and  70  years  among 
females. 

The  rapid  decrease  in  the  mortality  from  tuber- 
culosis in  Western  Europe  during  the  postwar  years 
reflects  efforts  in  many  directions — the  detection  of 
cases  through  mass  x-ray  surveys,  the  restoration 
of  services  in  tuberculosis  institutions,  the  supply 
of  supplementary  rations  to  patients,  and  the  use 
of  the  newer  drugs  in  the  treatment  of  the  disease. 
The  tuberculosis  death  rates  are  now  from  two- 
thirds  to  three-fourths  lower  than  those  immediately 
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prior  to  World  War  II.  In  Finland,  for  example,  the 
death  rate  from  this  cause  dropped  from  about  200 
per  100,000  population  in  1937-1939  to  45  in  1953. 
In  Denmark  and  the  Netherlands  tuberculosis  mor- 
tality is  now  below  10  per  100,000. 

The  marked  improvement  in  infant  mortality  is 
another  index  of  postwar  health  progress  in  Western 
Europe.  The  rate  under  age  1 is  now  generally 
about  half  that  just  prior  to  the  war.  In  France,  the 
infant  mortality  rate  in  first  postwar  year  was  72 
per  1,000  live  births  exceeding  the  rates  in  1937-1939; 
by  1954  the  rate  was  down  to  37  per  1,000.  Sweden 
has  made  an  extraordinary  record,  with  a death  rate 
of  only  18  per  1,000  live  births  under  age  1,  com- 
pared with  an  average  rate  exceeding  40  per  1,000 
in  the  immediate  prewar  years. 

Many  infectious  diseases  recorded  a considerably 
increased  incidence  during  and  immediately  after 
World  War  II,  but  they  have  since  been  brought 
under  control  in  most  of  the  countries.  Diphtheria 
became  rampant  in  large  areas  of  Europe  during  the 
war.  In  the  Netherlands  the  number  of  cases  in 
1943  was  14  times  as  high  as  the  yearly  average 
in  the  decade  prior  to  the  war;  in  Norway  it  was  24 
times  as  high.  In  both  these  countries  diphtheria 
is  now  a very  minor  health  problem.  Scarlet  fever, 
typhoid  and  paratyphoid  fevers,  and  cerebrospinal 
meningitis  are  among  the  other  diseases  which  had 
an  abnormally  high  incidence  during  the  war  and 
which  are  now  generally  under  control. 

The  excellent  postwar  health  record  of  Western 
Europe  is  attributable  to  a variety  of  factors.  In 
some  countries  it  may  reflect,  in  part,  the  weeding 
out  of  impaired  lives  during  the  war.  But  gener- 
ally the  improvement  has  resulted  mainly  from 
planned  activities.  Medical,  hospital,  and  public 
health  services  began  to  be  restored  soon  after  the 
war  and  have  since  been  expanded  and  improved. 
Wide  use  has  been  made  of  the  recent  advances  in 
the  medical  sciences,  including  the  antibiotics  and 
other  drugs.  The  greatly  increased  food  supply  has 
raised  the  nutritional  level  of  the  population.  As 
the  general  standard  of  living  continues  to  rise,  fur- 
ther decreases  in  mortality  may  be  expected  in 
Western  Europe,  particularly  in  those  countries  that 
still  lag  behind  in  medical  and  public  health  fa- 
cilities and  services. 


EDUCATIONAL  LEVEL  OF  SINGLE  AND 
MARRIED  WOMEN 

On  the  average,  single  women  have  more  school- 
ing than  the  married;  and  among  the  latter,  the 
childless  include  a larger  proportion  who  are  at  least 
high  school  graduates  than  do  those  who  have  borne 
children.  These  findings  relate  to  white  women  in 
the  United  States  at  the  time  of  the  1950  ceneus. 

The  educational  level  of  American  women,  irre- 
spective of  marital  or  family  status,  has  been  rising 
for  many  years.  Reflecting  this  trend,  the  propor- 
tion of  women  who  have  gone  through  high  school 
or  beyond  is  greatest  for  those  in  their  early  20’s. 
In  1950,  three-fifths  of  the  women  at  ages  20-24  had 
had  that  much  schooling;  this  compared  with  two- 
fifths  for  those  40-44  years  of  age  and  with  only 
one-fourth  for  women  at  ages  55-59. 


The  greater  formal  education  of  single  women 
than  of  the  married  may  be  observed  at  every  age 
period  past  20.  At  25-29  years,  for  example,  the 
proportion  who  had  at  least  completed  high  school 
was  more  than  two-thirds  for  the  single,  less  than 
three-fifths  for  those  in  their  first  marriage,  and 
less  than  one-half  for  all  other  women.  The  lower 
educational  level  of  the  married  reflects,  in  part,  the 
tendency  to  curtail  schooling  for  early  marriage. 
Furthermore,  it  is  very  likely  that  the  widowed,  the 
divorced  and  those  married  more  than  once  entered 
their  first  marriage  at  an  earlier  age  than  those 
who  were  married  only  once. 

Noteworthy  is  the  relatively  low  educational  level 
of  girls  who  were  under  20  years  of  age  when  they 
married.  Only  two-fifths  of  these  youngsters  wed 
for  the  first  time  had  a high  school  education;  the 
proportion  was  but  a little  over  a fourth  for  the  re- 
married or  for  those  whose  husband  was  absent.  In 
contrast,  well  over  two-thirds  of  the  women  who 
married  for  the  first  time  at  ages  20-29  had  at 
least  completed  high  school. 

The  educational  background  of  women  whose  mar- 
riage was  recently  disrupted  is  not  particularly 
good,  especially  among  those  widowed  or  separated. 
Less  than  one-third  of  the  women  widowed  or  sep- 
arated within  two  years  of  the  census  had  gone 
through  high  school.  Among  the  recently  divorced, 
however,  the  proportion  was  about  the  same  as 
among  the  women  who  had  recently  remarried. 


HOMICIDE  RATE  AT  RECORD  LOW 

Although  major  crimes  and  juvenile  delinquency 
have  recently  increased  in  our  country,  the  homi- 
cide rate  has  fallen  to  an  all-time  low  level.  In  fact, 
the  relative  frequency  of  homicide  has  been  decreas- 
ing for  at  least  two  decades.  Among  the  Industrial 
policyholders  of  the  Metropolitan  Life  Insurance 
Company,  whose  experience  closely  parallels  that 
for  the  general  population  of  the  United  States, 
the  age-adjusted  rate  from  homicide  dropped  from 
5.8  per  100,00  in  1934  to  1.9  in  1954.  The  down- 
ward trend  during  this  period  was  interrupted  only 
twice — immediately  after  the  close  of  World  War  II 
and,  to  a lesser  extent,  during  the  Korean  War. 
Data  available  thus  far  in  1955  indicate  that  the 
homicide  rate  is  continuing  to  decline  both  in  the 
population  as  a whole  and  among  the  insured,  who 
constitute  a large  cross-section  of  the  urban  popu- 
lation. 


The  cold  war  against  tuberculosis  calls  for  a 
clear-cut  program  for  the  future.  It  is  regrettable, 
that  in  our  satisfaction  with  the  fall  in  death  rates, 
we  may  have  given  the  impression  that  tuberculosis 
is  conquered.  In  fact,  some  in  authority  have  said 
that  the  fight  is  as  good  as  over  and  that  there 
will  be  no  tuberculosis  problem  in  ten  to  twenty 
years.  This  breezy  optimism  is  founded  on  lack  of 
knowledge  and  misunderstanding  of  the  problems 
involved.  Tuberculosis,  while  it  has  lost  many  of 
its  death-dealing  features,  is  still  the  greatest  sin- 
gle cause  of  loss  of  man-hours  in  young  people  and 
still  disrupts  thousands  of  homes.  (George  J.  Wher- 
rett,  M.D.,  Nat.  Tuberc.  A.  Tr.,  'May,  1954). 
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NEWS  AND  VIEWS 

must  always  be  careful  that  proposals  for 
new  benefits  will  preserve  the  essential  jus- 
tice and  strength  of  the  system.  We  must 
remember  there  is  a limit  to  the  social  secur- 
ity taxes  the  people  may  be  willing  to  pay 
to  support  the  system  in  all  the  years  ahead.” 


plish  more  real  and  long-range  results  for 
all  of  us  . . The  talk  was  delivered  at  a 
building  dedication  ceremony  at  Syracuse 
(N.Y.)  University.  (A.M.A.  Washington 
Letter  84-41,  Oct.  7,  1955). 

88%  of  Union  Workers  Have  Health- 
Pension  Coverage — 


Mr.  Folsom  commented  that  the  social  se- 
curity system  now  is  “in  pretty  good  shape,” 
but  added  that  “we  must  always  be  willing 
to  adapt  the  system  to  meet  changing  condi- 
tions and  to  make  needed  improvements.” 
In  describing  the  “fundamental  spirit”  in 
which  he  believes  changing  health  and  wel- 
fare needs  should  be  approached,  Mr.  Fol- 
som declared:  “I  hope  we  will  never  accept 
the  philisophy  that  the  one  and  only  best 
answer  to  every  one  of  our  problems  and 
needs  is  automatically  more  and  bigger  fed- 
eral government.  There  should  be  federal 
concern,  yes.  But  the  people  should  always 
consider  whether  it  is  federal  action  that  is 
most  needed,  and  whether  federal  action  ac- 
tually would  be  the  most  effective.  The  peo- 
ple should  consider  whether  individual  ef- 
fort and  private  enterprise,  or  local  or  state 
government  close  to  the  people,  can  accom- 


At least  11,290,000  workers  under  collec- 
tive bargaining  contracts  were  covered  by 
some  type  of  health  and  insurance  or  pension 
plans  in  1954,  according  to  a study  by  the 
Department  of  Labor’s  Bureau  of  Labor  Sta- 
tistics. 

Most  popular  coverage,  next  to  life  insur- 
ance, was  hospitalization,  which  was  provid- 
ed to  88%  of  all  workers  employed  under 
union  contracts.  Next  was  Surgical  with 
83%,  accident  and  sickness  with  73%,  acci- 
dental death  and  dismemberment  54%  and 
medical  benefits  47%. 

The  BLS  report  showed  that  new  bene- 
fits were  being  introduced  into  the  agree- 
ments regularly,  particularly  allowances  for 
diagnostic  and  laboratory  services,  emer- 
gency accident  care,  and  medical  care  in  the 

(Continued  on  page  43- A) 
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home  and  physician’s  office.  Management 
rather  than  labor  generally  assumes  the  cost 
of  new  benefits  as  they  are  added.  More 
and  more  contracts  are  offering  protection 
to  retired  workers  and  workers’  dependents. 
A breakdown  indicates  that  half  the  workers 
share  in  the  cost  of  dependents’  coverage, 
the  employer  pays  the  entire  bill  for  38%, 
and  about  12%  carry  the  entire  cost  of  pro- 
tection for  their  dependents.  (A.M.A.  Wash- 
ington Letter  84-41,  Oct.  7,  1955). 
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PHS  Makes  10  Awards  for  Air  Pollution 
Research — 

U.S.  Public  Health  Service  has  made  the 
first  awards  under  a fund  by  Congress  ear- 
lier this  year.  Of  the  10  grants  totaling 
$295,367  the  largest  is  for  $69,209,  to  John 
J.  Phair  at  the  University  of  Cincinnati,  for 
organizing  and  designing  a study  to  relate 
the  incidence,  prevalence,  and  prognosis  of 
human  disease  to  air  pollution  in  an  urban 
area.  A grant  for  $63,420  goes  to  E.  Wen- 
dell Hewson  and  John  M.  Sheldon  at  the  Uni- 
versity of  Michigan  for  a study  of  atmos- 
pheric pollution  by  aeroallergens.  (A.M.A. 
Washington  Letter  84-4,1  Oct.  7,  1955). 

Miscellany — 

Latest  Hill-Burton  statistics  on  hospital 
and  medical  facilities  list  a total  of  2,560 
projects  in  operation,  under  construction  or 
initially  approved.  Estimated  total  cost  is 
$2,089,637,097  with  the  federal  government 
paying  $679,868,446.  . . Civil  Service  Com- 
mission confirms  that  the  Government  pro- 
poses to  set  up  a contributory  medical  and 
hospital  insurance  program  for  federal  em- 
ployees. Congressional  approval  is  to  be 
sought  next  year.  . . Military  reservists  who 
attend  the  62nd  annual  meeting  of  the  Asso- 
ciation of  Military  Surgeons,  November  7-9 
in  Washington,  D.C.,  will  receive  one  point 
of  credit  for  each  day  of  attendance.  . . Fed- 
eral Trade  Commission  charges  more  than 
100  wholesale  druggists,  stockholders  of  the 
Druggists’  Supply  Corporation  with  receiv- 
ing illegal  brokerage  advantages  on  pur- 
chases of  drugs.  The  corporation  passes  on 
to  the  druggists  the  commissions  it  receives 
for  placing  orders  . . . National  Institutes  of 
Health  announces  the  appointment  of  Dr. 
Stuart  M.  Sessoms  as  Assistant  Director  of 
the  Clinical  Center,  the  combined  clinical  and 
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When  You  Need  Medication 
for  Patients  in  Northeast 
Lincoln , Call 

Mayo  Drug  Co. 

“The  Drug  Store  on  the  Comer” 
Phone  6-2353  2700  North  48th 

— We  Deliver  — 

(Serving  Our  Community  for  32  Years) 


PICKER  X-RAY  CORPORATION 

SALES 

SERVICE 

31  OF  NEBRASKA 

1 OMAHA  - LINCOLN  - SCOTTSBLUFF 

SUPPLIES 

I DENVER  - SIOUX  CITY 

X-ray 

C Rcker)  A NEBRASKA  CORPORATION 

yl  X-ray  J TO  SERVE  THE  PROFESSION  OF  NEBRASKA  | 

and 

Electro-Medical 

OF  NEBRASKA 

| J.  K.  DUNN,  Vice  President 

Equipment 

NEWS  AND  VIEWS 

laboratory  research  facility  of  NIH.  . . After 
35  years  of  government  service,  John  Eisle 
Davis,  Sc.D.,  has  retired  from  Veterans  Ad- 
ministration. He  was  a pioneer  in  the  de- 
velopment of  recreation  for  the  treatment  of 
mental  patients.  . . Dr.  John  C.  Bugher,  re- 
tiring director  of  the  Division  of  Biology  and 
Medicine  of  the  U.S.  Atomic  Energy  Com- 
mission, has  received  AEC’s  Distinguished 
Service  and  Superior  Accomplishment 
Awards.  The  citation  notes  Dr.  Bugher’s 
“outstanding  contributions”  to  the  national 
security  in  the  peacetime  application  of 
atomic  reactors  for  medical  research,  diag- 
nosis and  therapy.  . . Dr.  Walsh  McDermott, 
professor  of  Public  Health  at  Cornell,  has 
been  appointed  to  the  National  Advisory 
Health  Council.  (A.M.A.  Washington  Let- 
ter 84-41,  Oct.  7,  1955). 

National  Foundation  for  Infantile  Paralysis  Grants 
Now  Total  Over  Twenty-one  Million  Dollars — 


March  of  Dimes  funds  authorized  since  1938 
for  the  National  Foundation’s  comprehen- 
sive program  of  professional  education.  A 
total  of  5,334  scholarships  and  fellowships 
have  been  awarded  by  the  National  Founda- 
tion from  1938  through  August  30,  1955. 

Three  United  States  Medical  Journals  Honored — 

The  American  Medical  Writers’  Associa- 
tion announced  the  recipients  of  the  1955 
Honor  Awards  for  Distinguished  Service  in 
Medical  Journalism.  The  awards  went  to 
the  following  Journals: 

The  Public  Health  Reports;  the  award  for 
general  medical  periodicals  with  circulation 
in  excess  of  3,000. 

The  A.M.A.  Archives  of  Surgery;  the 
award  for  specialty  medical  journals. 

The  Bulletin,  Sangamon  County  Medical 
Society;  the  award  for  periodicals  of  county 
and  city  medical  societies  of  less  than  500 
membership. 

Blue  Cross  and  Blue  Shield  Plans 


The  N.F.I.P.  has  announced  grants  and 
appropriations  for  professional  education  in 
selected  fields,  of  $1,372,513.  These  new 
awards  bring  to  a total  of  $21,562,456  the 


Win  Top  Honors — 

Three  Blue  Cross  and  Blue  Shield  Plans 
won  top  honors  in  the  health  insurance  cate- 
( Continued  on  page  48- A) 
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Pork  in  the  Dietary 


During  Pregnancy  and  Lactation 


C^ertain  nutrients  are  required  in 
greater  than  normal  amounts  during 
pregnancy  and  lactation.  Pork  meat, 
though  its  cost  is  low,  supplies  a remark- 
ably high  quantity  of  the  nutrients  re- 
quired by  the  maternal  organism  in 
these  periods  of  physiologic  need. 

During  pregnancy  the  maternal  or- 
ganism may  store  3.3  to  5.5  pounds  of 
protein  in  excess  of  that  contributed  to 
fetal  tissue.1  Enough  iron  is  stored  to 
approximate  the  entire  amount  secreted 
in  the  milk  during  9 months  of  lactation, 
in  addition  to  the  iron  supplied  to  the 
fetus.2 

The  body  of  the  newborn  infant  con- 
tains approximately  500  grams  of  pro- 
tein, 14  grams  of  phosphorus,  and  0.5 
gram  of  iron.3  It  is  estimated  that  the 
lactating  mother,  through  breast  milk, 
provides  a 26  week  old  infant  with  about 
12  grams  of  protein,  76  grams  of  lactose, 
and  1.2  mg.  of  iron  each  day.2 

Pork  meat,  an  excellent  source  of 
high  quality  protein,  thiamine,  niacin, 


and  iron, 4 also  supplies  valuable  amounts 
of  other  B vitamins,  as  well  as  phos- 
phorus, magnesium,  and  potassium. 
The  thiamine  content  of  pork  is  particu- 
larly important,  since  there  are  few 
more  valuable  food  sources  of  this  vi- 
tamin.4 

Pork  and  pork  sausage— economical, 
good  tasting — are  valuable  components 
of  the  dietary  of  the  pregnant  or  lactat- 
ing woman.  Just  how  valuable,  is  shown 
in  the  table  below. 

1.  Toverud,  K.U.;  Stearns,  G.,  and  Macy,  I.G.:  Maternal 
Nutrition  and  Child  Health,  an  Interpretative  Review, 
Washington,  D.C.,  National  Research  Council,  Bull.  123, 
1950. 

2.  McLester,  J.S.,  and  Darby,  W.J.:  Nutrition  and  Diet 
in  Health  and  Disease,  ed.  6,  Philadelphia,  W.B.  Saunders 
Company,  1952,  p.  241. 

3.  Marrack,  J.R.:  Food  and  Planning,  London,  Victor 
Gollancz,  Ltd.,  1943,  p.  67. 

4.  Wolgamot,  I.H.,  and  Fincher,  L.J.:  Pork  Facts  for  Con- 
sumer Education,  Washington,  D.C.,  United  States  De- 
partment of  Agriculture,  AIB  No.  109,  1954. 

5.  Watt,  B.K.,  and  Merrill,  A.L.:  Composition  of  Foods — 
Raw,  Processed,  Prepared,  Washington,  D.C.,  United 
States  Department  of  Agriculture,  Agricultural  Handbook 
No.  8,  1950. 

6.  Bowes,  A.  deP.,  and  Church,  C.F.:  Food  Values  of 
Portions  Commonly  Used,  ed.  7,  Philadelphia,  Anna 
dePlanter  Bowes,  1951. 


Percentages  of  Recommended  Daily  Dietary  Allowances*  for  Pregnant  (3rd  Trimester) 


and  Lactating  Women  P 
Ham,  without  bone,  3 oz.,  cooked5 

rovided  by  3-Ounce  Portions  of  Cooked  Pork  Meats  and  Pork  Sausage 

PREGNANCY  (3rd  trimester) 

Protein  Iron  Phosphorus  Thiamine  Riboflavin  Niacin 

Calories 

25.0% 

17.3% 

13.5% 

30.0% 

10.0% 

26.7% 

12.5% 

Pork  Chops,  without  bone,  3 oz.,  cooked5  25.0% 

17.3% 

13.3% 

47.3% 

10.0% 

28.7% 

10.5% 

Pork  Sausage,  3 oz.,  cooked6 

17.3% 

14.0% 

9.2% 

27.7% 

10.1% 

18.5% 

14.7% 

LACTATION 

Ham,  without  bone,  3 oz.,  cooked5 

20.0% 

17.3% 

10.1% 

30.0% 

o 
o 6 

26.7% 

10.2% 

Pork  Chops,  without  bone,  3 oz.,  cooked5  20.0% 

17.3% 

10.0% 

47.3% 

oo 

CD 

28.7% 

8.6% 

Pork  Sausage,  3 oz.,  cooked6 

13.8% 

14.0% 

6.9% 

27.7% 

8.1% 

18.5% 

12.0% 

’Recommended  Dietary  Allowances,  Washington,  D.  C.,  National  Academy  of  Sciences— National  Research  Council,  Publication  302, 1953 


The  nutritional  statements  made  in  this  advertise- 
ment have  been  reviewed  and  found  consistent  with 
current  medical  opinion  by  the  Council  on  Foods 
and  Nutrition  of  the  American  Medical  Association. 

American  Meat  Institute 

Main  Office, Chicago... Members  Throughout  the  United  States 


You  can  enhance  the  value  of  your  own  Journal  by  patronizing  its  advertisers 


47-A 


BRACES  and  ORTHOPEDIC 
♦ APPLIANCES 

PROMPT  SERVICE  Made  to  Measure 
SHoifcORRECTIC^^ 

Orthopedic  and  Fracture  Clinic 
Brace  Shop 

Henry  J.  Stoehr,  Manager 
2300  So.  13th,  Lincoln  Telephone  No.  3-8585 


^ BIOCHEMICAL  and  BACTERIOLOGICAL  ^ 

j DETERMINATIONS  j 

i;  PROTEIN  BOUND  IODINE  ;i 

];  Electrophoresis,  Corticosteroids  ]! 

!;  and  Other  Hormone  Studies  !; 

!j  WRITE  FOR  INFORMATION  <j 

i;  VV  LINCOLN  - HASTINGS  j! 

| MEDICAL  LABORATORIES 

'!  Stuart  Bldg.  Foote  Bldg.  ]I 

!;  LINCOLN,  NEBR.  HASTINGS.  NEBR.  < 


PHYSICIANS'  EXCHANGE 

Advertisements  in  this  column  are  at  a rate  of  six  cents 
per  word  with  a minimum  of  $2.00  per  insertion.  Copy 
must  be  received  by  the  fifth  of  the  month  preceding  date 
of  publication  and  should  not  exceed  40  words.  Advertise- 
ments from  members  of  the  Nebraska  State  Medical  Associa- 
tion will  be  accepted  without  charge  for  two  issues.  Each 
advertisement  will  be  taken  out  following  its  second  appear- 
ance unless  otherwise  instructed.  Where  numbers  follow 
advertisements,  replies  should  be  addressed  in  care  of  The 
Nebraska  State  Medical  Journal.  1315  Sharp  Building, 
Lincoln  8. 

FOR  SALE — Four-volume  Brenneman  Pediatrics 
and  three-volume  Davis  Obstetrics  (Prior)  complete 
and  current.  $65.  Or  make  an  offer.  Capt.  A.  H. 
Bonebrake,  235  Fairchild,  Offutt  Air  Force  Base, 
Omaha. 

WILL  TRADE  a Castle  Twin  Light  No.  17-5  for 
a Castle  No.  46  and  a Castle  No.  1 or  will  sell  a 
Castle  Twin  Light  No.  17-5  for  $95.00.  C.  D.  Wil- 
liams, M.D.,  Genoa,  Nebraska. 

NEWS  AND  VIEWS 

gory  in  the  15th  Annual  Survey  of  Annual 
Reports  sponsored  by  “Financial  World,”  na- 
tional weekly  magazine. 

Associated  Hospital  Service  of  New  York 
— New  York  City’s  Blue  Cross  Plan — won 
the  top  award  for  the  fourth  consecutive 
year.  A bronze  “Oscar  of  Industry”  was 
presented  to  Charles  Garside,  chairman  of 
the  board  and  president  of  the  New  York 
Plan,  at  the  annual  awards  banquet  in  New 
York  City’s  Hotel  Statler,  Oct.  24. 

Medical  Service  Association  of  Pennsyl- 
vania, one  of  the  nation’s  76  Blue  Shield 
Plans,  was  runner-up  in  the  health  insur- 
ance category.  Intermountain  Hospital 
Service,  The  Blue  Cross  Plan  of  Utah,  placed 
third. 

Some  5,000  annual  reports  were  submit- 
ted in  the  international  competition  this 
year  with  1,895  placing  for  final  screening. 
Final  entries  were  judged  in  100  industrial 
classifications. 

Dr.  Pierre  R.  Bretey,  editor  of  “The  Anal- 
ysts Journal”  was  chairman  of  the  jury 
judging  the  entries.  Dr.  Bretey  was  assist- 
ed by  Shelby  Cullom  Davis,  president  of  the 
National  Federation  of  Financial  Analyst 
Societies;  Kennard  Woodard,  president  of 
the  Massachusetts  Hospital  Life  Insurance 
Company;  and  John  Kanelous,  a prominent 
artist. 

Weston  Smith,  originator  and  director  of 
the  annual  report  surveys,  presented  the 
“Oscars  of  Industry”  at  the  awards  banquet. 
Some  1,400  business  and  financial  leaders 
from  the  United  States,  Canada,  and  Latin 
America  attended  the  annual  banquet. 
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in  rheumatoid  arthritis 
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• 4-5  times  as  potent  as  cortisone 

" : 

or  hydrocortisone,  mg.  for  mg. 
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Meticortelone  resembles  Meticorten  in  antirheumatic,  anti- 
inflammatory and  antiallergic  effectiveness.1 11  The  availability  of 
these  new  steroids,  first  discovered  and  introduced  by  Schering,  pro- 
vides the  physician  with  two  valuable  agents  of  approximately  equal 
effectiveness  in  cortical  hormone  therapy. 
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Bibliography:  (1)  Bunim,  J.  J.;  Pechet,  M.  M.,  and  Bollet,  A.  J.:  J.A.M.A.  757:311,  1955. 
(2)  Waine,  H.:  Bull.  Rheumat.  Dis.  5:81,  1955.  (3)  Tolksdorf,  S.,  and  Perlman,  P. : Fed. 
Proc.  74:377,  1955.  (4)  Herzog,  H.  L.,  and  others:  Science  727:176,  1955.  (5)  Bunim,  J.  J.; 
Black,  R.  L.;  Bollet,  A.  J.,  and  Pechet,  M.  M.:  Ann.  New  York  Acad.  Sc.  67:358,  1955. 

(6)  Henderson,  E.:  New  developments  in  steroid  therapy  of  rheumatic  diseases,  presented 
at  New  Jersey  State  Medical  Society  Meeting,  Atlantic  City,  New  Jersey,  April  17-20,  1955. 

(7)  Boland,  E.  W.:  California  Med.  82: 65,  1955;  abs.,  Curr.  M.  Digest  22:53,  1955.  (8)  King, 
J.  H.,  and  Weimer,  J.  R.:  A.M.A.  Arch.  Ophth.  54:46,  1955.  (9)  Criep,  L.  H.:  Prednisolone 
and  prednisone  in  the  treatment  of  allergic  diseases,  to  be  published.  (10)  Sternberg,  T.  H., 
and  Newcomer,  V.  D.:  Am.  Pract.  & Digest  Treat.  6:1102,  1955.  (11)  Gordon,  D.  M.:  Pred- 
nisone and  prednisolone  in  ocular  disease,  to  be  published. 
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METicoRTECQNfe,*  brand  of  prednistdofte;  Schering. 
Meticorten,*  brand  of  prednisone,  Schering. 
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‘ANTEPAR’ 


for  "This  Wormy  World" 

PINWORMS 

ROUNDWORMS 

*SYRUP  OF  'ANTEPAR'  Citrate  brand 

Piperazine  Citrate 

Bottles  of  4 fluid  ounces,  1 pint  and  1 gallon. 

^TABLETS  OF  'ANTEPAR'  Citrate  brand 

Piperazine  Citrate 

250  mg.  or  500  mg.,  Scored 
Bottles  of  100. 

Pads  of  directions  sheets  for  patients  avail- 
able on  request. 


BURROUGHS  WELLCOME  & CO.  (U.  S.  A.)  INC. 
Tuckahoe,  New  York 
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News  and  Views 

Hoover  Receives  Lahey  Medal — 

Former  President  Herbert  Hoover  re- 
ceived the  Frank  H.  Lahey  memorial  award 
“for  outstanding  leadership  in  medical  edu- 
cation.” The  award,  presented  on  October 
19,  is  given  jointly  by  the  A.M.A.,  the  As- 
sociation of  American  Medical  Colleges  and 
the  National  Fund  for  Medical  Education. 
Mr.  Hoover  was  given  the  award,  specifical- 
ly, for  his  long  and  active  work  with  the  Na- 
tional Fund  for  Medical  Education.  (From 
Secretary’s  Letter  No.  342). 

Air  Pollution  Foundation  Developing 
New  Smog  Instruments — 

Smog  has  become  worse  in  the  Los  An- 
geles basin  seemingly  as  a result  of  increased 
numbers  of  motor  vehicles,  industrial  plants 
and  incinerators,  states  a press  release  from 
the  Air  Pollution  Foundation.  This  founda- 
tion has  developed  nine  new  smog  instru- 
ments since  its  formation  eighteen  months 
ago.  Some  of  these  carefully  calibrated  in- 
struments make  and  record  important  data 
automatically  and  continuously.  A complete 
understanding  of  the  mechanism  of  produc- 
tion of  smog  and  the  physical  and  chemical 
conditions  and  substances  involved  in  the 
process  of  smog-formation  is  of  fundamental 
importance  in  any  attempt  to  control  this 
formidable  “problem  child  which  . . . irritate 
eyes  and  tempers,  damage  plants,  cut  visi- 
bility and  create  annoyance  in  general.” 

The  Private-Duty  Nurse — 

It  is  pointed  out  in  a recent  communica- 
tion from  the  Nebraska  State  Nurses’  Asso- 
ciation that  the  Private-Duty  Nurse,  though 
an  important  member  of  the  nursing  team, 
a good  nurse,  and  a sympathetic  person,  does 
not  enjoy  some  of  the  advantages  and  priv- 
ileges accorded  the  nurse  who  works  in  an 
institution.  These  women  are  independent 
contractors  who  are  totally  dependent  on 
their  daily  wage.  There  are  no  vacations  on 
pay,  holidays  off,  sick  leave,  educational  ex- 
cursions, increases  in  pay  for  length  of  serv- 
ice, and  other  similar  emoluments. 

There  are  approximately  290  Private-Duty 
Nurses  in  Nebraska.  At  the  annual  meeting 
of  the  P.D.  nurses’  section,  in  October  1955, 
the  Employment  Standards  of  this  group 
were  revised  to  increase  the  fee  schedule 
from  $1.50  to  $1.75  per  hour.  This  provides 
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from  $12  to  $14  for  an  eight-hour  day.  This 
schedule  will  become  operative  on  Jan.  1, 
1956. 

When  one  compares  this  wage  with  those 
of  other  trades  and  professions  he  finds  it 
quite  reasonable. 

Sixty-five  Medical  Schools  and  Seventeen 
Years — Polio  Vaccine — 

It  is  pointed  out  in  “Medical  Advance” 
that  the  development  of  the  Salk  vaccine  con- 
stitutes a triumph  for  medical  education. 
“Not  only  were  65  medical  schools  and  teach- 
ing hospitals  involved  in  the  17-year  pro- 
gram, but  the  nation’s  81  medical  schools 
were  the  major  source  of  research  scientists 
whose  hands  and  brains  did  the  work,”  it  is 
said. 

From  WHO  Newsletter  (Nov.-Dee.,  1955) — 

“The  annual  cost  of  rabies  is  very  high. 
In  the  United  States  alone  it  is  estimated 
that  cost  of  human  treatment,  based  on  an 
average  per  victim  of  $100,  is  over  $4,000,- 
000.  If  one  also  counts  the  cost  of  farm  ani- 
mals that  are  stricken,  the  total  figure  ex- 
ceeds $10,000,000.” 

Rehabilitation  Versus  Social  Security — 

The  U.S.  Chamber  of  Commerce  urges  em- 
phasis on  rehabilitation  and  “more  use  of 
physically  handicapped  persons  who  can 
qualify  for  jobs  after  proper  training.”  The 
Senate  Finance  Committee  has  before  it  a 
House-passed  bill  amending  the  social  secur- 
ity act  that  would,  among  other  things  pro- 
vide a system  of  cash  payments  after  age  50 
to  persons  certified  as  “totally  and  perma- 
nently disabled.”  Human  nature  being  what 
it  is,  these  two  points  of  view  seem  dia- 
metrically opposed.  The  bill  just  mentioned 
is  H.R.  7225.  You  will  be  alerted  to  help 
fight  its  passage. 

National  Medical  Museum  Is  Proposed — 

Senators  Lister  Hill  and  John  Kennedy  of 
the  Labor  and  Welfare  Committee  are  in- 
terested in  sponsoring  a bill  in  Congress  for 
a Museum  of  Medical  History.  The  idea 
arose  from  the  Hoover  Commission’s  recom- 
mendation that  a National  Library  of  Medi- 
cine be  established  as  a division  of  the  Smith- 
sonian Institution.  The  A.M.A.,  A.H.A., 
American  Public  Health  Association,  and 
other  interested  bodies  have  been  invited  to 
confer  on  this  matter. 

(Continue  on  page  14- A) 
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In  clinical  trials,  over  80$  of  cases  have 
been  cleared  of  the  infection  by  one  course 
of  treatment  with  ‘Antepar.’ 

Bumbalo,  T.  S.,  Gustina,  F.  J., 
and  Oleksiak,  R.  E. : 

J.  Pediat.  44:386,  1954. 

White,  R.  H.  R.,  and 
Standen,  O.  D. : 

Brit.  M.  J.  2:755,  1953. 

w,„„  ROUNDWORMS 

“Ninety  per  cent  of  the  children  passed  all 

of  their  ascarides ...” 

Brown,  H.  W. : 

J.  Pediat.  45:419,  1954. 

*SYRUP  OF  'ANTEPAR'  Citrate  brand 

Piperazine  Citrate 
Bottles  of  4 fluid  ounces,  1 pint  and  1 gallon. 

^TABLETS  OF  'ANTEPAR'  Citrate  brand 

Piperazine  Citrate 

250  mg.  or  500  mg.,  Scored 
Bottles  of  100. 

Pads  of  directions  sheets  for  patients  avail- 
able on  request. 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC. 
Tuckahoe,  New  York 
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® Pentobarbital  Sodium,  Abbott 

5 1213  1 


When  little  patients  balk  at  scary, 
disquieting  examinations  (before  you’ve 
begun)  . . . 

When  they’re  frightened  and  tense  (and 
growing  more  fearful  by  the  minute)  . . . 
When  they  need  prompt  sedation  (and 
the  oral  route  isn’t  feasible)  . . . try 


NEMBUTAL 

Sodium  Suppositories 


With  short-acting  Nembutal,  the  dosage 
required  is  small  and  the  margin  of  safety 
is  wide.  And — since  the  drug  is  quickly 
and  completely  destroyed  in  the  body — 
there  is  little  tendency  toward  morning-after 
hangover.  Keep  a supply  of  all  four  sizes 
of  Nembutal  suppositories  on  hand.  Be 
ready  for  the  frightened  ones 
before  their  fears  begin.  CL&^rott 


8-A 


You  can  enhance  the  value  of  your  own  Journal  by  patronizing  its  advertisers 


New  Knox  Food  Exchange  Chart 

Eliminates  Calorie  Counting 


To  help  your  obese  patients  reduce  and  stay  re- 
duced, Knox  introduced  this  year  a new  dieting 
plan  based  on  the  use  of  nutritionally  tested 
Food  Exchanges.1  The  very  heart  of  this  new 
dietary  is  a “choice-of-foods  diet  list"  chart 
which  presents  diets  of  1200,  1600  and  1800 
calories. 

Each  of  these  diets  may  be  easily  modified  to 
meet  special  needs.  However,  the  important 
points  for  your  patients  are  that  the  use  of  this 
chart  eliminates  calorie  counting,  permits  the 
patient  a wide  range  of  food  choices  and  dispels 
that  old  empty  feeling  by  allowing  between-meal 
snacks. 

These  advantages  should  make  your  manage- 
ment of  difficult  and  average  cases  easier.  If  you 


would  like  a supply  of  the  new  Knox  charts  for 
your  practice,  just  fill  in  the  coupon  below. 


1.  Developed  by  the  U.  S.  Public  Health  Service  assisted  by 
committees  of  The  American  Diabetes  Association,  Inc.  and  The 
American  Dietetic  Association. 


Chas.  B.  Knox  Gelatine  Co.,  Ino 
Professional  Service  Dept.  SJ-12 
Johnstown,  N.  Y. 

Please  send  me copies  of  the  new,  color-coded 

“ choice-of-foods  diet  list ” chart . 

YOUR  NAME  AND  ADDRESS: 


NEWS  AND  VIEWS 

Indigents  Receive  Inadequate  Medical  Care — 

The  Kentucky  State  Medical  Association 
and  the  A.M.A.  Council  on  Medical  Service 
made  a survey  of  medical  care  of  the  indi- 
gent patients  in  that  state.  Two  years  of 
research  revealed  that  county  and  city  gov- 
ernments do  not  provide  adequate  care  for 
this  class  of  people.  The  bulk  of  the  care  is 
furnished  by  physicians,  dentists,  pharma- 
cists and  hospitals,  free  of  charge.  In  Ken- 
tucky, the  hospitals  provide  more  than  $1,- 
300,000  in  free  care  annually.  In  the  thir- 
teen counties  selected  for  the  survey  the 
physicians  contribute  $300,000  annually  in 
free  care. 

On  the  basis  of  the  results  of  this  survey 
it  has  been  recommended  that  state  appro- 
priations be  made  for  1956,  for  an  indigent 
care  program,  amounting  to  one  and  one- 
half  millions  plus  certain  contributions  from 
the  counties.  It  appears  that  the  cost  of 
caring  for  Kentucky’s  indigents  may  be  met 
by  the  proper  people,  the  taxpayers  in  their 
own  state  and  community  — paid  with  100 
cent  dollars,  not  with  the  high  priced  dollars 
they  might  get  back  from  Washington. 


Rauwolfia  May  Produce  Water  Retention  and 
Cardiac  Failure — 

George  A.  Perera,  M.D.,  concluded  an  ar- 
ticle in  the  J. A.M.A.  (159  :439,  Oct.  1,  1955)  : 

“In  five  patients  with  hypertensive  vascu- 
lar disease,  fluid  retention  occurred  after  the 
administration  of  crude  or  pure  alkaloids  of 
Rauwolfia  serpentine.  In  two  of  these  pa- 
tients, the  fluid  retention  was  severe  enough 
to  cause  congestive  failure.” 

Donations  to  Medical  Education  Short  of  Goal — 

Thus  far  in  1955,  the  number  of  contribu- 
tors to  the  fund  for  medical  education  has 
increased  over  that  of  last  year.  On  the 
other  hand,  the  amount  of  contributions  has 
fallen  off  nearly  half  a million  dollars.  If 
the  doctors  do  not  support  their  - medical 
schools  the  government  will.  If  the  govern- 
ment supports  the  medical  schools,  the  gov- 
ernment will  eventually  control  them.  Do 
we  want  this  situation  to  develop  ? 

New  Professional  Society  on  Alcoholism — 

The  new  Professional  Association  on  Al- 
coholism was  organized  at  a recent  meeting 
of  the  Massachusetts  Medical  Society,  set 
(Continued  on  page  22- A) 
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EDITORIAL 

THE  DISTRIBUTION  OF  SPECIALISTS 

Board-certified  specialists  in  Nebraska 
are  concentrated  in  Lincoln  and  Omaha. 
This  fact  is  graphically  illustrated  in  an  ar- 
ticle by  Dunn  (“Distribution  of  Board  Spe- 
cialists in  Nebraska”)  that  appears  in  this 
issue  of  the  Journal.  Only  a few  of  this 
group  have  chosen  to  live  and  practice  in 
smaller  cities.  There  are,  of  course,  a few 
other  physicians  of  equal  ability,  though  not 
certified  by  a board,  who  are  practicing  spe- 
cialized medicine  in  various  communities  in 
our  state. 

The  massing  of  specialists  in  larger  cities 
has  followed  a familiar  pattern  in  the  past. 
This  pattern  has  probably  been  related  to  hos- 
pitals, medical  schools,  facilities  for  inter- 
specialist consultation  on  the  one  hand  and 
to  the  colleges,  theatres,  and  other  facilities 
for  “culture”  and  entertainment,  on  the 
other  hand.  Moreover,  much  of  the  work  of 
the  specialist  deals  with  patients  who  can  be 
referred  quickly  and  safely  to  the  large  cen- 
ters of  population  where,  in  the  past,  there 
were  more  and  superior  facilities  for  special- 
ized types  of  investigation  and  therapy. 

Where  there  are  numbers  of  individual 
physicians  engaged  in  a variety  of  special 
types  of  practice  there  has  been  stimulation 
afforded  by  professional  discussion,  formal 
and  informal  consultations,  and  hospital- 
staff  meetings.  The  competitive  aspect  of 
such  association  may  have  served  to  keep 
every  one  “on  his  toes.”  Where  there  are 
medical  schools,  teaching  has  been  a constant 
goad  toward  superior  quality  of  work  by  the 
individual.  There  probably  have  been  many 
other  reasons  underlying  the  choice  of  locale 
for  practice  by  specialists. 

Many  of  the  special  features  that  in  the 


past  have  influenced  specialists  in  choosing 
a place  to  practice  have  been  and  are  being 
altered  in  favor  of  the  smaller  cities.  For 
example,  in  the  past  seven  years,  good  hos- 
pital facilities  have  been  provided  in  dozens 
of  communities  well  scattered  over  our  state. 
Quick  access  to  larger  cities  is  constantly  be- 
ing facilitated  by  better  roads  and  more  au- 
tomobiles. Smaller  cities  have  become  better 
and  more  interesting  places  to  live. 

Communication  with  some  of  the  board- 
certified  specialists  in  smaller  cities  in  Ne- 
braska has  brought  to  light  a number  of  in- 
teresting opinions  on  this  subject,  the  sum 
of  which  certainly  favors  the  smaller  city  as 
a place  to  practice  specialized  medicine. 
There  is  concurrence  in  the  opinion  that  the 
monetary  reward  is  essentially  the  same  in 
the  small  as  in  the  large  city.  While  the 
specialist  in  the  small  city  can  rarely  become 
a “professor”  or  carry  on  intricate  research 
work,  he  has  fewer  calls  on  his  time  and  en- 
ergy to  attend  unrewarding  medical  meet- 
ings; while  he  lacks  the  opportunity  to  talk 
shop  with  a brother  specialist,  he  can  select 
with  discrimination  the  meetings  he  will  at- 
tend and  can  have  more  time  to  read  and 
study  and  thus  commune  with  his  brother 
specialists.  In  the  smaller  city  he  can  en- 
gage in  recreation  of  his  choice  with  smaller 
expenditure  of  time  and  money.  He  avoids 
the  feeling  of  being  “unnecessary”  and  of 
accomplishing  less  than  his  capabilities  war- 
rant, a feeling  that  sometimes  pervades  the 
mind  of  the  specialists  buried  in  the  anony- 
mity of  the  big  city. 

A quotation  from  a specialist  who  prac- 
tices in  one  of  our  smaller  cities  may  signify 
a trend  away  from  concentration  in  larger 
cities : “But  after  all,  the  most  gratifying 
thing  about  practicing  in  a small  city  is  the 
appreciation  of  your  patients.  I believe  the 
specialist  can  lead  a fuller  life  in  a small 
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community.”  It  has  been  said,  in  effect,  that 
there  is  no  better  reason  for  living,  than  to 
live. 

LEGISLATIVE  AND  MEDICOLEGAL 
LEGISLATION 

(Guest  Editorial) 

The  Committee  on  Legislation  of  the 
American  Medical  Association  sponsored  in 
Omaha  on  October  15,  1955,  a Regional  Leg- 
islative Conference.  On  the  following  day 
the  Law  Department  and  the  Committee  on 
Medicolegal  Problems  of  the  American  Medi- 
cal Association  conducted,  in  Omaha,  a Med- 
icolegal Symposium. 

Because  of  the  ability  of  the  participants 
and  the  able  chairmanship  of  a member  of 
our  Association,  Dr.  J.  D.  McCarthy,  the 
many  in  attendance  received  an  excellent 
program. 

It  became  apparent  that  the  physician, 
willing  or  not,  is  involved  in  legislative  ac- 
tivity which  has  the  potential  to  influence 
his  practice  and  the  type  and  even  the  qual- 
ity of  care  available  to  his  patients. 

Health  reinsurance  is  an  activity  proposed 
for  the  Federal  Government  through  legisla- 
tion now  before  Congress.  Also  proposed  is 
a program  to  guarantee  loans  for  the  con- 
struction or  repair  of  health  facilities.  Opin- 
ions expressed  questioned  the  need  for  these 
programs. 

A unique  problem  is  presented  with  re- 
gard to  the  legal  status  of  various  treaties 
entered  into  by  our  National  Government. 
Since  1920,  various  court  decisions  have  held 
that  treaty  provisions  or  executive  agree- 
ments with  other  governments  have  legal 
status  superior  to  our  own  constitutional  or 
legislative  law.  This  precedent  is  of  par- 
ticular interest  in  that  treaties  appear  to 
have  a legal  status  which  could  invalidate 
the  police  power  of  the  several  states  as  de- 
fined in  medical  practice  laws.  The  Bricker 
amendment  has  been  proposed  as  a remedy 
for  this  situation. 

The  status  of  legislation  concerning  medi- 
cal care  to  be  provided  by  the  government 
for  veterans  was  reviewed. 

Tax  deferred  retirement  plans  are  provid- 
ed in  pending  legislation  which  would  reduce 
inequities  in  the  accumulation  of  retirement 
funds  between  the  salaried  and  the  self-em- 
ployed, including  the  physician.  The  legis- 


lation is  opposed  by  the  treasury  because  of 
the  loss  of  tax  revenue  which  may  result; 
it  is  supported  by  both  the  American  Medical 
Association  and  the  American  Bar  Associa- 
tion. 

Currently  pending  before  the  Senate 
Armed  Service  Committee  and  previously 
passed  by  the  House  of  Representatives,  is 
a bill  to  commission  osteopaths  in  the  Armed 
Forces.  The  most  recent  doctor  draft  legis- 
lation was  reviewed  as  well  as  proposals  to 
make  military  service  for  physicians  more 
attractive. 

Federal  Aid  to  Medical  Education  con- 
tinues to  receive  attention.  Urgent  financial 
need  is  admitted  but  federal  control  is  feared. 
With  certain  reservations,  the  pending  legis- 
lation to  provide  single  grants  to  medical 
schools  for  needed  expansion  of  physical  fa- 
cilities is  endorsed. 

It  was  reported  that  Washington,  D.C.,  is 
a rapidly  growing  city  with  a theme  of  in- 
creasing rather  than  static  or  diminishing 
impact  of  government  on  the  citizen.  Legis- 
lation which  promises  to  promote  health  has 
a universal  appeal  to  legislators  and,  in  the 
opinion  of  the  latter,  to  voters.  This  is  par- 
ticularly evident  in  the  curent  moves  to  ex- 
tend the  benefits  of  so-called  Social  Security 
legislation. 

The  relations  of  the  medical  and  legal  pro- 
fessions were  defined.  The  tremendous 
legislative  activity  results  in  laws  which,  of 
necessity,  relate  physician  and  lawyer.  In- 
dustrialization, the  automobile,  the  need  for 
expert  testimony,  the  development  of  scien- 
tific medical  examination  in  the  apprehen- 
sion of  the  criminal  and  the  protection  of 
the  innocent,  are  responsibilities  of  growing 
importance  thrust  upon  the  physician  but 
also  related  to  the  legal  profession.  The 
meeting  of  these  two  professions  added  real 
significance  to  the  Medicolegal  Symposium. 

Several  speakers  indicated  the  need  for 
more  effective  presentation  of  medical  evi- 
dence before  legal  tribunals  and,  also,  the 
need  for  more  considerate  treatment  of  the 
physician  who  would  so  contribute  to  the 
dispensing  of  justice. 

Malpractice  actions  increase  in  number 
and  are  a disturbing  threat  to  the  profes- 
sion, particularly  as  the  res  ips  loquitor 
doctrine  has  been  found  applicable  by  some 
courts.  A knowledge  by  the  physician  of 
(Continued  on  page  420) 
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Acute  Cholecystitis:  The  Timing  of  Operation; 

The  Age  Factor;  Technical  Consideration* 


TODAY  it  is  generally  agreed 
that  surgery  has  a definite  place 
in  the  treatment  of  acute  chole- 
cystitis. There  are,  however,  divergent  opin- 
ions regarding  the  time  to  operate  and  what 
operation  to  select. 

Mustard  and  Custer1  state  that  approxi- 
mately 80  per  cent  of  the  acute  attacks  of 
cholecystitis  will  subside  spontaneously. 
Doubilet2  reports  that  most  attacks  of  acute 
cholecystitis  will  subside  under  vigorous 
conservative  management.  He  recommends 
cholecystostomy  for  those  whose  attacks  do 
not  subside;  cholecystectomy  to  be  done  in 
either  event  at  a later  date. 

On  the  other  hand,  Schmitz,  Schlosser 
and  Harkins3  in  studying  a series  of  cases 
at  King  County  Hospital,  Seattle,  found  an 
incidence  of  perforation  of  13.8  per  cent  in 
acute  gallbladder  disease.  DeCamp4  reported 
gangrene  in  24  per  cent,  and  empyema  in 
14  per  cent  of  468  consecutive  cases  seen  at 
the  Charity  Hospital  in  New  Orleans.  These 
complications  were  most  frequently  encount- 
ered when  conservative  treatment  was  at- 
tempted but  necessarily  abondoned  because 
of  the  progress  of  the  disease.  Both  Schmitz 
and  DeCamp  then  recommend  early  surgical 
intervention. 

These  few  references  not  only  indicate 
the  difference  of  opinion  that  may  exist  but 
also  suggest  reasons  for  early  operation. 
Present  day  mortality  figures,  ranging  from 
2 to  4 per  cent,  combined  with  excellent  mor- 
bidity figures,  we  believe,  justify  surgical 
interference  for  acute  cholecystitis  in  those 
cases  which  do  not  promptly  and  completely 
subside  under  conservative  management. 

To  us,  immediate  or  emergency  operation, 
implying  surgery  as  quickly  as  possible  after 
the  onset  of  the  acute  attack,  seems  rarely 
indicated. 

At  times,  when  dealing  with  an  acute  dis- 
ease in  the  upper  abdomen,  one  cannot  be 
sufficiently  sure  of  the  diagnosis  to  warrant 
much  delay.  A ruptured  peptic  ulcer,  a high 
retroperitoneal  acute  appendix,  an  acute 

*Read  at  the  87th  annual  session  of  Nebraska  State  Med. 
Assn.,  Omaha,  May  18,  1955. 

**From  the  Department  of  Surgery,  The  Mason  Clinic, 
Seattle,  Washington. 


CALEB  S.  STONE,  JR.,  M.D.,  FACS 
and  M.  C.  WILHELM,  M.D. 

Seattle,  Washington** 

pancreatitis,  or  strangulation  of  the  bowel 
may  be  confused  with  acute  cholecystitis. 
Prompt  operation  may  then  be  necessary  to 
protect  the  patient  and  to  establish  a diag- 
nosis. Even  in  these  cases  time  is  always 
available  for  some  study  which  should  in- 
clude a blood  amylase  determination,  the  ad- 
ministration of  necessary  fluids  and  electro- 
lytes, some  x-ray  examination,  and  an  order- 
ly, planned  surgical  procedure. 

In  general,  we  prefer  early  operation  in 
the  treatment  of  acute  cholecystitis,  and  this 
implies  operation  within  the  first  three  days 
of  the  onset  of  the  attack.  Not  only  have 
good  results  been  obtained  by  operation  dur- 
ing this  interval,  but  for  the  most  part 
cholecystectomy  has  been  possible  with  safe- 
ty. 

Acute  cholecystitis  is  almost  always  initi- 
ated by  the  obstruction  of  the  cystic  duct  by 
stone.  Cystic  duct  obstruction  is  followed  by 
distention  of  the  gallbladder,  then  chemical 
irritation,  and  finally  secondary  infection. 
This  natural  progress  of  the  disease,  in  gen- 
eral, permits  time  to  study  patients  for 
a brief  interval  after  onset,  to  judiciously 
select  and  prepare  those  patients  for 
whom  surgery  is  indicated,  and  to  accom- 
plish operation  within  the  interval  before 
secondary  infection  is  established.  Opera- 
tion is  best  done  at  a time  when  adequate 
assistance  and  all  the  facilities  of  the 
operating  pavilion  are  available.  In  most 
instances,  cholecystectomy,  a definitive 
operation,  should  be  easily  and  safely  ac- 
complished. 

Though  the  emphasis  on  surgery  within 
the  first  three  days  is  sound,  it  does  not 
seem  to  us  proper  to  set  up  an  arbitrary 
number  of  days  within  which  surgery  may 
be  done  safely  and  beyond  which  it  is  con- 
traindicated. 

We  have  been  impressed  with  the  number 
of  patients,  perhaps  10  per  cent,  who  ap- 
peared to  have  been  recovering  only  to  show 
signs  of  acute  exacerbation  and  are  then 
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seen  about  ten  days  or  more  after  the  onset 
of  the  attack.  In  this  group  of  patients  who 
come  to  our  attention  because  of  the  recur- 
rence of  symptoms  after  a brief  interval  of 
quiescence*  and  those  patients  seen  late  be- 
cause of  the  persistence  of  their  acute  attack, 
we  believe  surgery  classified  as  “late  opera- 
tion” is  indicated.  In  many  patients  in  this 
group  complications  already  will  have  de- 
veloped. Secondary  infection  may  well  be 
established  and  peritonitis  and  ileus  present. 
These  patients  merit  careful  preparation. 


patients  is  indicated  by  the  unmarked 
columns;  well  over  half  the  patients  being 
over  50  years  of  age.  It  is  significant  that 
46  per  cent  were  beyond  age  60. 

The  incidence  of  complications  is  shown 
in  the  cross-hatched  columns,  and  the  greater 
frequency  of  complications  in  the  older  age 
group  is  quite  obvious. 

The  four  deaths  in  this  series,  indicated 
by  the  solid  columns,  illustrate  the  signifi- 
cance of  complicating  disease  which  is  so 
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Chart  I.  Acute  Cholecystitis  between  January,  1946,  and  December  31,  1953. 

The  distribution  according  to  age  groups  and  the  complications  in  each  group  are  shown. 


Peritonitis  and  ileus  must  be  controlled, 
fluids  and  electrolytes  replaced,  and  vigorous 
antibiotic  therapy  instituted.  There  is  not 
much  to  be  gained  by  withholding  surgery 
in  this  group  after  preparation  has  been 
accomplished.  In  these  patients  cholecystec- 
tomy has  not  been  as  uniformly  possible, 
but  we  believe  operation  under  such  circum- 
stances is  definitely  indicated.  It  is  in  this 
group  of  cases  where  present-day  aids  in 
the  control  of  secondary  infection  have 
played  such  an  important  role  in  minimizing 
morbidity  and  mortality  in  late  surgery. 

THE  AGE  FACTOR  IN  ACUTE  CHOLECYSTITIS 

The  behavior  pattern  of  acute  cholecysti- 
tis with  regard  to  age,  in  a recent  study  of 
109  consecutive  cases  of  acute  cholecystitis 
operated  on  at  the  Mason  Clinic  during  the 
8-year  period  ending  December  31,  1953,  is 
illustrated  in  Chart  I.  The  age  spread  of 


often  present  in  older  patients  and  which 
must  be  considered  in  the  selection  of 
therapy. 

A man  of  65  years  of  age  was  admitted  to  the 
hospital  in  congestive  failure  and  died  of  a renal 
shutdown  five  days  after  the  removal  of  a complete- 
ly gangrenous  gallbladder. 

A woman  of  71  years  of  age  suffered  cardiac 
arrest  on  the  operating  table.  Resuscitation  per- 
mitted the  removal  of  a completely  gangrenous  gall- 
bladder, but  she  died  shortly  thereafter. 

A woman  of  76  years  of  age,  with  long-standing 
chronic  cardiovascular  disease,  died  of  a renal  shut- 
down ten  days  after  the  removal  of  an  acute  gall- 
bladder. 

A woman  of  83  years  of  age,  admitted  to  the 
hospital  in  cardiac  decompensation,  died  of  auricular 
fibrillation  and  ventricular  tachycardia  two  days 
after  the  removal  of  a perforated  gallbladder  asso- 
ciated with  a large  pericholecystic  abscess. 

Complications  were  encountered  in  this 
group  of  patients  in  51  pqr  cent  of  those 
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beyond  50  years  of  age,  and  in  only  19  per 
cent  of  those  below  50  years  of  age.  The 
rapidity  with  which  complications  have  de- 
veloped in  this  group  of  cases  is  illustrated 
in  Chart  II.  Fifty-one  per  cent  of  those  op- 
erated on  within  72  hours  of  the  onset  were 
found  to  have  complications. 

Failure  of  conservative  treatment  in  the 
management  of  acute  cholecystitis  is  empha- 
sized in  the  large  number  of  patients  re- 
quiring late  surgery  (ten  days  or  more  after 
the  onset,  almost  one  third  of  whom  had 
complications). 


the  calculus  gallbladder.  The  acute  gall- 
bladder almost  always  contains  stones  and 
should  merit  the  same  consideration.  The 
clincal  response  to  removal  of  a gallbladder, 
sometimes  the  site  of  secondary  infection, 
often  necrotic  in  part  or  in  toto,  should  sur- 
pass the  clincal  response  to  simple  drainage. 

Cholecystectomy  should  be  the  operation 
of  choice  in  dealing  with  acute  cholecystitis, 
and  it  qan  be  accomplished  safely  in  the 
majority  of  cases.  It  is  the  acute  gallblad- 
der, complicated  by  a rapidly  progressive 
inflammatory  reaction,  or  one  in  which  the 


ACUTE  CHOLECYSTITIS 


DAYS  AFTER  ONSET 


Chart  II.  The  incidence  of  complications  with  respect  to  duration  of  attack  at  the  time  of  operation. 
*5  cases  are  not  included  in  this  tabulation  as  the  duration  could  not  be  accurately  determined. 


The  tendency,  then,  for  acute  cholecystitis 
to  be  more  frequently  seen  in  the  older  age 
group,  the  increasing  frequency  of  compli- 
cations as  age  advances,  and  the  increased 
rapidity  with  which  these  complications  de- 
velop is  clearly  indicated  in  this  study.  These 
observations  argue  well  for  early  operation 
for  acute  cholecystitis,  and  particularly  in 
the  older  age  group  where  patients  are  more 
prone  to  have  complicating  disease  and  are 
thus  less  able  to  tolerate  the  complications 
of  acute  cholecystitis  should  they  develop. 
Mortality  in  this  group — four  deaths  in  109 
cases — is  within  reasonable  limits,  particu- 
larly if  the  urgent  need  for  operation  in  the 
four  fatal  cases  is  considered. 

TECHNICAL  CONSIDERATIONS 
It  is  well  established  that  cholecystectomy 
is  the  operation  of  choice  in  dealing  with 


process  has  long  been  present  and  is  asso- 
ciated with  edema  and  friability  of  tissues 
in  the  hepatoduodenal  ligament,  that  gives 
us  greatest  concern.  Cases  in  this  category 
include  those  best  treated  by  cholecystos- 
tomy.  This  operation  was  done  in  8 of  the 
109  cases  in  our  present  series.  The  indica- 
tions for  cholecystostomy  are  not  clear-cut. 
Certainly  it  should  be  done  in  those  instances 
where  the  risk  to  the  patient’s  life  is  in- 
creased by  attempting  cholecystectomy,  and 
it  also  should  be  done  when  cholecystectomy 
carries  too  great  a hazard  to  the  common  duct 
and  adjacent  vessels.  In  these  instances  the 
decision  will  hinge,  at  times,  largely  on  the 
experience,  the  judgment,  and  the  skill  of 
the  surgeon. 

Again,  cholecystostomy  seems  to  us  indi- 
cated in  those  instances  where  a cholecystec- 
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tomy  would  not  be  a definitive  operation  and 
a secondary  procedure  would  be  necessary. 
For  example,  if  stones  are  present  in  the 
common  duct  and  the  inflammatory  process 
precludes  safe  exploration,  cholecystostomy 
may  be  preferable  as  a preliminary  pro- 
cedure— the  gallbladder  to  be  removed  and 
a common  duct  exploration  done  at  a more 
opportune  time. 

Again,  when  a concomitant  pancreatic 
lesion  exists,  and  the  need  for  subsequent 
surgery  is  obvious,  the  undisturbed  gall- 


kinked  or  distorted,  thus  leading  to  injury. 
The  failure  to  recognize  this  condition  has 
not  infrequently  led  to  amputation  of  the 
gallbladder  above  Hartman’s  pouch,  shown 
in  Figure  2.  This  technical  error  may  lead 
to  post-cholecystectomy  symptoms  and  be  dis- 
covered later  at  secondary  operation  when 
it  is  classified  as  a re-formed  gallbladder  or 
a cystic  duct  stump.  With  the  advent  of 
Cholegraffin,  this  technical  error  may  be 
documented  preoperatively  on  x-ray  examin- 
ation. 


Figure  1.  Ampulla  adherent  to  the  underlying  common  and  hepatic  ducts. 
Failure  to  recognize  this  can  lead  to  serious  damage  to  these  structures. 


bladder  may  prove  helpful  at  the  time  of 
secondary  operation.  It  goes  without  saying 
that,  for  cholecystostomy  to  be  effective, 
the  key  stone  obstructing  the  cystic  duct 
must  be  recovered. 

However,  cholecystectomy  can  be  accom- 
plished in  many  of  these  complicated  cases 
with  safety.  A variety  of  procedures  de- 
signed to  aid  in  the  safe  exposure  of  ducts 
and  vessels  have  been  recommended.  Re- 
moval of  the  gallbladder  from  the  fundus 
downwards,  identifying  ail  structures  before 
they  are  clamped  and  cut,  is  often  helpful. 

A hazard  not  infrequently  encountered  in 
our  present  series  has  been  the  fixation  of 
Hartman’s  pouch  to  the  common  duct,  ob- 
scuring the  common  duct  itself  and  also  the 
underlying  cystic  duct.  Figure  1 shows  the 
artist’s  conception  of  such  a situation,  and, 
if  existent,  this  portion  of  the  gallbladder 
must  be  carefully  dissected  from  the  neigh- 
boring structures  before  traction  is  put  upon 
the  gallbladder  lest  the  common  duct  be 


Elevation  of  the  cystic  duct  and  the  en- 
veloping tissues  on  a finger  may  be  helpful 
in  exposure.  If  done  in  the  presence  of  acute 
inflammation,  great  care  must  be  exercised 
lest,  through  undue  traction,  a friable  cystic 
artery  and  duct  may  be  torn  from  their 
source. 

By  the  same  token,  exposure  of  the  distal 
limit  of  the  cystic  duct  and  traction  applied 
at  that  point  by  a tape  or  suture  passed 
beneath  the  duct  may  also  predispose  to 
tearing  of  the  cystic  duct  or  artery. 

In  approaching  the  complicated  gallblad- 
der now  under  discussion,  we  prefer  to  split 
the  free  edge  of  the  gallbladder,  as  shown 
in  Figue  3.  Allis  clamps  serve  as  retractors, 
as  well  as  hemostatic  clamps,  and  the  content 
of  the  gallbladder  is  removed,  catching 
stones  in  a large  scoop.  If  this  incision  in 
the  gallbladder  is  carried  down  the  full 
length  of  the  free  border,  the  obstructing 
stone,  which  is  almost  always  present  in  the 
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cystic  duct,  may  be  recovered  under  direct 
vision. 

This  key  stone  must  be  removed  and  it 
can  be  done  much  more  safely  in  this  man- 
ner and  without  traction  on  the  gallbladder. 
Injury  to  the  gallbladder  wall  or  to  the  cystic 


Figure  2.  Ligation  of  gallbladder  above  the  ampulla  can 
easily  result  from  an  unrecognized  adherent  ampulla  as  shown 
in  Figure  1. 

Such  a remnant  may  lead  to  postcholecystectomy  symptoms. 

duct  by  instruments  passed  through  an  in- 
cision in  the  fundus  of  the  gallbladder  for 
the  purpose  of  extracting  this  key  stone  is 
thereby  avoided.  Additional  advantages  in 
this  procedure  are  that  having  removed  the 


Figure  3.  Drawing  illustrates  exposure  achieved  by  splitting 
the  free  wall  of  the  gallbladder  and  evacuating  its  contents 
into  large  scoop.  Identification  and  evacuation  of  the  cystic 
duct  is  readily  possible  under  direct  vision. 


stone,  a probe  or  sound  may  be  passed 
through  the  cystic  duct  into  the  common, 
thus  aiding  in  the  definite  identification  of 
cystic  duct  and  its  ligation  at  an  appropriate 
level,  without  risk  of  injury  to  the  common 
duct.  Having  secured  the  cystic  duct,  the 
gallbladder  can  be  disposed  of  in  whatever 
way  best  suits  the  condition  present.  It  can 
be  removed  in  toto,  or  if  cleavage  planes 
have  been  destroyed  and  injury  to  the  liver 
with  associated  bleeding  and  drainage  of 
bile  is  anticipated  by  stripping  the  gallblad- 
der from  its  bed,  then  the  attached  portion 
of  the  gallbladder  may  be  left  in  situ  and  the 
free  portion  trimmed  away,  as  illustrated  in 
Figure  4.  If  this  is  done,  it  is  only  necessary 
to  remove  the  mucous  membrane,  if  any  be 


Figure  4.  Drawing  illustrates  the  technique  of  leaving  the 
hepatic  portion  of  the  gallbladder  “in  situ”  and  excising  the 
free  edge  only.  Destruction  of  any  remaining  mucous  membrane 
should  be  carried  out  by  excision  or  destruction  with  high 
frequency  current.  Cauterization  of  the  bed  may  be  harmful 
to  the  underlying  liver. 

present,  that  may  be  attached  to  the  remain- 
ing portion  of  the  gallbladder  wall.  This  can 
be  done  easily  with  the  dissecting  scissors 
or,  at  times,  better  by  using  a loop  and  high- 
frequency  current.  It  is  not  necessary  to 
coagulate  this  remnant  of  the  gallbladder 
wall,  a procedure  which  I consider  hazardous 
in  itself  . This  approach  to  the  acute  gall- 
bladder has  permitted  the  safe  removal  of 
the  complicated  gallbladder  without  traction 
upon  duct  or  vessel  and  without  injury  to 
the  common  duct  in  many  instances  where 
we  would  otherwise  have  resorted  to  chole- 
cystostomy. 
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Free  hemorrhage  may  occur  as  the  result 
of  inadvertently  tearing  a friable  cystic 
artery  from  its  source.  Efforts  to  clamp 
such  a bleeder  blindly  invite  injury  to  the 
common  duct  and  hepatic  vessels.  Pressure 
applied  proximal  to  the  bleeding  point  per- 
mits control  of  bleeding  under  direct  vision. 
If  the  foramen  of  Winslow  be  closed  and 
the  hepatoduodenal  ligament  indurated  and 
edematous,  control  of  bleeding  by  pressure 
on  the  hepatic  artery  may  be  difficult. 
Direct  pressure  over  the  bleeding  point  and 
the  judicious  use  of  suction  should  permit 
organized  control  of  bleeding  in  the  manner 
best  suited  to  the  condition  present — namely, 
the  ligation  of  the  stump  of  the  cystic  artery, 
if  one  be  present,  or  stuture  of  a defect  in 
the  right  hepatic  artery,  or  by  the  use  of 
a clamp  to  be  left  in  place  and  removed 
later,  thus  closing  the  defect  but  not  the 
artery. 

Under  similar  tissue  conditions,  the  cystic 
duct  may  be  torn  from  the  common  duct. 
It  is  wise,  I believe,  to  simply  institute 
drainage  by  introducing  a suitable  tube  or 
catheter  through  the  defect  in  the  common 
duct,  rather  than  to  attempt  suture  of  the 
friable  duct  wall. 

Good  anesthesia  is  of  major  technical  im- 
portance. The  choice  of  agent  in  cases  of 
this  type  will  vary  widely.  We  have  found 
the  use  of  bilateral  paravertebral  block,  T-6 
through  T-12,  and  bilateral  deep  splanchnic 
block  to  be  thoroughly  satisfactory.  It  gives 
good  relaxation,  permits  adequate  exposure 
and  exploration,  and  may  be  combined  with 
Pentothal  and  oxygen  or  gas  to  allay  rest- 
lessness or  apprehension.  We  believe  that 
patients  undergoing  cholecystectomy  under 
this  anesthetic  agent  have  enjoyed  a smooth- 
er postoperative  course  and  a lower  inci- 
dence of  postoperative  pulmonary  complica- 
tions, and  we  now  use  this  agent  almost 
routinely  in  all  biliary  tract  surgery. 

The  anesthetic  of  choice,  however,  is  the 
one  that  can  be  best  used  by  the  anesthesi- 
ologist and  surgeon  in  question.  Good  relax- 
ation and  good  exposure  are  paramount  if 
gallbladder  surgery  is  to  be  accomplished 
without  injury  to  the  common  duct.  It  is 
to  be  remembered  that  perhaps  at  least  20 
per  cent  of  the  injuries  to  the  common  duct 
occur  during  operations  for  acute  cholecysti- 
tis. The  avoidance  of  the  deplorable  accident 
of  common  duct  injury  or  ligation  hinges 
largely  upon  exposure.  While  it  is  particu- 


larly desirable  to  accomplish  a definitive 
operation  in  the  treatment  of  acute  chole- 
cystitis, especially  in  older  patients,  it  is 
equally  important  to  avoid  common  duct 
injury  and  to  elect  cholecystostomy  as  the 
procedure  of  choice  if  relaxation  of  the 
patient  and  good  exposure  of  the  anatomy 
is  lacking. 
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LEGISLATIVE  AND  MEDICOLEGAL 
LEGISLATION 

(Continued  from  page  414) 

his  legal  responsibilities,  as  well  as  good  rec- 
ords, adequate  consultation,  tact,  and  dis- 
cretion are  essential  for  the  control  of  this 
threat.  The  standard  of  care  expected  of 
the  physician  has  become  more  and  more  a 
universal  norm  rather  than  that  commonly 
employed  in  the  locality  of  the  individual 
physician. 

Such  a two-day  session  emphasizes  the  in- 
creasing responsibility  of  the  physician. 
There  is  no  lessening  of  the  physician’s  need 
for  scientific  skill,  there  is  only  an  increase 
of  his  duties  into  rather  unfamiliar  fields  as 
a result  of  an  increasingly  complex  society. 
To  avoid  these  responsibilities  is  to  leave 
them  to  non-medical  groups  with  the  possi- 
bility of  well-intentioned  but  unsound 
changes  in  our  standards  of  patient  care. 

To  lead  in  the  development  of  logical  and 
equitable  solutions  to  the  variety  of  prob- 
lems thrust  upon  us  is  indeed  a task  but  it 
is  also  an  opportunity. 

RICHARD  L.  EGAN. 

HOSPITALIZATION  OF  MEN  AT  AGES  60 
AND  OVER 

About  one  man  in  every  seven  at  ages  60  and 
over  is  hospitalized  in  the  course  of  a year,  accord- 
ing to  the  experience  of  Metropolitan  Life  Insur- 
ance Company  personnel  protected  under  the  Com- 
pany’s Group  insurance  program.*  Included  in  this 
study  of  office  and  field  personnel  were  not  only 
those  actively  at  work  but  also  the  permanently  dis- 
abled and  the  retired.  The  experience  covered  cases 
admitted  to  a hospital  during  the  year  August  1, 
1953,  to  July  31,  1954,  and  traced  to  October  1,  1954. 

*Personnel  in  Pacific  Coast  States  and  in  Canada  were  not 
included  in  this  study. 
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Modern 

Operative  Cholangiography* 


Doctor  Hutchinson  recalls  the  ease  with  which 
one  or  more  calculi  may  be  left  in  the  biliary 
ducts  even  after  exploration  of  these  ducts  by  the 
usual  methods.  He  points  out  some  reasons  why 
operative  cholangiography  has,  in  the  past,  fur- 
nished an  unreliable  check  on  the  presence  or  ab- 
sence of  residual  duct-stones.  He  then  describes 
a method  that  has  given  consistently  reliable  re- 
sults— a method  devised  by  the  author  in  cooper- 
ation with  a radiologist  and  an  anesthesiologist. 

EDITOR 

NARRATOR : X-ray  visualization 
of  the  biliary  system  during 
operations  on  the  gallbladder  is 
known  as  operative  cholangiography.  This 
procedure  can  be  of  immeasurable  help  to  the 
surgeon  in  preventing  the  surgical  mistake 
of  leaving  bile  duct  stones  undiscovered  at 
operation. 

In  order  to  be  of  use,  operative  cholangio- 
graphy must  produce  clear,  concise,  unequiv- 
ocal x-ray  films  under  all  conditions  regard- 
less of  the  size  of  the  patient.  The  procedure 
has  met  with  varied  success  in  the  past  be- 
cause of  inadequate  x-ray  equipment,  and 
because  of  methods  and  techniques  not  care- 
fully designed  to  eliminate  all  sources  of 
error.  This  inadequacy  often  resulted  in 
poor  films  which  misled  the  surgeon  and 
caused  surgical  mistakes.  It  became  impera- 
tive that  the  procedure  either  be  vastly  im- 
proved or  abandoned.  This  is  the  story  of 
a different  and  superior  technique  of  opera- 
tive cholangiography. 

Stones  can  occur  anywhere  in  the  biliary 
system.  A stone  high  in  the  biliary  radicals 
of  the  liver  may  lie  unnoticed  at  the  time 
of  surgery  only  to  give  later  trouble  by 
dropping  down  into  the  common  duct. 

Stones  can  be  left  in  the  common  duct 
because  of  failure  to  explore  it;  failure  to 
find  stones  even  with  careful  exploration; 
or  if  the  duct  is  explored  and  some  stones 
removed,  others  being  inadvertently  left 
behind. 

Stones  may  lodge  in  the  distal  pancreatic 
portion  of  the  common  duct  where  the  sur- 
geon cannot  palpate  them  because  of  the 
duct’s  position  within  the  pancreas  and  be- 
hind the  duodenum.  The  inaccessibility  of 

*Read  as  a narration  accompanying  a motion  picture  film, 
before  the  Nebraska  State  Medical  Association,  May  18,  1955. 
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Consultant  in  Surgery, 

University  of  Washington  School  of  Medicine 
Seattle,  Washington 

this  portion  of  the  common  duct  presents  a 
great  problem  in  biliary  surgery. 

Without  cholangiography,  if  common  duct 
exploration  is  indicated,  the  surgeon  must 
rely  on  the  probe  or  upon  irrigations  to 
determine  what  this  inaccessible  portion  of 
the  lumen  contains.  When  a probe  or  scoop 
is  passed  into  or  through  the  pancreatic  and 
ampullary  portions  of  the  common  duct, 
spasm  occurs  in  the  duct.  This  spasm 
makes  it  impossible  to  be  certain  of  the 
presence  or  absence  of  stones. 

Congenital  variations  such  as  atresias, 
sacculations,  diverticula,  congenitally  small 
distal  ducts,  or  sharp  angulations  may  occur. 
Without  foreknowledge,  a probe  could  con- 
ceivably be  passed  through  the  side  of  such 
a duct.  Usually  this  is  not  associated  with 
complications,  but  fatalities  have  resulted 
from  such  accidents. 

To  be  certain  that  an  obstruction  of  the 
distal  duct  is  not  due  to  a stone,  the  surgeon 
may  be  forced  to  do  a retrograde  exploration 
using  a transduodenal  approach  to  the 
sphincter  of  Oddi.  This  approach  is  asso- 
ciated with  potential  hazards  to  the  patient: 
Infection  followed  by  peritonitis ; formation 
of  fistulae  from  bile,  pancreatic,  or  intestinal 
juices;  trauma  with  subsequent  stricture  of 
the  ampullary  region.  Any  of  these  may  be 
the  direct  result  of  the  transduodenal  ap- 
proach. 

With  conclusive  cholangiograms  unneces- 
sary exploration  of  the  common  duct  with 
its  many  potential  hazards,  can  be  avoided. 
However,  cholangiography  does  not  take  the 
place  of  careful,  thoughtful  surgery.  If  ex- 
ploration is  desirable,  operative  cholangio- 
graphy makes  it  possible  for  the  surgeon  to 
proceed  with  full  knowledge  of  the  type  of 
duct  he  is  working  with.  Operative  cholan- 
giography can  be  a tremendous  aid  to  the 
surgeon. 

Working  together  as  a team  and  paying 
particular  attention  to  equipment  and  de- 
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tails,  Dr.  William  B.  Hutchinson,  surgeon; 
Dr.  Thomas  Blake,  radiologist ; and  Dr. 
Joseph  Mattes,  anaesthesiologist,  have  de- 
vised a modern,  usable  technique  of  opera- 
tive cholangiography  that  has  provided 
proven  consistent  good  results. 

The  x-ray  equipment  is  convenient  and 
powerful.  A 300  milliampere  generator 
assures  adequate  penetration  even  in  the 
most  obese  patients.  This  cannot  be  attained 
with  a 25  milliampere  portable  machine  any 
more  than  a good  chest  film  can  be  obtained 
with  the  portable  unit. 

Maneuverability  and  ease  of  operation  is 
made  possible  by  mounting  a rotating  anode 
tube  in  a mobile  stand  and  connecting  it 
with  shock-proof  cables. 

A Bucky  apparatus  is  held  securely  in 
place  by  pins  at  each  corner  which  fit  snugly 
into  holes  bored  into  the  operating  table. 

The  entire  assembly  is  protected  by  a 
thick,  specially  tailored  mattress. 

After  the  equipment  has  been  checked  and 
all  is  in  readiness  the  patient  is  brought  to 
surgery  and  given  a spinal  anaesthetic  with 
an  overlay  of  Pentothal  Sodium.  The  anaes- 
thetic extends  to  the  fourth  thoracic  verte- 
bra. 

In  placing  the  patient  in  position  for 
operation,  care  is  taken  to  adjust  the  posi- 
tion so  that  when  cholangiograms  are  taken 
the  shadow  of  the  common  duct  will  not  be 
obscured  by  the  patient’s  vertebral  column 
as  seen  on  the  x-ray  film.  An  air  inflated 
rubber  bag  is  used  to  raise  the  rib  cage  and 
help  maintain  this  position.  To  make  certain 
that  the  patient’s  position  is  correct,  a scout 
film  is  taken. 

While  the  scout  film  is  being  developed 
the  patient’s  abdomen  is  surgically  prepared. 
Mastogeau  and  wax  silk  are  used  instead  of 
skin  towels  thus  eliminating  skin  clips  whose 
shadows  on  an  x-ray  film  might  obscure  a 
stone. 

If  the  scout  film  shows  the  patient’s  posi- 
tion to  be  correct  the  abdomen  is  opened 
through  the  usual  approach.  All  bleeders 
are  clamped,  immediately  ligated  and  the 
clamps  removed  from  the  field. 

The  gallbladder  is  exposed  and  dissected 
free  from  above  downward.  In  removing  the 
gallbladder  the  cystic  duct  is  left  long  until 
after  the  cholangiograms  have  been  taken. 

The  size  of  the  common  duct  is  determined 


by  comparison  with  Bakes  dilators.  Any 
diameter  greater  than  eight  millimeters  is 
considered  dilated  and  indicates  partial  ob- 
struction of  the  duct.  The  cause  of  the  ob- 
struction often  can  be  determined  by  the  use 
of  carefully  made  cholangiograms. 

Fifty  cc.  of  a 17.5  per  cent  solution  of 
Diodrast  in  saline  is  placed  in  a Luer-Lok 
syringe  to  which  has  been  connected  a 
length  of  small-bore  rubber  tubing.  Metal 
contact  connections  must  fit  snugly.  It  is 
essential  that  no  air  be  injected  into  the 
system  because  air  bubbles  can  be  confused 
with  stones  when  interpreting  the  x-ray 
film.  Since,  normally,  there  is  no  air  in  the 
biliary  system,  if  the  surgeon  injects  none 
this  will  never  be  a problem  on  the  initial 
cholangiograms. 

Because  of  variation  in  size  and  course  of 
the  cystic  duct,  a variety  of  injection  needles 
must  be  available.  A number  18  blunt-nosed 
needle  with  an  angle  at  its  tip  is  selected 
and  attached  to  the  other  end  of  the  small- 
bore tubing.  The  syringe  and  tubing  are 
checked  with  care  to  make  sure  that  there 
is  no  air  in  the  system.  The  specially  de- 
signed needle  is  inserted  through  the  open 
end  of  the  cystic  duct.  The  needle  is  directed 
upwards  toward  the  liver  rather  than  to- 
wards the  duodenum.  This  tends  to  dilate 
and  better  visualize  the  biliary  system  when 
the  dye  is  injected.  A tie  is  placed  about  the 
cystic  duct  to  prevent  reflux  leakage. 

Aspiration  at  this  point  brings  bile  back 
into  the  syringe  proving  that  the  tip  of  the 
needle  is  in  its  proper  place. 

Twenty  to  30  cc.  of  dye  is  injected  rather 
rapidly  taking  care  to  keep  a closed  system. 
If  the  duct  is  considerably  dilated,  as  much 
as  40  cc.  may  be  required. 

At  this  point  in  the  procedure  the  first 
cholangiogram  is  taken  while  the  anesthetist 
momentarily  stops  respiration  to  prevent 
motion  and  consequent  blurring  of  the  film. 
A short  exposure  time  of  three  tenths  of  a 
second  is  possible  with  the  300  milliampere 
machine.  Focal  film  distance  is  kept  con- 
stant at  36  inches.  Kilovoltage  is  varied  ac- 
cording to  the  size  of  the  patient.  Sixty-two 
K.V.  is  used  for  patients  of  average  size. 

A second  film  is  taken  after  a minute  or 
two  has  elapsed.  This  allows  dye  to  flow 
into  the  duodenum  as  well  as  back  into  the 
syringe,  releasing  the  pressure  in  the  biliary 
system. 
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While  the  films  are  being  developed  the 
operation  continues  and  the  cystic  duct  is 
amputated  flush  with  the  common  duct. 

Within  five  minutes  the  films  are  ready 
and  are  brought  to  surgery  where  they  are 
read  by  the  operating  surgeon  and  the  radi- 
ologist. 

When  stones  are  revealed  the  common 
duct  must  be  explored  and  the  stones  re- 
moved. Every  duct  that  is  to  be  explored 
should  first  have  a cholangiographic  study 
with  the  system  tightly  closed.  This  gives 
information  about  the  smaller  radicals  that 
might  not  be  possible  to  get  with  less  pres- 
sure. It  is  equally  important  to  take  a film 
after  the  pressure  is  released  and  the  ducts 
less  dilated.  Stones  often  are  more  apparent 
on  one  film  than  on  the  other. 

After  the  stones  are  removed,  the  duct 
is  checked  by  cholangiography  for  residual 
stones.  It  is  easy  to  remove  several  stones 
form  a dilated  duct  then  to  overlook  even  a 
large  stone.  Operative  cholangiography  can 
prevent  this  oversight. 

In  this  instance,  the  injection  needle  is 
inserted  through  the  exploratory  incision  in 
the  common  duct.  A rubber-shod  bulldog 
arterial  clamp  is  applied  over  the  needle  on 
the  duodenal  side  of  the  incision.  The  table 
is  lowered  to  an  exaggerated  Trendelenberg 
position. 

Dye  is  gently  floated  in  at  first,  trapping 
in  the  ampullary  region  any  air  that  is  pres- 
ent in  the  duct.  The  remainder  of  the  dye 
is  injected  rapidly,  the  table  leveled,  and  a 
film  taken. 

A second  x-ray  film  is  taken  one  to  two 
minutes  later  after  a portion  of  the  dye  has 
escaped  into  the  duodenum.  Depending  on 
the  size  of  the  duct,  10  to  25  cc.  of  dye  is 
injected. 

Once  exploration  of  the  duct  has  been 
done  and  trauma  about  the  sphincter  of 
Oddi  produced  by  a probe  or  scoop,  a pres- 
sure of  400  to  500  millimeters  of  water  may 
be  necessary  to  overcome  sphincter  spasm. 
Applying  the  rubber-shod  bulldog  arterial 
clamp  makes  it  possible  to  overcome  this 
spasm  and  to  visualize  the  distal-most  por- 
tion of  the  duct. 

To  visualize  retained  stones  on  the  hepatic 
side  of  the  exploratory  incision  in  the  com- 
mon duct,  cholangiograms  are  made  with 
the  “T”  tube  in  place,  using  precisely  the 


same  technique.  The  “T”  tube  is  carefully 
filled  with  dye,  holding  it  high  to  drive  out 
air.  The  syringe  is  locked  to  prevent  the 
escape  of  fluid  while  the  “T”  tube  is  being 
inserted  into  the  common  duct.  The  common 
duct  is  sewed  tightly  shut  about  the  tube. 
After  a few  minutes  the  duct  has  filled  with 
bile  and  the  dye  can  be  injected.  The  table 
is  then  lowered  and  the  dye  allowed  to  grav- 
itate in  4hus  forcing  any  remaining  air  to- 
ward the  sphincter.  The  rest  of  the  dye  is 
injected  rapidly. 

At  times  no  dye  will  enter  the  duodenum, 
but  the  remainder  of  the  system  will  be 
visualized  well.  Since  the  distal  duct  and 
ampullary  visualization  was  previously  ac- 
complished, it  is  not  now  necessary. 

When  the  final  set  of  cholangiograms  has 
been  read,  the  surgeon  can  be  assured  that 
there  are  no  residual  stones  either  in  the 
common  duct  or  in  the  biliary  radicals  of 
the  liver. 

A rubber  drain  is  now  placed  in  the  region 
of  the  foramen  of  Winslow.  This  drain  and 
the  “T”  tube  are  brought  out  through  a 
subcostal  stab  wound.  The  abdomen  is 
closed  in  the  manner  desired  by  the  operator. 

Modern  operative  cholangiography  makes 
it  possible  for  the  surgeon  to  decide  which 
common  duct  should,  and  which  common 
duct  need  not  be  explored.  When  confronted 
with  a common  duct  that  would  be  explored 
under  ordinary  circumstances,  the  surgeon 
will  find  that  cholangiography  answers  his 
problem.  It  is  no  longer  necessary  to  explore 
two  or  three  ducts  with  negative  findings  in 
an  effort  to  pick  out  and  not  overlook  the 
one  duct  that  contains  stones. 

Modem  operative  cholangiography  pre- 
vents overlooking  residual  bile  duct  stones. 

Modern  operative  cholangiography  is  pos- 
sible with  the  cooperation  of  the  surgeon, 
the  anaesthetist,  and  the  radiologist,  using 
adequate  and  proper  equipment  and  employ- 
ing faultless  technique. 


Tuberculosis  in  the  population  of  any  area  in  the 
world  cannot  be  brought  under  complete  and  last- 
ing control  as  long  as  there  exist  other  communities 
where  the  disease  is  rampant  and  where  death  rates 
are  high.  When  we  have  accomplished  the  appar- 
ently complete  control  of  tuberculosis  in  our  own 
area  we  must  concern  ourselves  with  the  removal 
of  the  necrotic  areas  which  block  the  complete  erad- 
ication of  the  disease  in  the  total  population.  John 
H.  Skavlem,  M.D.,  NTA  Bulletin,  June,  1954. 
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E HAVE  come  a long  way  in 
the  past  four  or  five  decades. 
Fifty  years  ago  it  was  a reason- 
able possibility  for  a physician  to  have  a 
working  knowledge  of  all  of  the  important 
aspects  of  medical  care.  He  was  the  general 
practitioner,  a man  of  much  nostalgic  rem- 
iniscing. He  is  of  no  less  importance  today 
but  he  is  faced  with  the  impossible  task  of 
knowing  all  the  detail  of  modern  medical 
know-how.  Out  of  this  dilemma  have  come 
the  specialists  and  the  team  work  concept 
of  medical  care.  For  effective  results  today, 
the  general  practitioner  must  have  at  his 
side  some  nineteen  types  of  American  Board 
Specialists,  plus  some  subspecialists,  nurses, 
technicians,  together  with  equipment  facili- 
ties such  as  medical  clinics,  hospitals,  and 
medical  centers.  This  vast  change  in  medi- 


F.  LOWELL  DUNN,  M.D. 

Director  of  the  Cardiovascular  Service,  and 
Chairman  of  the  Building  Committee, 
University  of  Nebraska  College 
of  Medicine 
Omaha,  Nebraska 

cine  has  resulted  from  much  planning,  ex- 
perience, and  study,  and  the  reports  and  dis- 
cussions would  fill  a large  library. 

Important  is  the  distribution  of  person- 
nel and  facilities.  The  Nebraska  State  Plan 
for  the  Construction  of  General  Hospitals, 
Diagnostic  or  Treatment  Centers,  Rehabilita- 
tion Facilities,  Chronic  Disease  Hospitals, 
and  Nursing  Homes,  as  constituted  by  the 
Hospital  Advisory  Council,  is  an  analysis  of 
available  facilities,  and  recommendations  as 
to  needs.  By  regulation,  their  analysis  is 
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559 

Stuart 

22.9 

900 

1,520 

560 

Ainsworth 

10.2 

1090 

2,040 

561 

Valentine 

14.1 

1070 

2,820 

562 

Chadron 

_ 19.2 

1140 

1,010 

563 

Scottsbluff 

57.5 

1220 

1,080 

1 

1 

1 

564 

Alliance 

19.1 

1280 

1,190 

1 

565 

Norfolk 

64.0 

1040 

1,120 

1 

566 

Wayne 

13.6 

1390 

1,510 

567 

Omaha 

548.2 

1390 

860 

35 

29 

17 

18 

11 

15 

16 

16 

16 

568 
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42.4 
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1 

2 
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49.0 

1000 

1,140 

1 

2 

2 
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1 
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18 

14 

5 

7 

9 

6 

7 

2 

5 
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Nebraska  City 
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1 
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21.3 
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1180 
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Compiled  from  Bulletin  94,  Distribution  of  Physicians  by  Medical  Service  Areas,  Bureau  of  Medical  Economic  Research, 
Frank  G.  Dickinson,  Director.  1954  ; and  Directory  of  Medical  Specialists,  1954.  The  areas  are  the  medical  service  areas 
of  Bulletin  94. 
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confined  to  the  need  for  buildings  and  and  has  been  carefully  analyzed  by  the 
equipment,  therefore,  the  distribution  of  American  Medical  Association.  Our  studies 
physicians,  nurses  and  technicians  is  not  a in  connection  with  the  medical  center  pro- 


part of  their  studies. 


gram  at  the  University  of  Nebraska  College 


Distribution  of  physicians  is  important  of  Medicine  prompted  a study  of  the  dis- 


O DERMATOLOGY  & SYPHILOLOCY 
O PREVENTIVE  MEDICINE 


Prom  Directory  of  American  Boards 
of  Medical  Specialists  Terised  to 
Sept,,  1954,  5-2-55 


Figure  1 


A GENERAL  SURGERY 


From  Directory  of  American  Boards 
of  Medical  Specialists  revised  to 
Sept,,  1964.  5-2-55 


Figure  2 
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tribution  of  American  Board  Specialists  in 
the  state. 

Board  certification  began  in  1917  with 
ophthalmology,  and  fifteen  boards  have  been 
in  operation  since  1940.  Although  not  all 


trained  specialists  are  American  Board  mem- 
bers the  requirements  for  certification  and 
the  operation  of  many  boards  over  fifteen 
years  made  it  a desirable  method  of  deter- 
mining distribution.  Figures  1 through  7 


NEUROLOGICAL  SURGERY  0 ANESTHESIOLOGY 

ORTHOPEDIC  SURGERY  ♦ PROCTOLOGY 

THORACIC  SURGERY  Q UROLOGY 

ELASTIC  SURGERY 


Prom  Directory  of  American  Boards 
of  Medical  Specialist*  reriaed  to 
Sept.,  13*4.  5-2-56 


Figure  3 


» RADIOLOGY 

D PATHOLOGY  From  Directory  of  American  Boards 

of  Medical  Specialists  reriaed  to 
Sept-*  1M4.  S-2-S5 
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show  this  distribution  and  Chart  1 is  the 
same  data  in  tabular  form  except  related  to 
the  “medical  service  areas”  a concept  de- 
veloped by  the  Bureau  of  Medical  Economics 
of  the  American  Medical  Association.  Fig- 


ure 8 shows  the  boundaries  of  the  medical 
service  areas  in  Nebraska, 

The  concentration  of  specialists  in  the  two 
prime-prime  centers  of  Omaha  and  Lincoln 
is  apparent  and  is  an  essential  feature  of 


PSYCHIATRY 

and  neurology 


Prom  Directory  of  American  Boards 
of  Medical  Specialists  revised  to 
Sept.,  1954.  '5-2-55 


Figure  5 


* OTOLAPYNCOLOOY 
<5  OPHTHALMOLOGY 


From  Directory  of  American  Boards 
of  Medical  Specialists  rfvised  to 
Sept..  1954.  5-2-55 

Figure  6 
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large  medical  center  operation,  in  which,  for 
purposes  of  the  best  medical  care,  research, 
and  education,  several  specialists  in  each 
field  are  essential.  A study  of  the  rest  of 
the  state  shows  a sparse  distribution  of 
specialists  and  considerable  irregularity  if 
we  use  population  as  an  index.  Obviously, 
many  local  factors  in  smaller  communities 
affect  the  number  of  specialists  practicing, 
but  in  the  long  run  the  actual  need  for  spe- 
cialists should  be  based  on  population.  At- 
tempts to  find  population  numbers  for  sup- 


porting different  types  of  specialists  were 
not  sufficiently  reliable  to  include  here. 
However,  an  analysis  of  Chart  1 gives  useful 
information  to  the  specialists  seeking  a loca- 
tion, and  clearly  suggests  locations  with 
medical  need  and  prospects  of  financial  sup- 
port. 
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Prematurity 

the  Pre-Natal  Phase*f 


After  defining  prematurity,  the  author  classifies 
newborns  into  four  categories.  He  then  gives 
brief  consideration  to  various  etiologic  factors 
and,  finally,  discusses  certain  therapeutic  meas- 
ures designed  to  prevent  premature  labor  and  to 
augment  the  weight  of  the  fetus. 

EDITOR 


PREMATURITY  DEFINED 

A PREMATURE  infant  is  one 
which  has  been  born  before  its 
organ  systems  have  reached 
full  development  with  the  result  that  its 
chances  of  survival  are  diminished  to  a de- 
gree directly  proportional  to  the  degree  of 
prematurity.  After  considering  various  cri- 
teria for  determining  categorically  whether 
or  not  an  infant  is  premature,  the  weight 
of  the  infant  has  been  generally  accepted  as 
the  best  index  of  prematurity.  On  this  basis, 
then,  1,000  to  2,499  grams  represent  the  up- 
per and  lower  boundaries  of  prematurity. 
Infants  weighing  400  grams  or  less  are  con- 
sidered abortuses  with  no  chance  of  survival, 
and  those  from  400  to  999  grams  are  regard- 
ed as  immature  infants  with  an  extremely 
poor  chance  of  survival.  Weighing  between 
1,000  and  2,400  grams,  the  infant  is  pre- 
mature and  its  chances  of  survival  range 
from  poor  to  good  according  to  its  actual 
weight.  Any  baby  weighing  2,500  grams  or 
more  is  a mature  infant  with  optimum 
chances  of  living. 

ETIOLOGY 

While  the  etiology  of  this  complication  of 
pregnancy  is  known  in  some  cases,  it  is  un- 
known in  most  instances.  In  a series  re- 
reported from  the  Johns  Hopkins  University, 
the  causative  factor  was  known  in  but  38 
per  cent  of  cases.  In  the  remaining  group, 
the  causative  factor  was  only  conjectural. 
In  any  pregnancy,  and  particularly  in  those 
that  have  previously  resulted  in  premature 
deliveries,  particular  care  should  be  taken, 
where  possible,  to  prevent  the  following: 

1.  Toxemias  of  Pregnancy.  This  complication 
can  be  reduced  in  frequency  by  rigid  prenatal  care, 
proper  dieting,  elimination  of  sodium,  and  lowering 
the  fluid  intake. 


fRead  before  the  Annual  Session,  Nebraska  State  Medical  As- 
sociation, Omaha,  May  19,  1955. 
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2.  Abruptio  Placenta.  This  is  frequently  asso- 
ciated with  toxemias  of  pregnancy  which  may  in 
turn  be  minimized  by  the  foregoing  recommenda- 
tions. There  are,  admittedly,  a large  number  of 
placental  separations  which  occur  with  no  known 
cause. 

3.  Placenta  Previa.  Prevention  of  this  condition 
cannot  be  accomplished,  but  hospitalization  at  the 
onset  of  bleeding,  adequate  blood  replacement,  and 
rest  will  usually  enable  the  infant  to  be  carried  to  a 
point  when  its  chances  for  survival  are  much  better. 

4.  Premature  Rupture  of  the  Membranes.  In 
this  situation,  labor  usually  ensues  rather  promptly. 
However,  bed  rest  and  mild  sedation  may  postpone 
labor  for  a greater  or  lesser  length  of  time.  Anti- 
biotics and/or  one  of  the  sulfonamides  should  be 
used  to  prevent  intrauterine  infection. 

5.  Infectious  Diseases.  Premature  labor  may  be 
initiated  by  febrile  reactions.  Avoidance  of  contact 
with  known  infections  is  to  be  desired. 

6.  Breech  Presentation.  This  is  occasionally  com- 
plicated by  premature  rupture  of  the  membranes 
leading  to  premature  labor  and  delivery.  The  ques- 
tion of  external  version  is  controversial,  and  many 
authorities  do  not  recommend  it.  In  such  cases  cur- 
tailment of  unnecessary  activities  may  help  in  pre- 
serving the  membranes. 

7.  Multiple  Pregnancies.  This  is  a situation  that 
cannot  be  avoided,  and,  here,  labor  notoriously  be- 
gins prematurely.  Of  the  Johns  Hopkins  group,  12 
per  cent  of  the  premature  infants  resulted  from 
multiple  births.  These  infants  appear  to  be  sturdier 
than  a single  infant  of  the  same  gestational  age. 
These  mothers  should  have  considerably  more  rest 
than  their  singly  pregnant  sisters. 

8.  Hydramnios.  When  the  infant  appears  normal 
on  x-ray,  draining  off  the  excess  fluid  by  means  of 
a trocar  may  be  effective  in  preventing  the  prema- 
ture onset  of  labor. 

Other  factors  to  be  avoided  in  the  preven- 
tion of  premature  labor  are  too  strenuous 
exercise,  falls,  long  motor  car  trips,  and  ex- 
cessive coitus.  In  every  instance,  attempts 
should  be  made  to  improve  the  patient’s 
standard  of  living  and  the  adequacy  of  medi- 
cal care.  In  those  patients  where  difficulty 
is  anticipated  due  to  a history  of  recurrent 
premature  labor  and  delivery,  a survey  should 
be  made  of  the  patient  in  the  non-gravid 
state  to  rule  out  uterine  malformations, 
metabolic  and  other  intercurrent  diseases. 
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In  the  event  hypothyroidism  is  found,  thy- 
roid extract  should  be  given  throughout  the 
entire  pregnancy. 

ENDOCRINE  THERAPY 

Smith  and  Smith  have  recommended  the 
use  of  diethylstilbesterol  to  prevent  fetal  loss 
from  abortion  and  premature  labor.  The 
recommended  dosage  is  2.5  mgs.  daily  begin- 
ning at  the  5th  week,  5 mgs.  daily  at  7 weeks, 
10  mgs.  at  9 weeks,  15  mgs.  at  11  weeks, 
20  mgs.  at  13  weeks,  25  mgs.  at  15  weeks, 
and  then  5 mgs.  increase  weekly  until  4 
weeks  from  term  when  the  therapy  was  dis- 
continued. Of  their  180  cases  so  managed 
they  found  the  gestational  period  was  not 
lengthened,  but  fetal  loss  from  prematurity 
was  more  than  halved.  In  a further  series 
of  49  cases  in  which  progesterone  deficiencies 
had  been  proved  to  account  for  three  or  more 
consecutive  premature  labors,  stilbesterol  ad- 
ministration once  again  did  not  prolong  ges- 
tation but  did  increase  the  salvage  rate  of 
premature  infants  from  18  to  72  per  cent. 

In  the  author’s  small  series  of  cases,  as 
with  other  investigators  wherein  prematur- 
ity had  been  the  main  complication,  results 
with  this  form  of  therapy  were  not  spectacu- 
lar. Therapy  apparently,  however,  caused 
no  serious  complications  and,  therefore,  may 
be  tried  in  these  cases.  Other  investigators 
have  felt  that  many  abortions  and  prema- 
ture deliveries  were  due  to  low  pregnandiol 
levels.  The  administration  of  progesterone 
was  found  to  be  of  help  in  amounts  of  25-100 
mg.  daily  to  arrest  the  painful  uterine  con- 
tractions in  pregnancy.  Vitamin  E therapy 
has  not  been  found  to  be  of  any  benefit. 

NUTRITION 

Inadequate  nutrition  as  a cause  of  pre- 
maturity is  a controversial  topic.  The  au- 
thor is  connected  with  two  obstetrical  clin- 
ics, one  where  all  patients  are  private,  and 
one  where  25  per  cent  are  clinic  patients. 
The  incidence  of  prematurity  is  the  same 
in  both.  Further,  in  wartime  when  diets 
were  most  inadequate,  the  incidence  of  pre- 
maturity showed  no  appreciable  increase  over 
that  of  the  more  prosperous  years. 

There  is,  however,  an  increasing  amount 
of  work  to  indicate  that  inadequate  nutri- 
tion bears  a specific  causal  relationship  to 
premature  labor.  The  work  of  Tompkins  and 
Wiehl  indicates  that  the  status  of  the  infant 
at  birth  is  a reflection  of  the  nutritional 


status  of  the  mother  at  the  beginning  of,  as 
well  as  during,  the  pregnancy.  The  inci- 
dence of  prematurity  is  lower  for  overweight 
patients  than  those  of  normal  weight  and 
increases  sharply  for  those  underweight.  For 
all  patients,  5 per  cent  or  more  underweight, 
the  rate  was  9 per  cent  as  compared  to  4.8 
per  cent  among  overweight  or  approximately 
normal  patients. 

The  patient’s  gain  in  weight  in  the  first 
and  second  trimesters  appears,  too,  to  have  a 
bearing.  When  the  gain  in  the  first  3-4 
months  was  less  than  average,  or  there  was 
a loss  of  weight,  the  frequency  of  premature 
labor  was  more  than  twice  the  frequency  for 
patients  with  an  average  gain  or  more.  The 
underweight  patient  can  be  protected  if  aver- 
age weight  gain  is  established  early  and 
maintained  to  the  third  trimester.  The  av- 
erage weight  of  babies  born  to  patients  20 
per  cent  or  more  underweight  at  the  begin- 
ning of  pregnancy  is  about  11  ounces  less 
than  the  weight  of  babies  of  mothers  of  nor- 
mal weight. 

In  a study  designed  to  demonstrate  the 
effect  of  nutrient  supplementation  in  preg- 
nancy, it  was  found  that  the  incidence  of  pre- 
mature labor  was  7.5  per  cent  for  all  groups 
against  11  per  cent  for  the  control  group. 
Among  those  receiving  the  supplements,  the 
incidence  was  6.4  per  cent,  thus  giving  the 
control  groups  a premature  rate  of  75  per 
cent  higher  than  the  supplemented  groups. 

ANEMIA 

Anemia  with  its  attending  anoxia  has  a 
direct  affect  on  the  incidence  of  premature 
labor.  The  premature  rate  increases  as 
hemoglobin  levels  decline.  Upon  the  discov- 
ery of  anemia,  a thorough  hematological 
study  should  be  done  so  that  specific  therapy 
may  be  instituted  for  the  type  of  anemia 
present. 

BIBLIOGRAPHY 

Eastman,  N.  J. : Text  book  Obstetrics,  1950. 

Gullmacher.  A.  F. : New  York  J.  Med.,  53 :2781,  1953. 

Smith,  G.  V.  and  Smith,  O.  W. : Obst.  and  Gynec.,  4 :129, 

1954. 

Smith,  G.  V.  and  Smith,  O.  W. : New  England  J.  Med., 

241:562,  1949. 

Brown,  J.  S.  L.  ; Henry,  J.  S.,  and  Vinning,  E.  H. : Clin. 

Invest.,  17:503,  1938. 

Spiert,  H.  ; Graff,  S.,  and  Graff,  A. : Am.  J.  Obst.  and 

Gynec.,  62:1009,  1951. 

Tompkins,  W.  T.  and  Wiehl,  D C. : Pediat.  Clin.  North 

America,  1 :687,  1954. 


It  is  important  to  emphasize  in  public  health  prac- 
tice that  the  control  of  bovine  tuberculosis  is  also 
dependent  on  the  prevention  of  contact  between  non- 
infected  animals  and  persons  with  open  infections. 
(James  H.  Steele,  D.V.M.,  M.P.H.,  Pub.  Health.  Rep., 
Nov.,  1954). 
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ASPIRIN  PREVENTS  GROWTH  OF 
KIDNEY  CALCIUM  STONES 

Plain  aspirin  proved  effective  in  preventing  the 
growth  of  calcium  stones  in  the  kidneys,  and  halted 
their  recurrence,  in  17  of  19  patients  tested,  accord- 
ing to  Drs.  Edwin  L.  Prien  and  Burnham  S.  Walker 
of  the  Boston  University  School  of  Medicine. 

The  study  confirmed  previous  evidence  in  the 
literature  that  the  water  solubility  of  calcium  phos- 
phates is  increased  by  the  presence  of  complex  glu- 
curonides,  they  state  in  the  New  England  Journal 
of  Medicine  (253:446,  1955).  Aspirin  was  used  to 
produce  the  glucuronides  because  it  is  a “recognized 
detoxication  mechanism.”  It  was  known  additional- 
ly that  aspirin’s  solubilizing  effect  was  greater  than 
could  be  obtained  by  administration  of  glucuronic 
acid  or  glucuronolactone. 

Six  aspirin  tablets  daily  in  three  divided  doses 
were  given  to  19  patients  with  recurring  calcium  cal- 
culi, and  to  six  patients  with  alkaline-encrusting 
cystitis,  the  former  believed  to  represent  about  90' 
per  cent  of  all  calculi  formed  in  the  kidney  or  blad- 
der. All  patients  were  under  continuous  treatment 
for  one  year  or  longer. 

The  investigators  found  that  17  of  the  19  pa- 
tients did  not  form  new  calcium  stones  by  the  end 
of  the  study,  nor  did  existing  stones  grow  in  size  or 
density.  Therapy  was  ineffective  in  one  of  the  two 
remaining  cases  in  the  group  despite  an  “excellent 
glucuronide  response  to  aspirin.” 

Results  in  the  six  cases  with  alkaline-encrusting 
cystitis  was  “more  spectacular  and  convincing,”  the 
authors  believe.  The  encrustation  was  “complete- 
ly inhibited  or  greatly  reduced  in  all  patients,  a com- 
pletely unexpected  result.” 

Side  effects  in  the  entire  series  were  “infrequent 
and  trivial,”  the  doctors  state. 

HOSPITALIZATION  FOR  MENTAL 
DISORDERS 

More  and  more  people  in  our  country  are  being 
hospitalized  for  mental  disorders.  The  number  of 
first  admissions  to  hospitals  for  the  long-term  care 
of  such  disorders  rose  from  106,000  in  1931  to  171,- 
000  in  1951,  or  more  than  60  per  cent.  A parallel 
trend  is  observed  for  resident  patients  under  care, 
their  number  mounting  from  374,000  to  590,000  in 
the  two  decades.  Inasmuch  as  a substantial  part  of 
this  increase  reflected  merely  population  growth, 
the  rise  in  hospitalization  rates  was  more  moderate; 
for  first  admissions  the  rate  rose  from  85  to  111 
per  100,000  population,  and  for  patients  resident  in 
mental  institutions,  from  301  to  382  per  100,000. 

Males  are  in  the  majority  among  patients  admit- 
ted for  the  first  time  to  mental  hospitals  in  the  Unit- 
ed States.  Thus,  in  1951,  about  95,000  were  males 
and  76,000  females.  Furthermore,  first-admission 
rates  were  higher  for  males  than  for  females  at 
every  age  period.  In  each  sex,  the  rates  were  low- 
est at  the  younger  ages  and  highest  among  the 
aged.  Among  males,  the  hospitalization  rates  for 
first  admissions  rose  from  54.4  per  100,000  at  ages 
15-19  to  472.6  at  ages  75  and  over;  for  females,  the 
corresponding  increase  was  from  46.3  to  308.5  per 
100,000. 

The  picture  is  quite  different,  however,  in  terms 


of  the  actual  age  distribution  of  the  patients  admit- 
ted, which  is  the  situation  as  the  hospitals  face  it. 
About  half  of  the  males  and  females  admitted  for 
the  first  time  in  1951  were  under  45  years  of  age. 
Only  one  tenth  of  all  the  patients  were  under  age  25, 
and  less  than  1 per  cent  were  under  age  15.  Slight- 
ly more  than  one  fifth  of  the  first  admissions  were 
at  ages  65  and  over.  (Statistical  Bulletin,  Metro- 
politan Life  Ins.  Co.,  Sept.,  1955). 


GAINS  IN  LONGEVITY  ARE  COUNTRYWIDE 

The  average  length  of  life  increased  substantially 
in  every  region  of  the  United  States  during  the 
1940’s,  according  to  life  tables  computed  by  the  Sta- 
tistical Bureau  of  the  Metropolitan  Life  Insurance 
Company  on  the  basis  of  the  mortality  for  the  gen- 
eral population  in  1939-41  and  1949-51.  The  com- 
plete details  for  1949-51,  including  tables  for  the 
non-white  population,  will  appear  in  a report  to  be 
published  by  the  National  Office  of  Vital  Statistics. 

The  best  record  for  longevity  at  the  midcentury, 
as  a decade  earlier,  was  made  by  the  West  North 
Central  States.  In  1949-51,  the  expectation  of  life 
at  birth  in  this  area  was  67.8  years  for  white  males 
and  73.3  years  for  white  females,  an  increase  of  2.6 
and  4.1  years,  respectively,  since  1939-41.  Even 
greater  were  the  gains  scored  in  the  other  geo- 
graphic divisions,  the  most  rapid  progress  being 
made  in  the  areas  which  had  had  the  least  favorable 
record.  Thus,  in  the  Mountain  States,  where  the 
average  lifetime  was  lowest  in  1939-41,  the  gains 
in  the  decade  amounted  to  4.4  years  for  white  males 
and  no  less  than  5.9  years  for  white  females.  (Sta- 
tistical Bulletin,  Metropolitan  Life  Ins.  Co.,  Sept., 
1955). 

AND  WHAT  A NAME  THE  FRENCHMEN 
GAVE  IT! 

Worldly  learned  Renaissance  man  used  the  dan- 
delion therapeutically  for  its  diuretic  properties,  ac- 
cording to  the  “Diuretick  Herball,”  a feature  of  Di- 
uretic Review  (4:5,  1955). 

Kreuterbuch  (Herb  Book)  published  in  Germany 
in  1562,  refers  physicians  and  pharmacists  to  Tar- 
axacum officinale,  or  Weber  dandelion.  There’s 
still  only  one  word  for  dandelion  in  French,  inci- 
dentally, pissenlitis.  En  lit  means  “in  bed.” 

Diuretic  properties  were  ascribed  to  the  bitter 
root,  and  the  yellowness  of  the  flowers  served  as 
proof  of  efficacy.  By  association,  of  course. 

Reproducing  by  parthenogenesis,  this  Eurasian 
migrant  grows  everywhere,  on  lawns  and  open 
grounds,  it  is  pointed  out  in  Diuretic  Review.  The 
publication,  devoted  to  developments  in  cardiorenal 
and  electrolyte  therapy,  is  distributed  to  the  profes- 
sion by  Lakeside  Laboratories,  Inc.,  Milwaukee. 


In  tuberculosis  a realistic  acceptance  of  the  ill- 
ness is  a prime  essential  if  medical  treatment  is  to 
be  effective.  The  patient  must  not  only  allow  med- 
ical procedures  to  be  instituted,  but  must  partici- 
pate actively  in  the  carrying  out  of  the  medical  rec- 
ommendations. Minna  Field,  Patients  Are  People, 
Columbia  University  Press,  1953. 
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Coming  Meetings 

CRIPPLED  CHILDREN’S  CLINICS— 
December  3,  Grand  Island,  St.  Francis 
Hospital 

December  10,  Ogallala,  Elks  Club 
January  7,  Norfolk,  Norfolk  State  Hos- 
pital 

January  21,  Scottsbluff,  St.  Mary  Hospital 

GENERAL  PRACTICE  REVIEW— Univer- 
sity of  Colorado  Medical  Center,  Denver, 
Colorado,  January  16-21,  1956. 


At  the  present  time,  tropical  conditions  are  chang- 
ings— somewhat  in  the  way  that  communities  in  the 
United  States  and  Great  Britain  were  developing  a 
century  ago.  People  are  leaving  the  country  to  live 
in  large  cities.  They  are  starting  heavy  industries. 
Rural  populations  are  getting  mixed  up  with  towns- 
folk, primitive  stocks  of  people  are  attempting,  for 
the  first  time,  arduous  occupations  such  as  coal 
mining.  All  these  changes  lead  to  the  social  condi- 
tions which  specifically  favor  tuberculosis  . . . We 
may  expect  an  increase  in  tuberculosis  in  tropical 
areas  during  the  next  half  century.  (Harley  Wil- 
liams, M.D.,  Nat.  Tuberc.  A.  Tr.,  May,  1954). 


Organization  Section 

News  and  Views 

Doctor  Draft — 

In  instructions  to  local  boards,  the  Na- 
tional Selective  Service  System  has  outlined 
the  policies  it  expects  will  govern  operation 
of  the  “Doctor  Draft”  act  and  the  regular 
draft  as  it  applies  to  medical  school  gradu- 
ates. National  headquarters  emphasizes  that 
there  should  be  “an  adequate  pool  of  new 
graduates  ...  to  meet  the  calls  by  the  armed 
forces  for  physicians  and  dentists”  between 
now  and  next  July  1.  It  adds:  “Some  of  the 
individuals  may  be  essential  as  dental  in- 
terns or  as  medical  residents.  Every  such 
case  will  have  to  be  judged  on  its  own  mer- 
its. In  this  connection  it  must  be  remem- 
bered that  for  every  younger  man  held  back 
in  his  civilian  capacity  a much  older  man 
might  be  called  in  his  place.”  The  official 
bulletin  to  local  boards  reads  as  follows : 

“1.  Those  physicians  who  have  just  com- 
pleted their  internships  and  recent 
graduates  of  dental  colleges  should  be 
made  available  to  fill  special  calls  in 
accordance  with  the  regulations  as 
soon  as  possible.  There  should  be  no 
need  for  filling  anticipated  special 
calls  with  any  special  registrants  ex- 
cept those  of  Priorities  I and  II  and 
the  younger  registrants  of  Priority 
III. 

“2.  Local  boards  are  requested  to  expedite 
the  classification  and  physical  exam- 
ination of  Priority  I and  II  physicians 
and  dentists  and  of  the  younger  physi- 
cians and  dentists  of  Priority  III. 

“3.  Local  boards  are  also  requested  to  ex- 
pedite the  processing  of  physicians  and 
dentists  towards  induction  as  regular 
registrants  . . .” 

Study  Conference — 

A Study  Conference  called  by  the -Ameri- 
can Medical  Association  to  consider  methods 
of  informing  its  membership  of  certain  as- 
pects of  pending  legislation  was  held  in  Chi- 
cago, October  22.  More  than  100  representa- 
tives of  constituent  state  medical  associa- 
tions, A.M.A.  officers,  and  members  of  the 
Board  of  Trustees  participated  in  discus- 
sions and  considered  approaches  for  focus- 
ing the  public’s  attention  upon  the  A.M.A.’s 
viewpoint. 
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H.R.  7225,  known  as  the  Social  Security 
Amendments  of  1955,  includes  provision  for 
the  payment  of  monthly  cash  benefits  to  the 
permanently  and  totally  disabled  at  age  50. 
The  bill,  passed  by  the  House  of  Representa- 
tives last  summer,  will  come  before  the  Sen- 
ate Finance  Committee  for  public  hearings 
early  in  the  next  session  of  Congress. 

Comments  of  participants  were  solicited 
at  the  Chicago  meeting  and  A.M.A.  officers 
and  trustees  are  currently  studying  these 
opinions.  Dr.  George  F.  Lull,  A.M.A.,  Secre- 
tary and  General  Manager,  urged  that  all 
medical  society  representatives  who  attend- 
ed the  conference  send  further  comments, 
suggestions,  or  criticisms  to  A.M.A.  head- 
quarters. He  pointed  out  that  the  Associa- 
tion is  studying  the  concensus  of  the  state 
representatives  who  attended  the  conference 
and  will  proceed  in  a manner  consistent  with 
the  views  of  the  majority. 

Giving  the  official  address  of  welcome  at 
the  conference,  Dr.  Gunnar  Gunderson, 
chairman  of  the  Board  of  Trustees,  said: 

“Our  great  aim  should  be  to  join  with 
other  groups  and  organizations,  with  the 
press  and  other  communications  media  and 
with  responsible  leaders  of  both  political 
parties  to  separate  Social  Security  and  poli- 
tics. The  A.M.A.  believes  that  problems  of 
Social  Security  should  be  solved  on  the  basis 
of  sound  judgment,  an  objective  analysis  of 
facts,  a humane  attitude  toward  human  suf- 
fering— and  not  on  the  basis  of  political  ex- 
pediency.” 

Dr.  Elmer  Hess,  A.M.A.  president,  em- 
phasized that  the  program  to  promote  a 
better  Social  Security  system  must  be  con- 
sidered a “long  range  effort,”  looking  for- 
ward to  1958,  1960,  even  to  1962.  He  also 
stressed  that  study  of  social  security  legisla- 
tion will  require  close  cooperating  and  mu- 
tual activity  at  the  national  and  local  levels. 

Nebraska  was  represented  by  Dr.  J.  M. 
Woodward,  President-elect,  Lincoln,  and  Mr. 
M.  C.  Smith,  Executive  Secretary,  Lincoln. 

From  the  Hastings  Tribune  (Editorial) — 

Much  has  been  heard  about  the  cost  of 
medical  care.  No  doubt  some  people  believe 
this  cost  is  all  out  of  reason,  and  absorbs  an 
excessive  percentage  of  our  income. 

In  search  of  the  truth,  the  American  Med- 
ical Association  conducted  an  exhaustive 
study  of  the  economics  of  medical  care  over 


the  last  quarter-century.  The  facts  produced 
are  noteworthy.  In  1930  a fraction  less  than 
4 per  cent  of  personal  consumer  expenditures 
went  for  medical  care.  This  proportion  re- 
mained fairly  constant  for  years.  Since 
World  War  II,  however,  it  has  risen  to 
4.35  per  cent.  And  the  main  reason  for  that 
is  the  tremendous  upswing  in  the  birth  rate. 
The  increased  number  of  babies  and  young 
children^  has  affected  not  only  hospital  and 
obstetric  expenditures,  but  has  increased  the 
demand  for  other  medical  services,  since  the 
youngest  age  group  normally  requires  the 
most  frequent  medical  attention. 

The  United  States  Bureau  of  Labor  pro- 
vides some  important  evidence.  The  Bu- 
reau’s consumer  price  index  was  at  191.9 
in  1954.  But  the  index  for  medical  care  and 
drug  prices  was  well  under  that  level — 173.9. 
And  the  item  indexes  for  physicians’  and 
dentists’  fees  were  160.3  and  174.5  respec- 
tively. 

The  A.M.A.  also  reports  that,  over  the  25- 
year  period,  the  average  income  of  physi- 
cians rose  at  almost  the  same  rate  as  the  av- 
erage earnings  of  wage  and  salary  workers. 

All  in  all,  the  situation  justifies  this 
A.M.A.  statement:  “The  various  providers 
of  services  and  commodities  in  the  medical 
care  ‘industry’  can  well  be  proud  of  a quar- 
ter century  record  that  included  great  medi- 
cal advances  . . . while  little  change  occurred 
in  the  industry’s  relative  economic  position. 
Possibly  this  is  our  most  efficient  industry !” 

From  the  Hemingford  Ledger — 

Nine  years  is  a long  time  for  any  organ- 
ization to  go  without  a president.  But,  that’s 
exactly  the  case  of  the  Pre-Med  group  at 
Chadron  State  Teachers  College.  They  have 
been  having  monthly  meetings  for  the  past 
nine  years,  but  have  never  become  organized 
with  officers  and  they’re  one  of  the  most  ac- 
tive groups  on  the  campus.  Past  members 
have  made  good  grades  and  had  no  trouble 
with  entrance  exams  or  class  work  at  their 
respective  schools  for  further  study. 

From  the  Omaha  World-Herald  (Public  Pulse) — 

The  article,  “Doctor  Will  See  You  Now,” 
really  speaks  the  truth.  I had  an  appoint- 
ment today  at  2 o’clock  with  a well  known 
doctor  with  whom  I have  doctored  for  years. 
Finally,  about  3 :30,  after  seeing  other  pa- 
tients ushered  in  who  did  not  have  appoint- 
ments, I left  and  returned  to  my  office,  un- 
treated or  even  talked  to. 
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I think  if  the  Omaha  doctors  would  keep 
a close  watch  over  these  so-called  recep- 
tionists who  are  undoubtedly  to  blame  things 
would  be  better.  Or  is  the  fault  the  doctor’s 
— letting  their  old  patients  sit  while  they  ex- 
amine the  new  ones,  which  naturally  ups 
their  income.  They  ought  to  run  things  fair 
and  square.  (Signed  Disgusted). 

I know  some  doctors  or  their  office  girls 
tell  everybody  to  come  at  9 in  the  morning 
or  2 in  the  afternoon,  and  then  the  people 
just  wait — maybe  several  hours — until  they 
can  be  seen.  It  should  be  easy  to  spread  out 
appointments.  Maybe  it  makes  the  doctors 
feel  important  to  have  all  those  people  wait- 
ing, but  think  of  the  time  wasted  needlessly. 
(Signed  H.N.). 

From  the  Omaha  World-Herald — 

The  Creighton  University  School  of  Medi- 
cine has  been  awarded  research  grants  total- 
ing $40,375  from  the  Federal  Government’s 
Public  Health  Service. 

Dean  Frederick  G.  Gillick  said  the  awards 
were  made  to  assist  the  following  men  in 
their  research: 

Dr.  Leo  P.  Clements,  professor  of  anato- 
my, $4,787  for  study  of  mesenchyme  in  the 
middle  ear. 

Dr.  Richard  H.  Webber,  assistant  profes- 
sor of  antomy,  $6,805  for  study  of  the  sym- 
pathetic trunk  and  connecting  rami  in  the 
sacral  region. 

Dr.  Victor  E.  Levine,  professor  of  biologi- 
cal chemistry  and  director  of  the  depart- 
ment, $4,853  for  study  of  the  microdetermin- 
ation of  carbonyl-bearing  compounds. 

Dr.  Charles  M.  Wilhelmj,  professor  of 
physiology  and  director  of  research,  $9,200 
for  study  of  nutritional  basis  of  hyperten- 
sion. 

Dr.  Jeno  Kramar,  associate  professor  of 
pediatrics,  $10,130  for  study  of  capillary  re- 
sistance and  the  endocrines. 

Dr.  Alfred  W.  Brody,  assistant  professor 
of  physiology  and  pharmacology,  $4,600  for 
study  of  airway  and  tissue  resistance. 

G.P.’s  Seek  Better  Deal  from  Blue  Shield — 

“Some  general  practitioners  have  private- 
ly disowned  Blue  Shield,”  declares  Writer 
Greer  Williams  in  the  October  issue  of  Medi- 
cal Economics,  national  business  magazine 


for  doctors.  Why?  “Because  they  don’t  get 
their  share  of  its  benefits.” 

Nearly  three-quarters  of  the  Blue  Shield 
plans  make  some  kind  of  fee  division  when 
more  than  one  doctor  handles  a case,  reports 
Williams  in  his  article,  “G.P.’s  Want  Fairer 
Share  From  Blue  Shield.”  But  only  two  out 
of  five  “now  provide  a separate  payment  for 
the  surgeon’s  assistant;”  and  only  a third 
make  payments  to  a second  physician  for 
either  preoperative  or  postoperative  care. 

What’s  more,  says  the  article,  such  pay- 
ments are  never  greater  than  one-third  of 
the  surgeon’s  fee;  and  they  range  as  low  as 
15  per  cent  of  his  fee. 

From  the  Secretary’s  Letter,  Number  343 — 

More  than  250  members  of  the  Woman’s 
Auxiliary  to  the  A.M.A.  assembled  in  Chi- 
cago for  their  12th  annual  Workshop  Con- 
ference, Nov.  1-3.  “Active  Leadership  in 
Community  Health”  was  the  theme  of  the 
conference. 

A “Joint  Blood  Council”  has  been  formed 
with  its  headquarters  in  the  A.M.A.’s  Wash- 
ington office.  Five  national  associations,  in- 
cluding the  A.M.A.,  are  participating.  Doc- 
tor Frank  E.  Wilson,  formerly  head  of  the 
Washington  office  is  executive  vice  president 
and  secretary,  and  Dr.  Leonard  Larson  of 
Bismarck,  N.D.,  is  the  director.  The  ob- 
jective is  to  procure,  process,  preserve,  and 
distribute  blood  and  blood  products. 

The  Diabetes  Drive — 

The  Diabetes  Committee  of  the  Nebraska 
State  Medical  Association,  headed  by  Dr. 
Lynn  McQuiddy  executed  a very  active 
drive  the  week  of  Nov.  13-19,  aimed  at  the 
objective  of  case  finding. 

N.S.M.A.  Committees  Hard  at  Work — 

Besides  the  Diabetes  Committee,  the  Pol- 
icy Committee  and  the  Constitution  and  By- 
Laws  Committee  met  during  October  and 
ground  out  a good  grist  of  work.  The  re- 
sults of  their  deliberations  will  be  presented 
in  detail  at  the  interim  sessions. 

Nebraska  Heart  Association  Activities — 

The  Nebraska  Heart  Asociation  has  voted 
to  withdraw  from  its  last  joint  fund-raising 
campaign  in  Columbus  and  to  make  no  new 
united  fund  affiliations. 
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President  0.  A.  Kostal  of  Hastings  an- 
nounced this  action  by  the  Executive  Com- 
mittee reaffirms  the  American  Heart  Asso- 
ciation’s policy  calling  for  no  new  joint 
fund-raising  efforts  through  Dec.  31,  1956. 

In  a public  resolution,  the  Committee 
points  our  “Strict  adherence  to  the  principle 
of  independent  public  appeals  for  support 
has  made  possible  the  remarkable  growth  of 
the  Heart  Fund  in  Nebraska  during  the  past 
three  years.” 

The  Nebraska  Heart  Fund  Drive  held 
every  February  tripled  during  that  period, 
raising  $38,973  in  1953,  $62,300  in  1954  and 
$118,200  in  1955. 

The  resolution  also  says  this  growth  has 
resulted  in  comparable  “expansion  of  pro- 
grams of  research  lay  and  professional  edu- 
cation, and  community  service  conducted  by 
the  Nebraska  Heart  Association. 

Among  the  major  reasons  cited  for  an  in- 
dependent appeal  were : the  need  to  maintain 
adequate  income  to  support  national  re- 
search, to  retain  control  of  program  plan- 
ning and  direction,  and  to  assure  there  will 
be  no  pressure  used  in  fund-raising. 

Dr.  Edward  Langdon,  Omaha,  has  re- 
signed as  Secretary  of  the  Nebraska  Heart 
Association  because  of  plans  to  take  up  prac- 
tice in  Washington  state.  A replacement  has 
not  yet  been  named  by  President  O.  A.  Kostal. 

Reprints  of  “Jones  Criteria,  Modified  for 
Guidance  in  the  Diagnosis  of  Rheumatic 
Fever”  are  now  available  through  the  Ne- 
braska Heart  Association.  The  modified 
criteria  are  based  on  the  diagnostic  stand- 
ards first  published  by  the  late  T.  Duckett 
Jones,  M.D.,  in  1944,  and  generally  accepted 
throughout  the  United  States  and  in  many 
other  nations. 

The  Nebraska  Heart  Association  held  its 
Sixth  Annual  Fall  Scientific  Conference 
Thursday,  Nov.  17  in  Omaha. 

Among  the  featured  speakers  was  Dr. 
Harold  A.  Ladwig,  Assistant  Professor  of 
Neurology  at  Creighton  University,  who 
spoke  on  “Progressive  Thrombosis  of  In- 
ternal Carotid  Artery.” 

Others  were  Dr.  Oglesby  Paul  and  Dr. 
Jeremiah  Stamler  of  Chicago,  Dr.  Bernard 
I.  Lewis  and  Dr.  Lewis  E.  January  of  Iowa 
City. 

Serving  as  discussion  leaders  were  Dr. 


Harry  H.  McCarthy,  Dr.  Delbert  Neis,  and 
Dr.  Otto  A.  Wurl,  all  of  Omaha. 

Dr.  O.  A.  Kostal  of  Hastings,  President, 
presided  over  the  morning  session  and  the 
dinner.  Dr.  F.  G.  Gillick,  Immediate  Past 
President,  over  the  luncheon  session,  and  Dr. 
Julian  E.  Meyer,  Columbus,  First  Vice  Pres- 
ident, over  the  afternoon  session. 

The  fQllowing  day,  Nov.  18,  the  Nebraska 
Heart  Association  in  conjunction  with  the 
Omaha  Health  Council  held  the  first  Car- 
diac-at-Work  Conference. 

Among  Nebraska  medical  men  on  the  pro- 
gram are  Drs.  J.  L.  Gedgoud,  Jerman  W. 
Rose,  F.  Lowell  Dunn,  C.  M.  Wilhelmj,  Ben- 
jamin B.  Wells,  Dwight  M.  Frost,  F.  G.  Gil- 
iick,  G.  P.  McArdle,  S.  L.  Magiera,  all  of 
Omaha,  and  Drs.  G.  W.  Covey  of  Lincoln  and 
0.  A.  Kostal  of  Hastings. 

The  scientific  session  was  planned  by  the 
Professional  Education  Committee  headed 
by  Dr.  Robert  L.  Grissom.  Planning  of  the 
Cardiac-at-Work  Conference  was  done  by 
the  Adult  Program  Committee  headed  by  Dr. 
S.  L.  Magiera.  There  was  no  registration 
fee  for  either  program  because  of  Heart 
Fund  Support. 

The  American  Heart  Association’s  31st 
Annual  Meeting  and  28th  Annual  Scientific 
Sessions  in  New  Orleans,  Oct.  22-28,  attract- 
ed more  than  2,000  physicians  and  medical 
students.  It  was  the  largest  medical  gather- 
ing ever  sponsored  by  the  Asociation  and 
its  first  held  independently  of  any  other  ma- 
jor medical  meeting. 

A former  Nebraskan,  Dr.  Edgar  V.  Allen 
was  chosen  the  new  President-elect  of  the 
American  Heart  Asociation.  The  Rochester, 
Minnesota  physician  was  elected  along  with 
Dr.  Irvine  H.  Page  of  Cleveland,  who  was 
installed  as  President.  Dr.  Allen  was  born 
in  Cozad,  Nebraska  in  1900  and  graduated 
from  the  University  of  Nebraska  College  of 
Medicine.  The  new  President,  Dr.  Page,  is 
Research  Director  at  the  Cleveland  Clinic. 

Dr.  Frederick  G.  Gillick  of  Omaha,  was 
chosen  for  a second  term  on  the  Council  on 
Community  Service  and  Education.  He  is 
Immediate  Past  President  of  the  Nebraska 
Heart  Asociation  and  Medical  Dean,  Creigh- 
ton University.  Dr.  Gillick  and  Mr.  Clar- 
ence Weisner,  an  Omaha  insurance  execu- 
tive, were  Nebraska’s  official  delegates.  Mr. 
John  Hermann,  Executive  Director  of  Ne- 
braska Heart  Asociation,  also  attended  the 
New  Orleans  meeting. 
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The  Month  in  Washington — 

If  advance  signs  mean  anything,  the 
Eisenhower  Administration  next  year  can  be 
expected  to  ask  Congress  for  substantially 
more  money  for  medical  research,  both  di- 
rect research  by  scientists  on  the  U.S.  pay- 
roll and  grants  to  others. 

Currently  the  federal  government  is 
spending  more  money  on  medical  research 
than  at  any  time  in  history — almost  $98 
million  through  the  National  Institutes  of 
Health  alone.  In  addition,  other  milions  are 
being  spent  on  medical  research  in  the  de- 
partment of  Defense,  Veterans  Administra- 
tion and  other  agencies.  Much  of  it  is  diffi- 
cult to  isolate  in  the  federal  budget. 

A special  committee  named  by  the  Nation- 
al Science  Foundation  at  the  request  of  for- 
mer Secretary  Hobby  has  been  at  work  for 
some  time  on  an  appraisal  of  HEW’s  medi- 
cal research  programs.  Its  report,  due  be- 
fore the  reconvening  of  Congress,  should  be 
valuable  to  both  the  administration  and  the 
appropriations  committees. 

A few  examples  of  what  is  happening  this 
year : 

National  Cancer  Institute  has  $24.8  mil- 
lion to  spend,  about  three  milion  more  than 
last  year,  with  two-thirds  going  out  in  grants 
to  non-federal  researchers.  National  Heart 
Institute  also  is  working  on  a much  more 
liberal  budget,  $18.7  million  in  contrast  to 
last  year’s  $16.6  million.  Because  of  the 
spectacular  publicity  now  being  given  to 
heart  research  as  a consequence  of  President 
Eisenhower’s  illness,  it  is  a foregone  conclu- 
sion that  next  year  this  institute  will  get 
a great  deal  more  money. 

The  Mental  Health  Institute  is  profiting 
by  the  largest  single  increase  of  any  re- 
search operation,  almost  $4  million,  from 
$14.1  to  $18  million.  Here  again  the  pros- 
pects are  for  a substantial  increase  next 
year;  problems  of  mental  health  are  receiv- 
ing much  public  attention,  a situation  that 
will  not  be  ignored  by  Congress.  Further- 
more, the  nationwide  survey  of  mental  health 
problems  now  about  to  get  under  way  will 
point  up  the  shortcomings  in  mental  health 
research,  and  be  an  additional  argument  for 
more  U.S.  dollars. 

All  the  other  research  institutes  also 
shared  in  last  session’s  Congressional  gen- 
erosity. The  Institute  of  Arthritis  and 
Metabolic  Diseases  has  about  $2.5  million 


more,  $10.7  million  instead  of  the  $8.2  mil- 
lion of  last  year.  The  Institute  for  Neuro- 
logical Diseases  and  Blindness  went  from 
$7.6  million  to  $9.86  million,  the  Microbio- 
logical Institute  from  $6.1  million  to  $7.5 
million,  and  the  Dental  Health  Institute  from 
$1.9  to  $2.1. 

As  has  been  customary  with  recent  Con- 
gresses, Senate  and  House  this  year  actual- 
ly voted  more  money  for  medical  research 
than  the  Bureau  of  the  Budget  permitted 
Public  Health  Service  to  request.  That  may 
not  be  the  situation  when  appropriation  bills 
come  up  next  session.  Secretary  Folsom  of 
the  Department  of  Health,  Education,  and 
Welfare  did  not  take  office  until  Congress 
was  about  to  adjourn  last  summer,  but  since 
then  he  has  repeatedly  gone  on  the  record 
in  favor  of  even  greater  U.S.  expenditures 
for  research.  In  October  Mr.  Folsom  de- 
clared : 

“.  . . Today  we  find  new  problems  and 
new  opportunities.  We  find  that  heart  dis- 
ease, cancer  and  arthritis,  are  taking  an  in- 
creasing toll.  And  so  today  as  a nation  we 
are  changing  our  lines  of  battle  to  fight  this 
increase  in  chronic  and  major  diseases.  All 
the  facts  point  to  one  great  need.  It  is  the 
need  for  more  research — to  learn  how  these 
chronic  diseases  are  started,  so  they  can  be 
prevented;  to  learn  to  detect  them  in  the 
early  stages,  so  they  can  be  cured.  . .” 

Again  in  November,  addressing  a confer- 
ence on  antibiotics,  Mr.  Folsom  struck  the 
same  key,  only  this  time  more  firmly.  Aft- 
er noting  that  the  U.S.  now  is  spending  over 
12  times  more  on  medical  research  than  it 
was  spending  in  1946,  he  declared:  “We 

must  seriously  consider  making  even  more 
funds  available  for  medical  research  to  bring 
even  greater  benefits  to  humanity.” 

NOTES:  The  Joint  Congressional  Com- 

mittee on  the  Economic  Report  may  have 
some  health  legislation  to  offer  next  year  as 
a result  of  a study  of  the  problems  of  the 
low-income  family,  including  methods  of 
paying  hospital,  physician  and  drug  bills. 

The  medical  and  criminal  problems  con- 
nected with  narcotic  addiction  have  occupied 
the  attention  of  two  Congressional  groups 
between  sessions,  subcommittees  of  the  Sen- 
ate Judiciary  Committee  and  the  House 
Ways  and  Means  Committee.  The  latter  is 
particularly  worried  over  abuses  it  claims 
to  have  discovered  in  the  use  of  barbiturates 
and  amphetamines. 


436 


Nebraska  S.  M.  J. 


Dr.  Frank  B.  Berry,  assistant  Defense 
Secretary  for  Health  and  Medical  matters,  in 
his  annual  report  warns  that  the  doctor  pro- 
curement problem  again  may  become  acute, 
despite  last  summer’s  two-year  extension  of 
the  act.  He  said  the  Department  may  not 
be  able  to  obtain  all  the  older  physicians  it 
needs  because  of  the  amendment  barring  the 
drafting  of  men  over  35  if  they  have  applied 
for  a medical  commission  and  been  rejected 
on  purely  physical  grounds.  Also,  Dr.  Berry 
thinks  the  ratio  of  3 physicians  per  1,000  of 
troops  may  be  too  narrow  a margin  for  safe- 
ty. 

News  from  Our  Medical  Schools 

University  Hospital  Autopsy  Rate — 

The  University  of  Nebraska  Hospital  had 
an  autopsy  rate  on  hospital  deaths  of  88% 
for  the  last  reporting  period.  The  list,  pub- 
lished in  the  Internship  and  Residency  Issue 
of  the  Journal  of  the  American  Medical  As- 
sociation of  Sept.  24,  ranks  University  Hos- 
pital 5th  among  non-federal  hospitals  with 
the  high-autopsy  rating. 

Comings  and  Goings — 

Dr.  Dwight  M.  Frost,  formerly  of  the  In- 
stitute of  Physical  Medicine  and  Rehabilita- 
tion at  N.Y.U.  Bellevue  Medical  Center,  has 
arrived  in  Omaha  to  assume  his  position  as 
Chairman  of  the  new  Department  of  Physi- 
cal Medicine  and  Rehabilitation  at  the  Uni- 
versity of  Nebraska  College  of  Medicine. 

Dr.  Carl  J.  Potthoff,  formerly  working 
half-time  at  the  Omaha-Douglas  County 
Health  Department,  has  just  taken  over  full- 
time duties  at  the  University  of  Nebraska 
College  of  Medicine  as  Director  of  the  De- 
partment of  Preventive  Medicine. 

Dr.  Chauncey  Bly,  Department  of  Path- 
ology and  Oncology  at  the  University  of 
Kansas  Medical  Center,  spoke  to  the  October 
5 College  of  Medicine  Convocation  on  “Can- 
cer Research.” 

Dr.  Mark  Lepper,  Department  of  Preven- 
tive Medicine  at  the  University  of  Illinois 
College  of  Medicine,  spent  October  11  and  12 
on  the  University  of  Nebraska  College  of 
Medicine  campus  consulting  with  the  staff 
and  taking  part  in  other  teaching  activities. 
He  spoke  to  the  Oct.  12  convocation  on  the 
“Limitations  of  Antibiotics  Therapy.” 


Future  Convocations — 

The  list  of  future  convocations  held  each 
Wednesday  at  1 :00  p.m.  and  open  to  the  pub- 
lic is  as  follows: 

Nov.  2 — Stewart  R.  Kirkpatrick,  Presi- 
dent Kirkpatrick-Pettis  Co.,  “Investments 
and  Securities.” 

Nov.  9 — Dr.  Vincent  C.  Kelley,  University 
of  Utah  ^College  of  Medicine,  “The  Newer 
Steroids.” 

Nov.  16 — Dr.  Charles  F.  Moon,  Professor 
of  Obstetrics  and  Gynecology,  University  of 
Nebraska  College  of  Medicine,  “History  of 
Medicine.” 

Nov.  30 — Dr.  Wilfred  Payne,  Dept,  of  Hu- 
manities, Omaha  U.,  “Simone  D.  Beauvoir.” 

Dec.  7 — Dr.  Donald  M.  Pace,  Director  of 
Institute  of  Cellular  Research,  U.  of  Nebr., 
“The  Production  of  Growth  Regulating  Sub- 
stances by  Cells.” 

Dec.  14 — Miss  Louise  Pound,  Prof.  Emer- 
itus, Dept,  of  English,  University  of  Nebras- 
ka, “Spoken  English  Today.” 

Jan.  4 — Dr.  Harold  Gifford,  Associate 
Professor  of  Ophthalmology,  U.  of  Nebraska 
College  of  Medicine,  “Sailing  and  Skiing.” 

Jan.  11 — Dr.  W.  V.  Lambert,  Dean  and 
Director  of  the  College  of  Agriculture,  U.  of 
Nebraska,  “Russian  Visit.” 

Jan.  18 — Master  Sergeant  Lincoln  Hos- 
dorff,  “Doctors  Draft,”  “Army  Internship 
and  Residency  Programs,”  “Army  Senior 
Medical  Student  Program.” 

Service  Grants  to  Faculty — 

$158,471  in  service  grants  has  recently 
been  awarded  to  members  of  the  faculty  of 
the  University  of  Nebraska  College  of  Medi- 
cine. 

Two  grants  from  the  National  Institute 
of  Health  have  been  awarded  to: 

Dr.  Archibald  Ross  McIntyre,  Chairman 
of  the  Department  of  Physiology  and  Phar- 
macology, for  continued  studies  on  glyco- 
sides, porphyrins  and  heart  muscle  metabo- 
lism . . . $5,000. 

Dr.  F.  Lowell  Dunn,  Professor  of  Internal 
Medicine,  $8,640  to  further  his  work  on 
short-distance  air-transmission  of  physiolog- 
ical signals, 

The  remaining  grants  from  the  U.S.  Dept, 
of  Public  Health  go  to: 
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Dr.  J.  S.  Latta,  Professor  and  Chairman 
of  the  Department  of  Anatomy,  $2,990  for 
continued  study  of  Morphogensis  of  the 
Nervous  System. 

Dr.  Kenneth  M.  Browne,  Associate  in  Neu- 
rological Surgery  and  Adjunct  Instructor  in 
Physiology  and  Pharmacology,  $9,030  for 
continued  study  of  “Hypophysectomy  and 
Hypothalmic  Lesions  in  Renal  Hypertensive 
Monkeys. 

Dr.  C.  L.  Wittson,  Professor  and  Chair- 
man of  the  Department  of  Neurology  and 
Psychiatry,  $23,197  for  Psychiatric  Nurs- 
ing, $15,000  Training  Grant  in  Psychiatry, 
and  $42,208  to  improve  the  Graduate  Pro- 
gram of  Training  in  Psychiatry. 

Dr.  Howard  B.  Hunt,  Professor  and  Chair- 
man of  the  Department  of  Radiology,  $25,- 
000  for  Cancer  Training  Program. 

Dr.  D.  C.  Fitzgerald,  Assistant  Professor 
of  Neurology  and  Psychiatry,  $2,400  for 
Training  Program  in  Clinical  Psychology. 

Dr.  F.  L.  Dunn,  Professor  of  Internal 
Medicine,  $25,000  for  Training  Grant  in 
Cardiovascular  Teaching. 

Announcements 

American  College  of  Physicians  to 
Meet  in  April — 

The  37th  Annual  Session  of  the  American 
College  of  Physicians  will  be  held  in  Los  An- 
geles April  16th  through  the  20th,  1956. 
There  will  be  the  usual  excellent  scientific 
programs.  In  addition  to  the  accompanying 
entertainment  by  the  L.  A.  Philharmonic 
Orchestra,  “Light  Entertainment”  at  the 
Moulin  Rouge,  President’s  reception  and 
dance,  and  a Film  Celebrity  Show,  there  will 
be  many  other  things  to  see  and  to  do.  The 
wives  will  be  abundantly  entertained,  in 
“Fabulous  Los  Angeles.” 

Pan  American  Ophthalmologists  to 
Convene  in  Chile — 

The  Fifth  Pan  American  Congress  of  Oph- 
thalmologists will  be  held  in  Santiago,  Chile, 
January  9 to  14,  1956,  under  the  auspices  of 
the  Pan  American  Association  of  Ophthal- 
mology. Dr.  Moacyr  E.  Alvaro  of  Sao 
Paula,  Brazil,  is  the  president  of  the  asso- 
ciation. There  will  be  eleven  symposia  with 
speakers  from  both  North,  Central,  and 
South  America  participating.  Collagen  dis- 
eases, glaucoma  of  various  types,  detach- 


ment of  the  retina,  tropical  diseases  and 
many  other  interesting  subjects  will  be  con- 
sidered. 

Postgraduate  Refresher  Course  in  Surgery — 

The  University  of  Kansas  School  of  Medi- 
cine announces  its  Eleventh  Annual  Post- 
graduate Refresher  Course  in  “Surgery,”  to 
be  offered  January  16  to  19,  1956,  at  the 
K.U.  Medical  Center  in  Kansas  City,  Kansas. 
The  program  will  include  operative  clinics 
with  color  television,  cine  clinics,  ward 
walks,  basic  sciences  in  surgery,  and  surg- 
ical treatment  of  injury  and  cancer. 

A fee  of  $60.00  will  be  charged.  Program 
announcements  and  registration  cards  can 
be  obtained  from  the  Department  of  Post- 
graduate Medical  Education,  University  of 
Kansas  Medical  Center,  Kansas  City  12, 
Kansas. 

A.M.A.  Publishes  Booklet  on  Relations 
Between  Doctors  and  Hospitals — 

Just  off  the  presses  is  a new  pamphlet  on 
the  relationship  of  physicians  and  hospitals 
published  by  the  A.M.A.’s  Council  on  Medi- 
cal Service.  Entitled,  “Relation  of  Physi- 
cians and  Hospitals,”  this  16-page  booklet 
contains:  (1)  “Guides  for  Conduct  of  Physi- 
cians in  Relationships  with  Institutions” 
(adopted  by  the  House  of  Delegates  in  De- 
cember, 1951),  and  (2)  “Report  of  the  Joint 
Committee  on  Hospital-Physician  Relation- 
ships of  the  Boards  of  Trustees  of  the  Amer- 
ican Medical  Association  and  the  American 
Hospital  Association”  (adopted  by  the  House 
of  Delegates  in  June,  1953). 

Since  the  House  of  Delegates  adopted  the 
position  that  the  1953  report  should  be  con- 
sidered a supplement  to  the  1951  report, 
both  statements  constitute  official  A.M.A. 
policy  on  this  subject  and  are  reprinted  in 
this  edition.  Medical  societies,  hospital 
staffs  and  individual  physicians  may  secure 
copies  from  the  Council. 

Human  Interest  Tales 

Dr.  Edward  Slavik,  Platte  Center,  has 
moved  to  Omaha. 

Dr.  Melvin  Hoyt  has  moved  his  medical 
offices  from  Palisade  to  Trenton. 

Dr.  Fred  Harb,  Cairo,  recently  opened  his 
newly  completed  clinic  building  in  that  city. 

Dr.  R.  T.  Mauer,  Omaha,  recently  was 


438 


Nebraska  S.  M.  J. 


named  a fellow  in  the  American  College  of 
Angiology. 

Dr.  James  E.  Ryder,  Omaha,  was  recently 
elected  president  of  the  Omaha  Catholic 
Physicians  Guild. 

Dr.  F.  P.  Dorsey,  Hartington,  has  begun 
limited  practice  again  following  a heart  at- 
tack in  July  of  this  year. 

Dr.  George  Place,  Lincoln,  has  been  elect- 
ed president  of  the  medical  staff  of  Provi- 
dence Hospital  in  Lincoln. 

Dr.  M.  B.  Francis,  Bellevue,  recently 
moved  into  his  new  medical  office  at  210 
East  19th  Street  in  that  city. 

Mr.  Richard  Marvel,  former  state  senator, 
has  been  elected  chairman  of  the  Hastings 
State  Hospital  Advisory  Board. 

Dr.  R.  L.  Grissom,  Omaha,  made  a recent 
trip  to  Santa  Fe,  New  Mexico,  to  attend  a 
meeting  of  the  Markle  Scholars. 

Drs.  Fred  J.  Rutt  and  D.  W.  Kingsley, 
Hastings,  have  recently  moved  into  their 
newly  completed  medical  offices. 

Dr.  C.  N.  Sorensen,  Scottsbluff,  was  the 
featured  speaker  at  the  regular  weekly  meet- 
ing of  the  Mitchell  Kiwanis  Club. 

Dr.  Floyd  Ring,  Omaha,  was  the  guest 
speaker  at  a recent  meeting  of  the  Kadimah 
Chapter  of  Pioneer  Women  in  Omaha. 

Dr.  E.  B.  Reed,  Lincoln,  was  the  featured 
speaker  at  a regular  meeting  of  the  Lan- 
caster Society  of  Medical  Technologists. 

Dr.  Mark  H.  Lepper,  Chicago,  was  the 
guest  speaker  at  the  October  meeting  of  the 
Omaha-Douglas  County  Medical  Society. 

Dr.  Charles  James,  Omaha,  spoke  on 
“Atomic  Medicine,”  at  a recent  meeting  in 
Fremont  of  the  Tri-County  Medical  Society. 

Dr.  Richard  W.  Gray,  Lincoln,  has  been 
named  acting  superintendent  of  the  Hastings 
State  Hospital  by  the  State  Board  of  Con- 
trol. 

Dr.  George  H.  Misko,  Lincoln,  was  recent- 
ly elected  to  a second  term  as  president  of 
the  staff  of  St.  Elizabeth  Hospital  in  Lin- 
coln. 

Dr.  J.  F.  Gardiner,  Omaha,  gave  a talk  re- 
cently before  the  Mississippi  Valley  Tru- 
deau Society  at  their  meeting  in  Des  Moines, 
Iowa. 

Dr.  Harold  Gentry,  Gering,  was  the  guest 
speaker  at  a meeting  of  the  Northwestern 


Nursing  Home  association  held  in  Scotts- 
bluff. 

Dr.  Val  Verges,  Norfolk,  has  returned 
home  after  a month  of  postgraduate  sur- 
gical training  at  the  Harvard  Medical 
School. 

Dr.  J.  A.  Lanspa,  Tecumseh,  has  closed  his 
office  and  hospital  in  that  city  to  take  a po- 
sition with  the  Veterans  Hospital  in  Rose- 
burg,  Oregon. 

Dr.  George  L.  John,  Lexington,  has  moved 
to  Schuyler  where  he  has  purchased  the 
equipment  and  rented  the  clinic  building  of 
Dr.  L.  C.  Kavan. 

Dr.  Floyd  0.  Ring,  Omaha,  has  been  ap- 
pointed an  associate  in  neurology  and  psy- 
chiatry at  the  University  of  Nebraska  Col- 
lege of  Medicine. 

Dr.  Albertus  F.  Dodson,  Denver,  has  re- 
cently completed  a residency  in  that  city  and 
has  moved  to  Hastings,  where  he  will  open 
his  medical  office. 

Dr.  L.  C.  Kavan,  Schuyler,  has  closed  his 
medical  office  in  that  city  and  has  moved  to 
Toledo,  Ohio,  where  he  has  accepted  a resi- 
dency in  urology. 

Dr.  Janet  Palmer,  Lincoln,  was  a featured 
speaker  at  the  District  IV  convention  of  the 
Nebraska  State  Education  Association  held 
in  Kearney  in  October. 

Dr.  Herman  Jahr,  Omaha,  was  in  attend- 
ance at  the  recent  meeting  of  the  National 
Conference  on  Physicians  and  Schools  held 
in  Highland  Park,  Illinois. 

Dr.  Bruce  F.  Claussen  recently  moved  to 
his  former  home  town  of  North  Platte  where 
he  is  associated  with  Dr.  Glen  F.  Waltemath 
in  the  practice  of  medicine. 

Dr.  Olgesby  Paul,  from  the  University  of 
Illinois,  was  the  principle  speaker  at  the  Ne- 
braska Heart  Association’s  fall  scientific 
sessions  held  in  November  in  Omaha. 

Dr.  and  Mrs.  W.  A.  Cassidy,  Omaha,  are 
home  again  after  a six-week  trip  through 
Europe.  Dr.  Cassidy  also  attended  the  meet- 
ing of  the  World  Medical  Association. 

Dr.  J.  R.  Schenken,  Omaha,  recently  at- 
tended the  joint  meeting  of  the  American 
Society  of  Clinical  Pathologists  and  the  Col- 
lege of  American  Pathologists  held  in  Chi- 
cago. 

Dr.  J.  P.  Tollman  and  James  W.  Benja- 
min, Omaha,  were  in  attendance  at  the  66th 
Annual  Meeting  of  the  Association  of  Amer- 
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lean  Medical  Colleges  at  Swampscott,  Massa- 
chusetts. 

Dr.  John  J.  Freymann,  Omaha,  was  ad- 
mitted to  an  Omaha  hospital  in  October. 
Hospital  reports  at  that  time  indicated  that 
the  general  condition  of  Dr.  Freyman  was 
improving. 

Drs.  Cecil  Wittson,  Harold  R.  Martin, 
Jackson  Smith,  Omaha,  attended  the  7th 
Mental  Hospital  Institute  of  the  American 
Psychiatric  Association  in  October,  in  Wash- 
ington, D.C. 

Dr.  Edmund  A.  Smolik,  St.  Louis,  Mis- 
souri, was  the  guest  speaker  at  the  first  an- 
nual Eben  J.  Carey  Memorial  Lecture,  es- 
tablished by  the  Creighton  University  School 
of  Medicine. 

Dr.  Louis  Gilbert  and  Dr.  Edward  Stika, 
Lincoln,  attended  the  recent  annual  conven- 
tion of  the  South  Central  Section  of  the 
American  Urological  Association  in  San  An- 
tonio, Texas. 

Dr.  Gordon  E.  Sawyers  and  family  are 
now  located  in  North  Platte  where  Dr.  Saw- 
yers has  opened  his  medical  office.  The 
Sawyers  are  former  residents  of  Kansas 
City,  Missouri. 

Dr.  G.  Lee  Sandritter,  Hastings,  has  re- 
signed as  superintendent  of  the  Hastings 
State  Hospital  and  has  moved  to  Medical 
Lake,  Washington,  where  he  has  accepted 
a similar  position. 

Dr.  and  Mrs.  F.  W.  Niehaus,  Omaha,  have 
recently  returned  home  after  a two-month 
European  tour.  While  abroad,  Dr.  Niehaus 
attended  the  World  Medical  Association 
meeting  in  Vienna. 

Dr.  Arthur  W.  Anderson,  Jr.,  of  Lexing- 
ton, recently  received  his  discharge  after  a 
3-year  tour  of  the  Navy,  and  has  taken  a 
residency  in  Psychiatry  at  the  Menninger 
Clinic,  Topeka,  Kansas. 

Dr.  LeRoy  Lee,  Omaha,  recently  presented 
a paper  on  “Topical  Urethral  Anesthesis 
With  Cyclaine  Gel”  at  the  meeting  of  the 
South  Central  Section  of  the  American 
Urological  Association  at  San  Antonio,  Texas. 

The  New  Orleans  Graduate  Medical  As- 
sembly is  planning  a post-clinical  tour  of  the 
West  Indies  and  Central  America,  leaving 
March  2,  If  you  are  interested  please  con- 
tact Mrs.  Irma  B.  Sherwood,  The  New  Or- 
leans Graduate  Medical  Assembly,  Room 
103,  1430  Tulane  Avenue,  New  Orleans,  Lou- 
isiana. 


BOOK  REVIEW 
National  Formulary  X' — 

The  American  Pharmaceutical  Association  is 
proud  to  announce  the  publication  of  the  Tenth 
Edition  of  the  National  Formulary.  This  official 
compendium  represents  the  combined  efforts  of  hun- 
dreds of  different  practitioners  of  pharmacy  includ- 
ing hospital,  retail,  manufacturing,  academic,  and 
scientific  groups.  It  is  the  product  of  five  years 
of  intensive  work  by  the  Committee  on  National 
Formulary  of  the  American  Pharmaceutical  Asso- 
ciation and  advisory  committees. 

The  unprecedented  number  of  243  items  have  been 
deleted  from  this  edition.  This  indicates  a sincere 
desire  on  the  part  of  the  pharmaceutical  profession, 
in  cooperation  with  the  medical  profession,  to  keep 
pace  with  the  rapid  rate  at  which  drugs  are  becom- 
ing obsolete.  Not  overlooking,  however,  the  fact 
that  many  well-established  drugs  and  preparations 
continue  to  be  of  sufficient  therapeutic  value  to  war- 
rant official  standard  status,  the  National  Formu- 
lary Committee  admitted  to  the  Tenth  Edition  spe- 
cifications for  131  of  the  160  drugs  and  preparations 
deleted  from  the  previous  revision  of  the  United 
States  Pharmacopeia.  Such  drugs  and  dosage  forms 
include  boric  acid  ointment,  codeine  sulfate,  digi- 
talis tincture,  ephedrine  hydrochloride,  hydriodic 
acid  syrup,  ox  bile  extract,  pancreatin,  several  sul- 
fonamides, and  theobromine  in  combination  with 
salicylates  and  acetates.  This,  no  doubt,  was  done 
in  the  belief  that  a great  number  of  those  drugs 
omitted  from  the  U.S.P.  will  still  be  in  use  for  a 
number  of  years  to  come.  Also,  in  the  N.F.  X,  128 
of  the  733  monographs  included  in  the  publication 
cover  other  important  drugs  which  would  otherwise 
have  no  official  status.  Among  these  are  ampheta- 
mine phosphate,  inositol,  mephenesin,  protamine 
sulfate  for  injection,  some  sulfonamide  combinations, 
and  several  types  of  tocopherol.  Such  action  obvi- 
ously follows  the  established  precedent  that  the  of- 
ficial standards,  the  United  States  Pharmacopeia 
and  the  National  Formulary  together,  cover  the 
widest  possible  range  of  standardization  in  modem 
drugs  and  preparations. 

In  this  age  of  multiplicity  of  names  of  pharma- 
ceutical preparations  on  the  market,  the  need  for 
official  standards  is  far  more  acute  than  it  ever  has 
been  in  the  past. 

The  National  Formulary  X can  be  obtained  from 
J.  B.  Lippincott  Company,  Philadelphia  5,  Pennsyl- 
vania or  from  wholesale  pharmacists  and  university 
book  stores,  at  $9.00  per  copy. 

DANIEL  F.  MORAVEC. 


Know  Your 
Blue  Shield  Plan 


More  than  1,000  Nebraska  physicians 
have  signed  the  participating  physicians’ 
agreement  which  pertains  to  the  Preferred 
Blue  Shield  membership  contract.  There 
are  now  about  3,000  members  enrolled  for 
the  higher-benefit  coverage. 

A booklet,  “The  Practice  of  Medicine — A 
Profession  and  a Business”  will  soon  be 
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mailed  to  all  physicians.  Prepared  in  co- 
operation with  the  Medicolegal  Advice  Com- 
mittee of  the  Nebraska  State  Medical  Asso- 
ciation, the  20-page  booklet  contains  infor- 
mation helpful  to  physicians  in  the  mainten- 
ance of  proper  office  records.  Accounting 
systems,  taxes,  insurance,  and  suggestions 
for  avoiding  malpractice  suits  are  discussed 
in  the  booklet. 

SERVICE  SUMMARY 
First  Nine  Months  — 1955 

Blue  Cross  Blue  Shield 

Number  of  Cases, 

Jan.  1-Oct.  1,  1955..  28,428  54,291 

Amount  Paid. 

Jan.  1-Oct.  1,  1955. .$2,042, 404  $1,448,456 

Number  of  Members, 

Oct.  1,  1955  217,771  193,721 

Benefit  payments  made  by  Nebraska  Blue 
Shield  have  averaged  $150,000  a month  dur- 
ing 1955,  and  claims  for  services  have  aver- 
aged 6,000  a month.  It  is  expected  that  pay- 
ments for  the  year  will  amount  to  about 
$1,900,000. 

Physicians  representing  fourteen  county 
medical  societies  in  the  central  and  western 
sections  of  the  state  attended  the  conference 
of  Blue  Shield  Liaison  Committees  Novem- 
ber 10  at  Hotel  Pawnee  at  North  Platte. 
Purpose  of  the  meeting  was  to  discuss  recent 
and  proposed  expansion  of  coverage  and  to 
hold  open  discussions  on  physician  - Blue 
Shield  relationships.  Invitations  had  been 
issued  to  all  physicians  in  the  Eighth 
through  Twelfth  Councilor  Districts.  Dr. 
Harry  A.  Jakeman,  Fremont,  Chairman  of 
the  Prepayment  Medical  Care  Committee  of 
the  Nebraska  State  Medical  Association  pre- 
sided at  the  afternoon  session.  Speakers 
were  Dr.  C.  H.  Heider,  North  Platte;  Dr. 
John  E.  Courtney,  Omaha;  Dr.  Glen  E.  Pe- 
ters, Randolph;  E.  K.  McDermott,  Omaha; 
and  Lawrence  C.  Wells,  Chicago.  Speakers 
for  the  after-dinner  session  were  Dr.  Fay 
Smith,  Imperial,  and  M.  C.  Smith,  Lincoln. 


The  incidence  of  tuberculosis  is  much  higher 
among  medical  students  than  among  similar  groups 
of  young  adults  in  the  general  population.  The 
primary  complex  is  not  necessarily  benign.  There 
is  much  evidence  that  it  may  directly  precede  pro- 
gressive pulmonary  tuberculosis  or  any  complication, 
and  therefore  a re-evaluation  of  so-called  minimal 
or  benign  disease  seems  necessary.  William  A. 
Abruzzi,  Jr.,  M.D.,  and  Rufus  J.  Hummel,  M.D., 
The  New  England  J.  of  Med.,  April  23,  1953. 


The  Woman's  Auxiliary 

Note  to  the  Ladies : Your  editor  is  con- 
trite in  his  apologies  for  the  absence  of  your 
section  in  the  November  issue.  He  was 
a-hunting.  He  arranged  to  have  all  Journal- 
mail  forwarded  from  the  office.  He  forgot 
about  that  coming  to  his  residence.  Well, 
anyhow,  you  get  twice  as  much  space  this 
month ! 

NOVEMBER 

PRESCRIBE 

TODAY’S  HEALTH 
for 

YOURSELF 

and 

YOUR  PATIENTS 

One  of  the  most  important  functions  of  a 
physician  is  that  of  teacher.  The  very  term, 
Doctor,  implies  this  for  it  comes  from  the 
Latin  word  meaning  teacher.  Unfortunate- 
ly the  physician  hasn’t  sufficient  time  to 
teach  his  patient  or  the  relative  of  his  pa- 
tient everything  he  would  like  them  to  know 
about  health  and  disease.  This  is  particu- 
larly unfortunate  because  people  are  show- 
ing greater  interest  in  matters  pertaining  to 
health.  Interest  is  evidenced  by  the  great 
number  of  articles  in  the  newspapers  and 
lay  publications  relating  to  health  and  work 
of  physicians.  Many  of  these  are  very  good. 
Many  are  mediocre,  and  some  are  not  repre- 
sentative of  medical  opinion  and  are  without 
scientific  foundation. 

The  American  Medical  Association  has 
recognized  a need  for  presenting  authorita- 
tive material  to  the  public.  One  publication 
of  the  A.M.A.  prepared  for  this  purpose  is 
the  monthly  magazine  called  TODAY’S 
HEALTH.  Although  this  magazine  is  aimed 
primarily  for  lay  consumption,  articles  con- 
tained therein  are  of  great  value  to  physi- 
cians. 

If  a physician  takes  his  role  of  teacher 
seriously,  there  is  no  better  way  to  work  in 
this  direction  than  by  subscribing  to  TO- 
DAY’S HEALTH  and  by  making  it  available 
to  patients  in  the  office.  Physicians  like- 
wise would  do  well  to  advise  their  patients 
and  friends  to  subscribe  to  this  most  worth- 
while publication.  The  regular  price  of  TO- 
DAY’S HEALTH  is  $3.00  per  year.  To 
physicians,  the  price  is  $1.50.  One  of  the 
purposes  of  the  Woman’s  Auxiliary  is  to  see 
that  this  magazine  gets  as  wide  a circulation 
as  possible.  If  you  wish  to  subscribe,  please 
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get  in  touch  with  the  president  of  your  coun- 
ty auxiliary,  or  with  Mrs.  Edwin  D.  Lyman, 
Today’s  Health  Chairman  for  the  state  aux- 
iliary. Her  addres  is  2129  South  62nd  St., 
Omaha.  Your  county  auxiliary  will  be  cred- 
ited with  your  subscription. 

May  we  hear  from  YOU  soon? 

BE  IT  RESOLVED  by  the  Board  and  Mem- 
bers of  the  Woman’s  Auxiliary  to  the  Ne- 
braska State  Medical  Association: 

1.  That  the  association  and  its  members 
promote  a nurse  recruitment  program 
through  our  schools,  clubs,  and  civic  pro- 
grams ; 

2.  That  we  support  and  encourage  partici- 
pation in  the  American  Medical  Education 
Foundation ; 

3.  That  we  encourage  the  assumption  of 
leadership  in  civic  organizations  by  our  mem- 
bers; 

4.  That  we  study  with  interest  current 
legislation,  both  local  and  national,  par- 
ticularly that  legislation  which  deals  with 
the  Medical  Profession; 

5.  That  we  combat  adverse  criticism  of 
the  Salk  Vaccine  by  publicly  demonstrating 
our  confidence  in  American  research  pro- 
grams ; 

6.  That  we  participate  in  and  encourage 
safety  programs ; 

7.  That  we  express  our  appreciation  to 
Dr.  W.  E.  Wright  for  his  inspiration  and 
guidance  during  his  term  as  president  of  the 
Nebraska  State  Medical  Association; 

8.  That  these  resolutions  be  printed  in  the 
Nebraska  State  Medical  Journal. 

MRS.  L.  D.  CHERRY, 

Resolutions  and  Revision  Chairman. 

The  Adams  County  Medical  Society  and 
Auxiliary  met  in  September  at  the  Hastings 
State  Hospital  for  the  first  meeting  of  the 
season. 

At  the  Auxiliary  business  session,  Mrs.  G. 
Lee  Sandritter,  president,  introduced  Mrs. 
Albert  Pavelka,  assistant  director  of  nurs- 
ing education  at  the  Mary  Lanning  Memorial 
Hospital,  who  spoke  on  “Nurse  Recruit- 
ment.” She  told  of  the  possibility  of  form- 
ing a group  for  young  girls  who  are  inter- 
ested in  taking  nurse  training. 

Doctors’  wives  present  as  guests  were 
Mrs.  Ernest  Lorence  of  the  Naval  Ammuni- 


tion Depot,  Mrs.  Thomas  Lucas  and  Mrs. 
Frank  Kamm  of  Blue  Hill. 

The  annual  fall  board  meeting  of  the 
Woman’s  Auxiliary  to  the  Nebraska  State 
Medical  Association  was  held  in  September 
at  the  Cornhusker  Hotel,  Lincoln,  Nebraska. 

There  was  a coffee  hour  between  9 :30  and 
10:00.  The  meeting  convened  at  10:00  a.m. 
Luncheon  was  served  at  12  :30.  Mrs.  Lynn 
Sharrar  of  Lincoln,  President  of  the  Wom- 
an’s Auxiliary  to  the  Nebraska  State  Medi- 
cal Association  presided. 

Mrs.  Lynn  Sharrar,  president,  and  Mrs. 
George  Robertson,  president-elect,  will  at- 
tend the  Presidents’  Council  and  Conference 
in  Chicago,  November  1,  2,  and  3. 

MRS.  DONAL  L.  PURVIS, 

Publicity  Chairman. 

The  fall  meeting  of  the  Lancaster  County 
Medical  Auxiliary  board  met  on  September 
22,  at  a coffee  at  the  home  of  the  president, 
Mrs.  Howard  Mitchell. 

Other  officers  for  1955-56  are : Vice  Pres- 
ident, Mrs.  H.  V.  Munger;  Secretary,  Mrs. 
Verne  Pfeifer;  Treasurer,  Mrs.  Fred  Web- 
ster. 

The  opening  meeting  of  the  year  was  held 
on  October  10,  1955  at  the  Nurse’s  Home  at 
Bryan  Memorial  Hospital.  A most  timely 
program  on  Civil  Defense  was  presented  by 
Mrs.  John  Scott  and  Mrs.  D.  S.  Rausten. 

DECEMBER 

Report  of  the 

TWELFTH  ANNUAL  CONFERENCE 
of  the  State  Presidents,  Presidents- 
Elect  and  National  Committee 
Chairmen 

Mrs.  George  Robertson,  your  president- 
elect, and  I were  in  Chicago  last  week,  No- 
vember 1-3,  to  attend  the  Annual  Confer- 
ence of  the  State  Presidents,  Presidents- 
Elect  and  National  Committee  Chairmen. 

It  is  truly  a privilege  to  attend  such  a 
conference  and  have  the  opportunity  of 
meeting  other  auxiliary  members  from  all 
over  the  United  States.  Mrs.  Lawson,  our 
National  President,  is  a charming  woman 
and  a lovely  hostess — she  has  a warm  per- 
sonality enhanced  by  a soft  Arkansas-ac- 
cent.  Mrs.  Robert  Flanders,  president-elect, 
who  presided  at  the  meeting,  is  equally  hos- 
pitable and  gracious.  She  is  the  type  of  per- 
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son  you  feel  you  have  known  a long  time 
shortly  after  meeting  her. 

The  business  order  of  the  conference  is 
similar  to  that  of  our  county  and  state  board 
meetings.  However,  at  the  conference, 
there  is  more  time  available  to  analyze  and 
discuss  each  phase  of  auxiliary  activity. 
Each  national  chairman  acts  as  a moderator 
for  a panel  on  the  work  covered  by  her  com- 
mittee. A panel  is  composed  of  several  state 
presidents  and  two  or  three  resource  au- 
thorities, usually  doctors  or  lawyers,  from 
the  office  of  the  A.M.A.  The  state  presi- 
dents give  three-minute  papers  on  some  spe- 
cific phase  of  the  topic  in  question  following 
wdiich  there  is  a question  and  answer  period 
conducted  by  the  men  on  the  panel.  After 
hearing  the  papers  given  by  the  auxiliary 
members,  the  speeches  by  the  resource  au- 
thorities, and  the  question  and  answer  peri- 
od, one  feels  she  has  a clear-cut  picture  of 
how  the  A.M.A.  would  have  us  present  the 
work  to  our  auxiliaries  and  to  the  public. 

The  meeting  was  held  in  the  Ballroom  of 
the  Hotel  Drake.  Registration  began  at 
9 :00  a.m.  on  Tuesday  morning,  and  the  meet- 
ing was  called  to  order  by  the  President  at 
9 :45  a.m.  Dr.  Ernest  Howard,  Assistant 
Secretary  of  the  A.M.A.,  gave  the  first  ad- 
dress on  “Social  Security  Disability  Bene- 
fits.M This  was  a very  interesting  and  en- 
lightening discussion  on  a pending  bill  that 
you  will  hear  about  in  length  from  your 
legislative  chairmen  at  a later  date. 

The  panels  were  as  follows : 

Organization  Panel : Moderator,  Mrs. 

Paul  C.  Craig,  First  Vice  President  and 
Chairman  of  the  Organization  Committee. 
Participants:  Mrs.  Mervin  Glover,  Virginia; 
Mrs.  Roy  Douglass,  Tennessee;  Mrs.  Chas. 
Flynn,  Iowa;  Mrs.  Warren  W.  Young,  Illi- 
nois; Mrs.  Ward  Bushart,  Kentucky;  Mrs. 
Harold  Fesler,  Minnesota. 

Mental  Health  Panel:  Mrs.  Richard  Stov- 
er, Chairman  Mental  Health,  Moderator. 
Participants:  Mrs.  Lawrence  C.  Barrett, 
Wyoming;  Mrs.  Andrew  C.  Ruoff,  New  Jer- 
sey; Mrs.  Aaron  E.  Gargulis,  New  Mexico; 
Mrs.  James  H.  Makoney,  North  Dakota; 
Mrs.  J.  S.  Haley,  Colorado. 

American  Medical  Education  Foundation 
Panel : Moderator,  Mrs.  Frank  Gastineau, 

Chairman  A.M.E.F.  Committee.  Partici- 
pants : Mrs.  Matthew  N.  Hosmer,  California ; 
Mrs.  J.  Winford  Mather,  Indiana ; Mrs.  Faris 


Pfister,  South  Dakota;  Mrs.  W.  G.  Thuss, 
Alabama;  Mrs.  Stanley  L.  Hardy,  Nevada. 

Civil  Defense  Panel : Moderator,  Mrs. 

Paul  E.  Rauschenbach,  Chairman  Civil  De- 
fense Committee.  Participants:  Mrs.  John 
C.  Angley,  Massachusetts;  Mrs.  Robert.  C. 
Major,  Georgia;  Mrs.  Martin  Norgore, 
Washington;  Mrs.  Jules  Myron  Davidson, 
Louisiana;  Mrs.  Landon  Abernethy,  Ver- 
mont. * 

Bulletin  Forum:  Editorial  — Mrs.  James 
P.  Simonds,  Chairman  Publications  Com- 
mittee and  Mrs.  E.  M.  Egan,  Co-Chairman 
Publications  Committee ; Circulation — Mrs. 
Geo.  Cooperrider,  Chairman  Bulletin  Com- 
mittee. 

All  members  of  the  Conference  were  in- 
vited to  a get-together  in  the  suite  of  the 
president  and  the  president-elect  from  5:30 
to  7 :30  Tuesday  evening.  Everyone  had  been 
asked  to  bring  a copy  of  her  favorite  recipe 
to  this  party.  Mrs.  Gastineau  collected  the 
recipes  and  will  have  them  compiled  into 
a cookbook  which  will  be  sold  to  raise  funds 
for  the  A.M.E.F.  You  will  all  have  an  op- 
portunity to  buy  these  books  and  help  the 
cause.  It  will  be  a unique  cook  book  full  of 
choice  recipes  from  all  corners  of  the  coun- 
try. 

Wednesday  morning  the  meeting  was 
called  to  order  again  at  9 :15  a.m.  We  heard 
these  panels  discussed : 

Today’s  Health  Panel:  Moderator,  Mrs. 

Rodnay  Stoltz,  Chairman  T.H.  Committee. 
Participants:  Mrs.  Harvey  Craig  May,  North 
Carolina;  Mrs.  Frank  B.  Leitz,  Missouri; 
Mrs.  E.  C.  Mohler,  Oklahoma;  Mrs.  Elmo 
Eddington,  Utah. 

Program  Panel : Moderator,  Mrs.  John 
Chenault,  Chairman  Program  Committee. 
Participants : Mrs.  Patrick  Durkin,  Rhode 
Island;  Mrs.  Chas.  R.  May,  Jr.,  South  Caro- 
lina; Mrs.  Gerald  W.  LeVan,  Maryland;  Mrs. 
John  T.  Gray,  Arkansas;  Mrs.  L.  D.  Jacob- 
son, Oregon;  Mrs.  Karl  F.  Ritter,  Ohio. 

Legislation  Panel:  Moderator,  Mrs. 

Charles  L.  Goodhand,  Chairman  Legislation 
Committee.  Participants : Mrs.  Lawrence 
A.  Rapee,  District  of  Columbia;  Mrs.  War- 
ren H.  Butterfield,  New  Hampshire;  Mrs. 
John  J.  Boersma,  Wisconsin;  Mrs.  Paul  War- 
den, West  Virginia;  Mrs.  Barrett  Nelson, 
Kansas;  Mrs.  Joseph  McCracken,  Texas. 

Recruitment  Panel : Moderator,  Mrs.  C. 
R.  Pearson,  Chairman  Committee  on  Nurse 
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Recruitment.  Participants:  Mrs.  Max  Car- 
ver, Idaho;  Mrs.  R.  Carter  O’Ferral,  Missis- 
sippi ; Mrs.  Dexter  Clough,  Maine ; Mrs.  Del- 
bert MacGregor,  Michigan;  Mrs.  Roy  He- 
witt, Arizona;  Mrs.  L.  E.  Sharrar,  Nebraska. 

Symposium : History,  Finance,  Parliamen- 
tary Procedures,  Reference,  Revisions.  Par- 
ticipants : Mrs.  Geo.  H.  Garrison,  Treasurer ; 
Mrs.  Jay  G.  Linn,  Finance  Secretary;  Mrs. 
Jesse  D.  Hamer,  Chairman  History  Commit- 
tee; Mrs.  Arthur  A.  Held,  Parliamentarian; 
Mrs.  Rollo  K.  Packard,  Chairman  Reference 
Committee;  Mrs.  David  B.  Allman,  Chair- 
man Revisions  Committee. 

Public  Relations  Panel:  Moderator,  Mrs. 
F.  Erwin  Tracy,  Chairman  Public  Relations 
Committee.  Participants:  Mrs.  Richard  W. 
Comegys,  Delaware;  Mrs.  Samuel  S.  Lom- 
bardo, Florida;  Mrs.  Isadore  Zadek,  New 
York;  Mrs.  John  Wagner,  Pennsylvania; 
Mrs.  Arnold  E.  Ritt,  Montana;  Mrs.  Norman 
J.  Barker,  Connecticut. 

Thursday  we  were  taken  on  a tour  of  the 
A.M.A.  headquarters  building.  This  tour 
covered  the  nine  floors  of  the  building  where 
we  saw  the  vast  medical  library ; laboratories 
where  foods,  cosmetics  and  patent  medicines 
are  checked;  as  well  as  the  printing  offices 
where  Today’s  Health  and  other  publications 
are  printed.  There  are  between  900  and 
1,000  employees  working  on  the  many  and 
varied  activities  carried  on  by  the  A.M.A. 
After  our  tour  we  saw  several  short  movies 
on  Medical  Education,  Medical  Technolo- 
gists’ Careers,  and  Automotive  Crash  In- 
juries. We  were  guests  of  the  A.M.A.  for 
lunch  and  so  ended  our  conference. 

Copies  of  all  speeches  will  be  found  in  the 
January  issue  of  the  Bulletin.  By  reading 
these  speeches  you  too  will  enjoy  the  en- 
thusiasm and  inspiration  of  all  the  partici- 
pants as  we  did.  Our  sincere  thanks  to  the 
auxiliary  for  making  our  trip  possible — we 
feel  we  have  gained  a great  deal  from  the 
conference. 

MRS.  LYNN  SHARRAR, 

President,  Woman’s  Auxiliary. 

Nebraska  State  Medical  Assn. 

Committee  chairmen  were  appointed  at  the 
first  fall  meeting  of  the  Tri-County  Medical 
Auxiliary  meeting  at  the  Fremont  Golf  Club. 
The  session  followed  a joint  supper  with 
their  Tri-County  Medical  Association. 

iVppointed  were  Mrs.  Robert  Reeder,  pub- 
licity and  program;  Mrs.  George  Haslam, 


legislation;  Mrs.  Robert  Sorensen,  nurse  re- 
cruitment; Mrs.  A.  J.  Merrick,  Today’s 
Health;  Mrs.  Rudy  Sievers  of  Blair,  civil  de- 
fense and  safety,  and  Mrs.  D.  B.  Wengert, 
public  relations. 

The  Woman’s  Auxiliary  to  the  Dawson 
County  Medical  Association  met  in  October 
at  the  home  of  Mrs.  C.  H.  Sheets  in  Cozad, 
following  dinner  with  the  doctors.  A most 
interesting  and  enlightening  program  in- 
cluded a showing  of  slides  of  the  Nebraska 
Mental  Hospital  at  Hastings  as  viewed  by  a 
seminary  student.  The  group  voted  to  re- 
new subscriptions  for  “Today’s  Health”  to 
the  school  libraries  of  Lexington,  Gothen- 
burg, Cozad,  Eddyville,  Sumner,  Eustis,  and 
Farnam.  At  the  close  of  the  evening,  Dr. 
and  Mrs.  Sheets  served  refreshments  to 
members  of  the  association  and  the  aux- 
iliary. 

The  County  Medical  Association  met  Mon- 
day at  the  Methodist  church  at  Gering  at 
which  time  Mrs.  Max  Gentry  gave  a review 
of  the  book  “The  Scotts  Woman.” 

Mrs.  Walter  Harvey,  Jr.,  entertained  with 
two  piano  selections,  and  a tea  was  served 
following  the  program. 

The  Lancaster  County  Medical  Auxiliary 
met  at  St.  Elizabeth  Hospital  Nurses’  Home 
for  a sandwich-coffee  luncheon. 

Dr.  and  Mrs.  John  Peterson  presented  a 
very  interesting  program  on  Antiques  and 
showed  some  of  their  valuable  collection. 

Mrs.  Howard  Mitchell,  president,  presid- 
ed at  the  meeting.  Mrs.  Lynn  Sharrar,  pres- 
ident of  the  Nebraska  State  Medical  Aux- 
iliary, presented  a short  report  of  the  Presi- 
dents’ Council  meeting  she  attended  in  Chi- 
cago. 

SEASONAL  GREETINGS  TO  ALL  AUX- 
ILIARY MEMBERS  AND  THEIR  FAM- 
ILIES. 

MRS.  DONALD  F.  PURVIS, 
Publicity  Chairman. 


It  seems  probable  that  one  of  the  real  values  of 
tuberculosis  case  detection  through  chest  x-ray  sur- 
vey is  a saving  in  lives  as  the  result  of  treatment 
early  in  the  course  of  the  disease.  This  value  is  in 
addition  to  the  prevention  of  spread  of  infection  to 
others  that  must  have  occurred  as  the  result  of  the 
discovery  and  isolation  of  infectious  tuberculosis 
before  it  ordinarily  would  have  been  brought  to 
light.  (Robert  J.  Anderson,  M.D.;  Philip  E.  Enter- 
line, M.A.;  Frank  J.  Hill,  M.D.,  and  Jean  Roberts, 
M.P.H.,  Pub.  Health  Aep.,  Nov.,  1954). 
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1955  Membership  Roster  — Nebraska  State  Medical  Association 

FIRST  DISTRICT 


PAUL  READ,  Councilor 


DOUGLAS 

OMAHA— 

Abts,  A.  W. 

7906  Dodge  St. 

Adams,  Payson 

307  Medical  Arts  Bldg. 

Aita,  John  A. 

105  South  49th  St. 

Albertson,  L.  C. 

912  Medical  Arts  Bldg. 

Allen,  John  F.  (Life) 

6905  Farragut,  Woodland, 
Hyattsville,  Md. 

Alliband,  George  T. 

1020  Medical  Arts  Bldg. 
Allison,  George  J. 

Ralston,  Nebr. 

Andersen,  Alfred  C. 

4826  South  24th  St. 

Andersen,  M.  C. 

1120  Medical  Arts  Bldg. 
Anderson,  Frank  J. 

8106  Brown  St. 

Anderson,  Harley  E. 

1107  Medical  Arts  Bldg. 
Anderson,  Lawrence  L. 

1314  Medical  Arts  Bldg. 
Anderson,  T.  Robert 
Methodist  Hospital 
Angle,  Carol  R. 

418  South  82nd  St. 

Angle,  Wm.  D. 

737  Medical  Arts  Bldg. 
Antony,  Arthur  C. 

5901  Military  Ave. 

Armbrust,  Walter 
5401  Leavenworth 
Baca,  D.  E. 

Papillion  (Sarpy  Co.) 

Bach,  Stanley  M. 

304  South  42nd  St. 

Bantin,  C.  F. 

626  Omaha  L.  & B.  Assn. 
Bantin,  E.  W. 

440  Aquila  Court 
Barmore,  John  L. 

U.  of  N.  College  of  Med. 
Barry,  M.  W. 

1416  Medical  Arts  Bldg. 

Barta,  Frank  R. 

324  City  Natl.  Bank  Bldg. 
Bartek,  Julius  G. 

619  Barker  Bldg. 

Bartos,  Paul 
1622  Vinton 
Baum,  Cletus  J. 

4963  Center  St. 

Beber,  Meyer 

111  South  39th  St. 

Best,  R.  Russell 

527  Medical  Arts  Bldg. 
Bi-gard,  J.  Dewey 

1420  Medical  Arts  Bldg. 
Black,  Albert  S.,  Jr. 

1118  Medical  Arts  Bldg. 
Bleicher,  Jerome  E. 

2320  L Street 
Bliss,  Rodney  W.  (Life) 

Oklahoma  City,  Oklahoma 
Block,  Max 

432  Brandeis  Theatre  Bldg. 
Boelter,  Wm.  C. 

236  Medical  Arts  Bldg. 

Boler,  Thomas  D. 

718  Barker  Bldg. 

Bonniwell,  Chas.  M. 

8613  North  30th  St. 

Borghoff,  J.  A. 

1319  Medical  Arts  Bldg. 
Borghoff,  Joseph  J. 

730  City  National  Bank  Bldg. 
Boyne,  H.  N. 

1302  Medical  Arts  Bldg. 
Bozarth,  Elton  P. 

4617  North  24th  St. 

Brannen,  Chas.  F. 

2321  M St. 

Brazer,  J.  G. 

63rd  and  Maple  St. 

Brinkman,  H.  H. 

6014%  Military  Ave. 

Brodkey.  M.  H. 

320  Medical  Arts  Bldg. 
Brousseau,  Edward  R. 

3705  North  59th  St. 

Brown,  Alfred  (Life) 

3431  Hawthorne 


Browne,  Kenneth  M. 

924  Medical  Arts  Bldg. 
Brush,  John  H. 

1326  Medical  Arts  Bldg. 
Bucholz,  Donald  J. 

3610  Dodge  St. 

Burgert,  E.  O.,  Jr. 

915  Medical  Arts  Bldg. 
Burney,  Dwight  W. 

527  Medical  Arts  Bldg. 
Burns,  B.  C. 

421  Farm  Credit  Bldg. 
Bushman,  L.  B.  (Life) 

627  City  Natl.  Bank  Bldg. 
Calif  as,  W.  F.  (Life) 
Pasadena  2,  California 
(Deceased  1-25-55) 

Cameron,  O.  J. 

1520  Medical  Arts  Bldg. 
Campbell,  Louis  S. 

527  Medical  Arts  Bldg. 
Camazzo,  S.  J. 

712  Barker  Bldg. 

Carp,  Oscar 

516  Medical  Arts  Bldg. 
Cassidy,  W.  A. 

1020  Medical  Arts  Bldg. 
Catania,  Nancy 

418  Brandeis  Theatre 
Christensen,  Julius 

1326  Medical  Arts  Bldg. 
Christlieb,  J.  M. 

7021  Bellevue  Blvd. 

Clarke,  F.  S.  (Life) 

314  Medical  Arts  Bldg. 
Clark,  W.  M. 

1113  Redick  Tower 
Cochran,  Robert  M. 

452  Aquila  Court 
Coe,  John  D. 

316  Medical  Arts  Bldg. 
Comine,  J.  J. 

820  Medical  Arts  Bldg. 
Connolly,  E.  A. 

502  Medical  Arts  Bldg. 
Connors,  E.  K. 

1618  Medical  Arts  Bldg. 
Cook,  Lyman  J. 

1612  Medical  Arts  Bldg. 
Cotton,  Walter  T. 

6067  Military 
Courtney,  J.  E. 

730  City  Natl.  Bank  Bldg. 
Crofoot.  Michael 
670  North  50th  St. 

Crotty,  Richard  Q. 

615  Medical  Arts  Bldg. 
Davies,  Dale  H. 

Methodist  Hospital 
Davis,  Allan 

629  Medical  Arts  Bldg. 
Davis,  Edwin 

1436  Medical  Arts  Bldg. 
Davis,  Herbert  H. 

1204  Medical  Arts  Bldg. 
Davis,  J.  Calvin 
425  Aquila  Court 
DeLanney,  L.  A.  (Life) 
Walnut  Creek,  Calif. 
DeLong,  Henry  L. 

140  South  40th  St. 
Dendinger,  W.  M. 

402  Aquila  Court 
Dewey,  John  L. 

104  South  39th  St. 
Dickerson,  Wm.  J. 

5010  Dodge  St. 

Dickinson,  Robert  H. 

3610  Dodge  St. 

Doan,  Duaine  I. 

412  South  49th  St. 

Dolezal,  Joseph  B. 

401  City  Natl.  Bank  Bldg. 
Donahue,  Francis  D. 

274  Aquila  Court 
Donelan,  James  P. 

Guarantee  Mutual 
Life  Ins.  Company 
Doolittle,  H.  H. 

1307  Medical  Arts  Bldg. 
Dow,  A.  G. 

314  Medical  Arts  Bldg. 
Dowell,  D.  A. 

816  Medical  Arts  Bldg. 
Drdla,  Theodore 
460  Aquila  Court 


Drozda,  Joseph  P. 

1315  Deer  Park  Blvd. 

Dunn,  F.  Lowell 

737  Medical  Arts  Bldg. 
Dworak,  Henry  L. 

612  Medical  Arts  Bldg. 

Dwyer,  J.  R.  (Life) 

Council  Bluffs,  la. 

(Deceased  7-26-55) 

Eagle,  Frank  L. 

1620  Medical  Arts  Bldg. 

Egan,  Richard^  L. 

Creighton  Univ.  School 
of  Medicine 
Egan,  Wm.  J. 

456  Aquila  Court 
Elston,  Harry  R. 

4930  South  24th  St. 

Endres,  Gregory  L. 

5811  Military  Avenue 
Engdahl,  Wallace  E. 

8613  North  30th  St. 

Everitt,  N.  J. 

4838  South  24th  St. 

Ewing,  Ben  F. 

220  Medical  Arts  Bldg. 
Ewing,  John  D. 

220  Medical  Arts  Bldg. 
Fangman,  Richard 

1418  Medical  Arts  Bldg. 
Farrell,  Chester  H. 

721  Medical  Arts  Bldg. 

Farrell,  Robert  F. 

411  Medical  Arts  Bldg. 
Fellman,  A.  C. 

4321  Dodge  St. 

Filkins,  John  C. 

418  City  National  Bank  Bldg. 
Findley,  Palmer  (Life) 

3602  Lincoln  Blvd. 

Finegan,  James 

415  Medical  Arts  Bldg. 
Finalyson,  Alister  I. 

924  Medical  Arts  Bldg. 
Fitzgibbons,  Robert  J. 

(Service) 

Fitzpatrick,  John  E. 

1527  Medical  Arts  Bldg. 
Fleishman,  Max 
260  Aquila  Court 
Follman,  J.  C. 

306  South  24th  St.,  Rm.  9 
Foster,  Miles  E.,  Jr. 

1521  Rockbrook  Road 
Francis,  Marvin  B. 

210  East  19th  St.,  Bellevue 
(Sarpy  Co.) 

Frank,  Muriel  M. 

Methodist  Hospital 
Freed,  Albert  E. 

5010  Dodge  St. 

Freymann,  John  J. 

1113  Medical  Arts  Bldg. 

Friel,  R.  J. 

3223  Dodge  St. 

Gardiner,  J.  F. 

628  Medical  Arts  Bldg. 
Gatewood,  John  W. 

326  Medical  Arts  Bldg. 
Gedgoud,  John  L. 

304  South  42nd  St. 

George,  John  H. 

(Service) 

Gerald,  H.  F.  (Life) 

61  So.  Old  Rand 
Box  268,  Zurich,  111. 

Gibbs,  Gordon  Everett 
Univ.  of  Nebr.  College 
of  Medicine 
Giffen,  Horace  K. 

Immanuel  Hospital 
Gifford,  Harold 

1620  Medical  Arts  Bldg. 
Gillick,  F.  G. 

Dean,  Creighton  University 
Gillies,  Ray  O.,  Jr. 

631  Medical  Arts  Bldg. 
Gilloon,  James  R. 

527  City  Natl.  Bank  Bldg. 
Gleeson,  John  J.  (Life) 

601  City  Natl.  Bank  Bldg. 
Goodrich,  Guy  W. 

620  Omaha  L.  & B.  Assn. 
Graham,  William  E. 

528  Medical  Arts  Bldg. 

Graves,  Harris  B. 

57  Lawson  Rd.,  Offut  A.F. 
Base  (Service) 


Greenberg,  A. 

320  Medical  Arts  Bldg. 
Greenberg,  M.  M. 

516  Medical  Arts  Bldg. 
Greene,  Arthur  M. 

918  Medical  Arts  Bldg. 
Gregg,  Robert  H. 

4815  Dodge 
Grier,  John  J. 

1307  Medical  Arts  Bldg. 
Grier,  M.  E. 

1307  Medical  Arts  Bldg. 
Gross,  Joseph  F. 

il40  Medical  Arts  Bldg. 
Hahn,  W.  N. 

517  City  Natl.  Bank  Bldg- 
Hamsa,  W.  R. 

527  Medical  Arts  Bldg. 
Hanirins,  Chas.  R. 

1414  Medical  Arts  Bldg. 
Hansen,  Clifford  H. 

527  City  Natl.  Bank  Bldg. 
Hardy,  C.  C. 

1216  Medical  Arts  Bldg. 
Harris,  T.  T. 

1007  Medical  Arts  Bldg. 
Hartigan,  John 

1527  Medical  Arts  Bldg. 
Hartman,  Clarence 
6603  North  3uth  St. 

Harvey,  Alexander  T. 

4815  Dodge  St. 

Hasl,  Robert  F. 

802  Medical  Arts  Bldg. 
HawKins,  Robert  E. 

211  Medical  Arts  Bldg. 
Hellwig,  J.  W.  (Life) 

5221  Jones  St. 

Henn,  Mary  J. 

U.  of  N.  College  of  Medcine- 
Henregan,  G.  F. 

6110  Military  Ave. 

Henske,  J.  A.  (Life) 

1312  North  40th  St. 

Herbert,  H.  J. 

415  City  Natl.  Bank  Bldg. 
Hermann,  Harland  T. 

105  South  49th  St. 

Heumann,  J.  M.  F.  (Life) 

6110  Military  Ave. 

Heywood,  L.  Thomas 

1307  Medical  Arts  Bldg. 
Hickey,  Charles  (Life) 
Bennington,  Nebr. 

Hill,  F.  C. 

430  Aquila  Court 
Hoffman,  L.  O. 

1012  Medical  Arts  Bldg. 
Holden,  W.  J. 

462  Aquila  Court 
Holly,  Roy  G. 

324  South  68th  St. 

Hood,  L.  Thomas 
209  South  42nd  St. 

Hoody,  Steve 
3610  Dodge 
Horwich.  Joseph  M. 

717  Kilpatrick  Bldg. 

Hotz,  Harley 

1013  Redick  Tower 
Houfek,  Edward  E. 

105  South  49th  St. 

Howard,  M.  C. 

802  Medical  Arts  Bldg. 
Hruby,  Allan  J. 

2906  Leavenworth 
Hubbard,  Theodore  F. 

Creighton  University 
Hughes.  Leo  V. 

3610  Dodge  St. 

Hull.  Wayne  M. 

104  South  49th  St. 
Hungerford,  Wm.  E. 

1904  Spencer  St. 

Hunt,  H.  B. 

Methodist  Hospital 
Isacson,  Sven 

826  City  Natl.  Bank  Bldg. 
Jackson,  Donald  R. 

5010  Dodge  St. 

Jahr,  Herman  M. 

Ill  South  39th  St. 

James  Lawrence  R. 

1216  Medical  Arts  Bldg. 
Jenkins,  Harry  J. 

1113  Redick  Tower 
Jensen,  Werner  P. 

1420  Medical  Arts  Bldg. 
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Johnson,  A.  C. 

326  Medical  Arts  Bldg. 
Johnson,  George  N. 

3569  Leavenworth 
Johnson,  Herman  F. 

209  South  42nd  St. 

Johnson,  J.  A. 

602  Omaha  L.  & B. 

Johnson,  Richard  N. 

4803  South  24th  St. 

Jones,  Wesley  B. 

2715  North  24th  St. 

Jones,  R.  Lester 
105  South  49th  St. 

Judd,  J.  H. 

1020  Medical  Arts  Bldg. 
Kadavy,  G.  J. 

2703  South  16th  St. 

Kalin,  John  A. 

2204  Military  Ave. 
Kammandel,  Henry 

307  Medical  Arts  Bldg. 
Keegan,  J.  Jay 

924  Medical  Arts  Bldg. 
Kelley,  J.  Whitney 

1104  City  Natl.  Bank  Bldg. 
Kelley,  Wm.  E. 

1104  City  Natl.  Bank  Bldg. 
Kelly,  James  F. 

816  Medical  Arts  Bldg. 

Kelly,  James  F.,  Jr. 

816  Medical  Arts  Bldg. 
Kemp,  Wm.  T. 

2828  North  16th  St. 

Kennedy,  H.  B. 

Insurance  Bldg. 

Kennedy,  John  C. 

1407  Medical  Arts  Bldg. 
Kimball,  Kenneth  F. 

Benson  Medical  Center 
Kirk,  E.  J. 

434  Aquila  Court 
Klabenes,  Frank  J. 

1020  Medical  Arts  Bldg. 
Kleyla,  John  R. 

712  Medical  Arts  Bldg. 

Korth,  Z.  N. 

1319  Medical  Arts  Bldg. 
Kovar,  W.  R. 

1120  Medical  Arts  Bldg. 
Kovarik,  James  R. 

3568  Dodge  St. 

Kroupa,  W.  E. 

3568  Dodge  St. 

Kulesh,  Morton  H. 

Council  Bluffs,  Iowa 
Ladwig,  Harold  A. 

St.  Josephs  Hospital 
Langdon,  Edward 
422  North  31st  St. 

Latenser,  John 

1429  Medical  Arts  Bldg. 

Lee.  Leroy  W. 

1436  Medical  Arts  Bldg. 
Lehnhoff,  Henry  J. 

607  Medical  Arts  Bldg. 
Lempka,  Arnold  W. 

502  Medical  Arts  Bldg. 
Lennox,  G.  B. 

2527  Patrick  St. 

Levine,  Victor  E. 

Creighton  University 
Lewis,  Raymond  G. 

5015  Dodge  St. 

Lipp,  Frank  E. 

830  City  Natl.  Bank  Bldg. 
Lombardo,  Anthony  J. 

401  Aquila  Court 
Long,  Robert  S. 

826  Medical  Arts  Bldg. 

Longo,  Charles  A. 

2225  Jefferson, 

Bellevue.  Nebr. 

(Sarpy  Co.) 

Longo,  Joseph  A. 

722  Kilpatrick  Bldg. 

Loomis,  George  W. 

607  Medical  Arts  Bldg. 
Lovely,  Frank  T. 

1229  First  Natl.  Bank  Bldg. 
Lovgren.  Robert  E. 

536  Medical  Arts  Bldg. 

Lucas,  J.  F. 

815  W.O.W.  Bldg. 

Luikart,  Ralph  H. 

708  Medical  Arts  Bldg. 
Lyman,  E.  D. 

City  Health  Department 
1201  South  42nd  St. 
MacHaffie.  R.  A. 

V.A.  Hospital  (Lancaster  Co.) 
MacQuiddy,  E.  L. 

478  Aquila  Court 
MacQuiddy,  E.  L.,  Jr. 

478  Aquila  Court 


Madsen,  C.  C. 

6104%  Military  Ave. 
Magiera,  Stephen  L. 

525  City  Natl.  Bank  Bldg. 
Malashock,  Edward  M. 

1436  Medical  Arts  Bldg. 
Mangimelli,  Samuel  T. 

712  Barker  Bldg. 

Margolin,  J.  Milton 

902  Medical  Arts  Bldg. 
Margolin,  Morris  (Life) 

908  Medical  Arts  Bldg. 
Marsh,  Charles  L, 

Valley,  Nebr. 

Martin,  James  W. 

1420  Medical  Arts  Bldg. 
Martin,  Paul  J. 

1614  Medical  Arts  Bldg. 
Mauer,  R.  T. 

1520  Medical  Arts  Bldg. 
Maynard,  James 

2505  North  50th  St. 
McArdle,  G.  Prentiss 

1216  Medical  Arts  Bldg. 
McAvin,  J.  S. 

Lutheran  Hospital 
McCarthy,  Harry  H. 

326  Medical  Arts  Bldg. 
McCarthy,  J.  D. 

1036  Medical  Arts  Bldg. 
McCleneghan,  Sam  (Life) 

615  City  Natl.  Bank  Bldg. 
McCormick,  Keith  M. 

3610  Dodge  St. 

McDermott,  Arnold 
712  Medical  Arts  Bldg. 
McDonald,  Raymond 
816  Medical  Arts  Bldg. 
McFadden,  Harry  W.,  Jr. 
University  of  Nebr., 

College  of  Medicine 
McGee,  Harry  E. 

1126  City  Natl.  Bank  Bldg. 
McGee,  J.  W. 

430  Aquila  Court 
McGee,  Millard  Blair 
305  South  38th  St. 
McGoogan,  Leon  S. 

3568  Dodge  St. 

McGuire,  L.  D. 

(Deceased  4-20-55) 

Mclntire,  Matilda  S. 

3610  Dodge  St. 

McLaughlin,  C.  W.,  Jr. 

316  Medical  Arts  Bldg. 
McMartin,  W.  J. 

611  City  Natl.  Bank  Bldg. 
McMillan,  Aaron  M. 

2854  Wirt  St. 

McMurtrey,  George  B. 

304  City  Natl.  Bank  Bldg. 
McNamara,  J.  W. 

633  City  Natl.  Bank  Bldg. 
McWhorter,  Clarence 
3853  North  65th  Ave. 
Melcher,  Wm.  H. 

4826  South  25th  St. 

Mercer,  Nelson  S. 

2506  Dodge  St. 

Miller,  Daniel  M. 

302  City  Natl.  Bank  Bldg. 
Millett,  Clinton  C. 

3610  Dodge  St. 

Mitchell,  John  R. 

4815  Dodge  St. 

Mnuk,  Frank  J. 

3374  South  13th  St. 
Montgomery,  E.  C. 

1620  Medical  Arts  Bldg. 
Moody,  W.  B. 

530  Medical  Arts  Bldg. 
Moon,  C.  F. 

207  South  42nd  St. 

Moon.  Louis  E. 

1326  Medical  Arts  Bldg. 
Moore,  Clyde  (Life) 

319  Medical  Arts  Bldg. 
Moore,  Ralph  C. 

Methodi  t Hospital 
Moragues,  Vincent 
Creighton  University 
Moran,  C.  S. 

St.  Catherine’s  Hospital 
Morris.  Haskell 

530  Medical  Arts  Bldg. 
Morrison,  Wm.  Howard 
1500  Medical  Arts  Bldg. 
Morrow.  Paul  N. 

S610  Dodge  St. 

Moser,  R.  A. 

1407  Medical  Arts  Bldg. 
Muehlig,  G.  Kenneth 
7805  Pine  St. 

Muehlig,  W.  A. 

636  Medical  Arts  Bldg. 


Murphy,  Albert  V. 

1614  Medlical  Arts  Bldg. 
Murphy,  Charles  M. 

57  01  Military  Ave. 

Murphy.  J.  Harry 

915  Medical  Arts  Bldg. 
Murphy,  Robert  E. 

915  Medical  Arts  Bldg. 
Murray,  F.  J. 

^3rd  and  Maple  St. 

Murray,  Robert  G. 

Benson  Medical  Center 
Muskin,  Nathan 

4440  South  26th  St. 
Musselman,  Merle  M. 

U.  of  N.  College  of  Medicine 
Neis,  Delbert  D. 

1420  Medical  Arts  Bldg. 
Neligh,  Rosalie  B. 

Woodmen  Circle, 

33rd  and  Farnam 
Nel=on,  Floyd  C. 

2734  North  61st  St. 

Nemec,  C.  J.  (Life) 

629  City  Natl.  Bank  Bldg. 
Nemec,  Edward  C. 

629  City  Natl.  Bank  Bldg. 
Neu,  Harold  N. 

324  City  Natl.  Bank  Bldg. 
Nickum,  Oliver  C. 

721  Medical  Arts  Bldg. 
Niehaus,  Friedrich  W. 

1622  Medical  Arts  Bldg. 
Nilsson,  Donald  C. 

115  North  40th  St. 

Nilsson,  John  Fred 
612  Omaha  L.  & B. 

Nolan,  W.  J.  (Life) 

203  Baldridge  Bldg. 

Novak,  W.  F. 

711  Medical  Arts  Bldg. 
Oberst,  Byron  B. 

304  South  42nd  St. 

Offerman,  A.  J. 

48051/2  South  24th  St. 
O’Halloran,  J.  P. 

3610  Dodge  St. 

O’Heam,  J.  J. 

481iy2  South  24th  St. 

Olson,  Leland  J. 

1418  Medical  Arts  Bldg. 
O’Neil,  Gerald  C. 

3610  Dodge  St. 

O’Neil,  James  J. 

211  Medical  Arts  Bldg. 
Owens,  C.  A.,  Jr.  (Life) 

Santa  Monica,  Calif. 

Pantano,  Anthony  R. 

714  W.O.W.  Bldg. 

Parrillo,  Orest  J. 

9013  Jones  St.( Lancaster  Co.) 
Pederson,  Earl  S. 

3610  Dodge  St. 

Pepper,  M.  L. 

1515  Medical  Arts  Bldg. 
Pinne,  George  F. 

453  Aquila  Court 
Placek,  Louis  T. 

425  Aquila  Court 
Pleiss,  Joseph  A. 

716  Medical  Arts  Bldg. 
Potter,  Stanley  E. 

527  Medical  Arts  Bldg. 
Potthoff,  Carl  J. 

U.  of  N.  College  of  Medicine 
Pratt,  Peyton  T. 

528  Medical  Arts  Bldg. 
Pruner,  A.  C. 

402  Medical  Arts  Bldg. 
Quigley,  D.  T.  (Life) 

721  Medical  Arts  Bldg. 
Quigley.  W.  H. 

636  Medical  Arts  Bldg. 

Ranee,  W.  T. 

730  City  Natl.  Bank  Bldg. 
Rasgorshek,  R.  H. 

425  Aquila  Court 
Rasmussen,  John  A. 

527  Medical  Arts  Bldg. 

Read,  Paul  S. 

2415  Fort  St. 

Redgwick,  J.  P. 

207  South  42nd  St. 

Reedy,  Wm.  J. 

324  City  Natl.  Bank  Bldg. 
Rees,  Barney  B. 

1120  Medical  Arts  Bldg. 
Reichstadt,  Paul  F. 

2828  North  16th  St. 

Ring,  Floyd  O. 

237  Aquila  Court 
Robertson.  G.  E. 

308  South  39th  St. 

Root,  Charles  M. 

3610  Dodge  St. 


Rose,  Jerman  W. 

Nebr.  Psychiatric  Unit 
Rouse,  James  W. 

1429  Medical  rAts  Bldg. 
Rubnitz,  A.  S. 

732  Medical  Arts  Bldg. 
Ruch,  R.  O. 

912  Medical  Arts  Bldg. 
Rumbolz,  Wm.  L. 

207  South  24nd  St. 

Russum,  B.  C. 

816  Medical  Arts  Bldg. 
Ryder,  James  E. 

2321  M St. 

Sachs,  Adolph 
(Deceased  5-2-55) 

Sage,  Earl  C. 

1234  Medical  Arts  Bldg. 
Schenken,  John  R. 

Methodist  Hospital 
Schmitz,  W.  H. 

611  City  Natl.  Bank  Bldg. 
Schreiner,  Gilbert  C. 

125  North  38th  St. 

Schrock,  R.  D. 

209  South  42nd  St. 
Schwertly,  F.  J. 

614  Barker  Bldg. 

Scott,  Nathaniel  C. 

304  City  Natl.  Bank  Bldg. 
Severin,  Mathew  J. 

2311  K Street 
Shearer,  W.  L. 

1226  Medical  Arts  Bldg. 
Sher,  Philip 

Doctor’s  Hospital 
Shramek,  C.  J. 

511  Redick  Tower 
Shramek,  J.  M.  (Life) 
Savanna,  Illinois 
Simanek,  George  F.  (Life) 
2526  No.  Carona  St., 
Colorado  Springs,  Colo. 
Simmons,  Cecil  F. 

3006  So.  87th  St.  (Burt  Co.) 
Simmons,  E.  E. 

826  Medical  Arts  Bldg. 
Simonds,  Francis  L. 

1216  Medical  Arts  Bldg. 
Simons,  Milton 

Lutheran  Hospital 
Simpson,  J.  E.  (Life) 

1229  First  Natl.  Bank  Bldg. 
Skoog-Smith,  Anton 
Clarkson  Hospital 
Slavik,  Edward  R. 

1502  South  60th  St. 

(Platte  Co.) 

Slunicko,  Jules  A. 

316  Exchange  Bldg., 

South  Omaha 
Slutzky,  Ben 

Creighton  University 
Smith,  Edward  J. 

443  Aquila  Court 
Smith.  Richard  Dale 
1618  Medical  Arts  BI<1b 
Smith,  Thomas  T. 

211  Medical  Arts  Bldg 
Sobota,  Jos.  E. 

3019  Ames  St. 

Solomon,  W.  W. 

3024  North  24th  St. 

Srb,  Adolph  F. 

1719  South  16th  St. 

Stadnik,  Louis  J. 

(Service) 

Staubitz,  Herbert  F. 

406  Aquila  Court 
Stearns,  R.  J.  (Life) 

620  Omaha  L.  & B. 
Steinberg,  A.  A. 

536  Kilpatrick  Bldg. 
Steinberg,  M.  M. 

830  City  Natl.  Bank  Bldg 
Stoner,  Maurice  E. 

628  Medical  Arts  Bldg. 
Strickland,  W.  R. 

514  Omaha  L.  & B. 

Sucha.  W.  L.  (Life) 

4017  Page  St. 

Sullivan,  H.  T. 

1036  Redick  Tower 
Svehla,  Richard  B. 

721  Medical  Arts  Bldg. 
Swab.  C.  M. 

1316  Medical  Arts  Bldg. 
Swab.  Elizabeth  M. 

1316  Medical  Arts  Bldg. 
Swenson.  Samuel  A.,  Jr. 

1234  Medical  Arts  Bldg. 
Swenson.  S.  A.,  Sr. 

1234  Medical  Arts  Bldg. 
Swoboda,  Jos.  P. 

4824y2  South  24th  St. 
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Tamisiea,  John  A. 

718  Barker  Bldg. 

Tanner,  John  W. 

8712  Pacific 
Taylor,  W.  H.  (Life) 

3809  Cuming  St. 

Taylor,  Willis  H.,  Jr. 

3807  Cuming  St. 

Therien,  R.  C. 

9658  North  30th  St. 
Thomas,  John  Martin 
125  North  38th  St. 
Thompson,  C.  Q. 

1530  Medical  Arts  Bldg. 
Thompson,  Dorothy  H. 

Methodist  Hospital 
Thompson,  Lynn  W. 

1512  South  60th  St. 
Thompson,  Warren  Y. 

1530  Medical  Arts  Bldg. 
Tollman,  J.  P. 

Dean,  Univ.  of  Nebraska 
College  of  Medicine 


LANCASTER 

LINCOLN— 

Adams,  R.  B. 

2972  “O”  St. 

Ahrens,  H .G. 

1036  Stuart  Bldg. 

Albin,  W.  L.  (Life) 

4621  South  St. 

Alcorn,  F.  A. 

2201  South  11th  St. 
Andrews,  Clayton  F. 

434  Stuart  Bldg. 

Angle,  E.  E. 

903  Sharp  Bldg. 

Arnholt,  M.  F. 

3421  “O”  St. 

Arnold,  C.  H. 

2480  Lake  St. 

Bancroft,  Paul  M. 

1431  South  33rd  St. 

Barkey,  V.  S. 

6320  Havelock  Ave. 

Bartels,  W.  W. 

1000  South  13th  St. 
Barthell,  John  H. 

918  Sharp  Bldg. 

Becker,  W.  C. 

826  Sharp  Bldg. 

Bitner,  Mary  S. 

State  Capitol 
(Platte  County) 

Black,  Paul 

929  Stuart  Bldg. 

Blum,  Henry 
Room  2, 

Nebr.  Theatre  Bldg. 
Bowman,  D.  J.  (Life) 
(Deceased  8-4-55) 

Boyken,  J.  Melvin 

Mgr.,  Veterans  Hospital 
Brauer,  Russell  C. 

3265  “A”  St. 

Brill,  I.  William 

Student  Health  Center, 
Univ.  of  Nebr. 

Brolsma,  M.  P. 

435  South  16th  St. 

Brooks,  E.  B. 

939  Stuart  Bldg. 

Brown,  John  A. 

412  Lincoln  Lib.  Life  Bldg. 
Brown,  Schuyler  P. 

V.A.  Hospital 
Burby,  John  J. 

901  South  48th  St. 
Campbell,  W.  A. 

1321  Sharp  Bldg. 

Carveth.  W.  W. 

626  Sharp  Bldg. 

Cherry,  L.  D. 

921  Stuart  Bldg. 

Churchill,  I.  W. 

1945  “A”  St. 

Clothier.  John  G. 

Vets  Adm., 

12th  and  “O”  St. 

Clyne,  John  C. 

1036  Stuart  Bldg. 

(Gage  Co.) 

Coats,  Edwin  A. 

State  Hospital 
Cole,  Frank 
2430  Lake  St. 

Coleman,  F.  D. 

925  Stuart  Bldg. 


Tomlinson,  C.  C.  (Life) 
(Deceased  7-1-55) 
Tompkins,  Chas.  A. 

304  South  42nd  St. 
Trimble,  C.  R. 

2716  Fontenelle  Blvd. 
Truhlsen,  Stanley  M. 

1500  Medical  Arts  Bldg. 
VaVerka,  James  W. 

219  Medical  Arts  Bldg. 
Vetter,  J.  G. 

721  W.O.W.  Bldg. 
Vickery,  Robert  D. 

237  Aquila  Court 
Vroman,  Donald  C. 

3568  Dodge  St. 

Wagner,  Lloyd  R. 

3017  South  38th  St. 
(Colfax  Co.) 

Walsh,  E.  M. 

1412  Medical  Arts  Bldg. 


Walvoord,  Carl  A. 

4134  Grand  Ave. 

Waters,  C.  H.  (Life) 

832  Fairacres  Road 
Waters,  Chester  H.,  Jr. 

209  South  42nd  St. 
Watke,  F.  M.  (Life) 

4937  Woolworth 
Wells,  Benjamin  B. 

Creighton  University 
Whitcomb,  Glenn  D. 

926  Medical  Arts  Bldg. 
Wigton,  Robert  S. 

105  South  49th  St. 
Williams,  H.  G. 

8114  North  30th  St. 
Williams,  Perry  T. 

4506  Cumins*  St. 
Williams,  Russell  R.,  Jr. 

443  Aquila  Court 
Wilson,  Carlyle  E.,  Jr. 
1234  Medical  Arts  Bldg. 


Wilson,  Donald  J. 

1113  Medical  Arts  Bldg. 
Wittson,  Cecil  L. 

Univ.  of  Nebraska, 

College  of  Medicine 
Wright,  W.  D. 

652  North  66th  St. 

Wurl,  Otto  A. 

3610  Dodge  St. 

Wyrens,  Raymond  J. 

5015  Dodge  St. 

Young,  G.  Alexander  (Life) 
105  South  49th  St. 

Young,  George  A.,  Jr. 

1317  Ridgewood  Rd.,  6 
Zahller,  F.  Marshall,  Jr. 

Ill  South  39th  St. 
Zukaitis,  R.  R. 

7631  Main  St., 

Ralston,  Nebr. 


SECOND  DISTRICT 

W.  C.  KENNER,  Councilor 


Covey,  George  W. 

805  Sharp  Bldg. 

Curry,  John  R. 

943  Stuart  Bldg. 

Davies,  L.  T. 

816  Sharp  Bldg. 

Dean,  G.  W. 

817  South  27th  St. 

( Service) 

Deppen,  E.  N. 

526  Trust  Bldg. 

Ehrlich,  Robert  W. 

816  Sharp  Bldg. 

Elliott,  C.  K. 

949  Stuart  Bldg. 

Emerson,  Clarence 
1700  South  24th  St. 
Fahnestock,  C.  L.  (Life) 

1812  South  26th  St. 

Ferciot,  C.  F. 

1000  South  13th  St. 

Fijan.  Kenneth  J. 

1036  Stuart  Bldg. 

Finkle,  B.  A. 

1419  Sharp  Bldg. 

Finney,  L.  E. 

323  South  14th  St. 

Flanagan,  M.  L. 

5515  South  St. 

Flansburg,  H.  E. 

502  Bankers  Life  Bldg. 
Frazer,  M.  D. 

1036  Stuart  Bldg. 

Fuenning,  S.  I. 

317  North  18th  St. 

Furgason,  A.  P.  (Life) 

3710  Folson  St. 
Garlinghouse,  R.  E. 

723  Sharp  Bldg. 
Garlinghouse,  R.  O. 

921  Stuart  Bldg. 

Getscher,  Phillip  E. 

306  Sharp  Bldg. 

Gibson,  L.  V. 

915  Trust  Bldg. 

Gilbert,  Louis  W. 

1016  Sharp  Bldg. 

Goetowski,  Paul 

1000  South  13th  St. 

Gogela,  Louis  J. 

1318  Sharp  Bldg. 

Googe,  James  T. 

City-Co.  Health  Dept. 
Gordon,  John  R. 

V.A.  Hospital 
Grant,  Robert  S. 

1431  South  33rd  St. 

Gutch,  Charles  F. 

Veterans  Hospital 
Hanigan,  J.  J. 

1700  South  24th  St. 

Hansen,  Hodson  A. 

820  Sharp  Bldg. 

Harms,  C.  W. 

Rm.  401,  116  South  15th  St. 
Harrington,  A.  E. 

914  Stuart  Bldg. 

Harvey,  Harold  E. 

723  Sharp  Bldg. 

Harvey,  H.  E. 

723  Sharp  Bldg. 

Hasty,  Robert  C. 

V.A.  Hospital 
Hathaway,  F.  H. 

308  First  Natl.  Bank  Bldg. 
Heidrick,  Paul  J. 

857  Stuart  Bldg. 


Hervert,  J.  Wm. 

641  Stuart  Bldg. 

Hillyer,  R.  A. 

800  South  13th  St. 

Hilton,  Hiram  D. 

1036  Stuart  Bldg. 

Hobbs,  E.  T. 

6530  Holdrege  St. 

Hohlen,  K.  S.  J. 

735  Stuart  Bldg. 

Horn,  Harold  R. 

1036  Stuart  Bldg. 

Hummel,  R.  O.  (Life) 

2435  Bradfield  Drive 
Johnson,  H.  H. 

1101  Federal  Sec.  Bldg. 
Larson,  George  E. 

1425  Sharp  Bldg. 

Lewis,  G.  E. 

315  Sharp  Bldg. 

Lewis,  L.  G.  H. 

943  Stuart  Bldg. 

Loudon,  John  R. 

1110  Sharp  Bldg. 

Loveland,  Grace 
909  Sharp  Bldg. 

Lyman,  R.  A.  (Life) 

1649  South  21st  St. 

Marx,  L.  E. 

901  Federal  Sec.  Bldg. 
Marx,  Paul  D. 

901  Federal  Sec.  Bldg. 
Matheny,  Z.  E.  (Life) 

504  Barkley 
Matson,  Guy  M. 

2730  North  48th  St. 
Maxwell,  Paul  J. 

307  South  16th  St. 
McCarthy,  T.  F. 

5 Nebr.  Theatre  Bldg. 
McGinnis,  Kenneth  T. 

1036  Stuart  Bldg. 

McGreer,  John  T.,  Jr. 

924  Sharp  Bldg. 

McLeay,  H.  L. 

State  Hospital 
Miller,  Harold  B. 

3910  South  40th  St. 

Miller,  N.  R. 

735  Stuart  Bldg. 

Miller,  S.  D. 

5515  South  St. 

Misko,  G.  H. 

308  First  Natl.  Bank  Bldg. 
Mitchell,  Howard  E. 

2300  South  13th  St. 

Morgan,  Harold  S. 

935  Stuart  Bldg. 

Morton,  H.  B. 

1036  Stuart  Bldg. 

Mueller,  R.  F. 

626  Sharp  Bldg. 

Munger,  A.  D. 

1016  Sharp  Bldg. 

Munger,  Horace  V. 

1016  Sharp  Bldg. 

Munger,  I.  C. 

3350  Grimsby  Lane 
Neely,  J.  Marshall 
924  Sharp  Bldg. 

Neely,  Orvis  A. 

924  Sharp  Bldg. 

Norman,  Chester  L. 

4834  Bancroft 
Olney,  R.  C. 

901  South  48th  St. 


Orr,  H.  W.  (Life) 

2300  South  13th  St. 
Owen,  L.  J. 

957  Stuart  Bldg. 

Palmer,  Janet  Forbes 
1027  Sharp  Bldg. 
Paulson,  H.  O. 

508  Sharp  Bldg. 
Peterson,  J.  C. 

702  Sharp  Bldg. 
Peterson,  Paul  L. 

702  Sharp  Bldg. 

Pfeifer,  LaVern  F. 

903  Sharp  Bldg. 

Place,  George  E. 

4825  St.  Paul  St. 
Podlesak,  J.  I. 

612-614  Trust  Bldg. 
Purvis.  Donald  F. 

800  South  13th  St. 
Rausten,  David  S. 

4723  Prescott  St. 

Reed,  E.  B. 

1036  Stuart  Bldg. 

Reese,  S.  O. 

816  Sharp  Bldg. 

Rider,  Larry  D. 

Wichita,  Kansas 
Ritter,  Jerome 

800  South  13th  St. 
Rogers,  E.  A. 

3913  Sheridan  Blvd. 
Rogers,  John  W. 

6125  Havelock  Ave. 

Rose,  Forrest  I. 

1203  Sharp  Bldg. 

Rose,  Kenneth  D. 

1614  N St. 

(Service) 

Rowe,  E.  W. 

1036  Stuart  Bldg. 

Royal,  P.  A. 

5515  South  St. 

Ryerson.  Edwin  R. 

2010  South  19th  St. 
Sanderson,  D.  D. 

914  Stuart  Bldg. 

Sehroll,  Jack  C. 

1108  Sharp  Bldg. 
Shaffer,  Harry  D. 

724  Sharp  Bldg. 

Sharrar,  Lynn  E. 

719  Sharp  Bldg. 

Smith,  A.  L. 

1001  Federal  Sec.  Bldg. 
Smith,  A.  L.,  Jr. 

1001  Federal  Sec.  Bldg. 
Smith,  Russell  T. 

4834  Bancroft 
Spieler,  F.  B. 

1036  Stuart  Bldg. 
Spradling,  F.  L. 

State  Hospital 
Stafford,  G.  E. 

800  South  13th  St. 
Stapleton,  H.  B. 

Hickman,  Nebr. 

Stein.  Robert  J. 

430  Stuart  Bldg. 
Steinman,  John  F. 

620  Sharp  Bldg. 
Stemper,  Jack  M. 

949  Stuart  Bldg. 
Stewart,  Frank  A. 

1667  South  St. 

Stika,  Edward  A. 

1036  Stuart  Bldg. 
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Stone,  Frank  P. 

2300  South  13th  St. 

Stover,  Lee 

800  South  13th  St. 

Strader,  R.  M. 

430  Stuart  Bldg. 

Taborsky,  A.  F. 

324  First  Natl.  Bank  Bldg. 
Tanner,  Frank  H. 

1835  So.  Pershing  Rd. 
Taylor,  Bowen  E. 

1036  Stuart  Bldg. 

Taylor,  H.  A. 

4728  St.  Paul  St. 

Taylor,  J.  D. 

4728  St.  Paul  St. 

Teal,  F.  F.  (Life) 

2815  So.  37th  St. 

Teal,  Fritz 

2300  South  13th  St. 
Thierstein,  Samuel  T. 

1108  Sharp  Bldg. 

Thomas,  R.  L. 

601-605  Stuart  Bldg. 
Thompson,  J.  C. 

307  South  16th  St. 

Thomson,  J.  E.  M. 

1000  South  13th  St. 
Thorough,  Paul  H. 

1325  Sharp  Bldg. 


Tice,  Wayne  K. 

1036  Stuart  Bldg. 
Underwood,  G.  R. 

1127  Sharp  Bldg. 

Walker,  G.  H. 

3000  Stratford 
Wallace,  Hobart  E. 

1301  Sharp  Bldg. 

Walske,  Benedict  R. 

V.A.  Hospital 
Warner,  Ruth  A. 

909  Stuart  Bldg. 

Webb,  A.  H. 

1614  “N”  St. 

Webster,  F.  S. 

1000  South  13th  St. 
Wegner,  E.  S. 

724  Sharp  Bldg. 

Welch,  J.  S. 

1036  Stuart  Bldg. 

Wendt,  Bernard  F. 

315  First  Natl.  Bank  Bldg. 
Whitlock,  H.  H. 

805  Sharp  Bldg. 

Wiedman,  E.  V. 

315  First  Natl.  Bank  Bldg. 
Wiedman,  J.  G. 

1425  Sharp  Bldg. 

Wiedman,  Wilbur  G. 

315  First  Natl.  Bank  Bldg. 


Williams,  J.  B. 

51  Esther  St. 
Pasadena,  Calif. 
Williams,  Jon  T. 

435  South  16th  St. 
Wilson,  Nat  J. 

V.A.  Hospital 
Wood,  Maynard  A. 

1036  Stuart  Bldg. 
Woodward,  J.  M. 

910  Sharp  Bldg. 
Wright,  F.  T. 

State  Hospital 
Youngman,  R.  A. 

1036  Stuart  Bldg. 
Zeavin,  Irvin 
(Service) 


CASS 

AVOCA 

Brendel,  J.  W.  (Life) 

ELMWOOD 

Knosp,  Glen  D . 
Liston,  O.  E. 

LOUISVILLE 
Worthman,  H.  W. 

MURRAY 
Tyson,  R.  W. 


NEHAWKA 

Andersen,  R.  R. 

PLATTSMOUTH 
Brendel,  R.  F. 

Dietz,  Robert  J. 

Pucelik,  L.  S. 

WEEPING  WATER 
Kunkel,  L.  N. 

OTOE 

NEBRASKA  CITY 

Bonebrake,  A.  H. 
Burbridge,  Glen  E. 
Edmonds,  William  (Life) 
Fenstermaeher,  R.  C. 
Gilligan,  J.  P. 

Kenner,  W.  C. 

MacVean,  M.  M.  (Life) 
Ramacciotti,  W.  S. 
Stonecypher,  D.  D. 
Weeks,  T.  L. 

SYRACUSE 
Formanack,  C.  J. 

Gately,  H.  S. 

Williams,  C.  R. 


THIRD  DISTRICT 

HARVEY  RUNTY,  Councilor 


GAGE 

ADAMS— 

Waggener,  J.  T. 

BEATRICE— 

Branson,  V.  L. 

Lawrence,  Kan. 

Brott,  Clarence  R. 

Brown,  H.  R. 

Brown,  R. 

Bryant,  A.  R. 

Elias,  H.  F. 

Freriehs,  C.  T. 

Hepperlen,  H.  M.,  Jr. 
McCleery,  D.  P. 

McGirr,  J.  I.  (Life) 

(No.  Little  Rock,  Ark.) 
Moell,  L.  Dwight 
Penner,  Donald  H. 
Penner,  Elmer  L. 

Penner,  H.  G. 


Rathbun,  Sanford  M. 
Smith,  Lowell  R. 
Taylor,  R.  W. 
Waddell,  J.  C. 
Waddell,  W.  W. 
Wildhaber,  Wm.  T. 

ODELL— 

Rice,  C.  E. 

WYMORE— 

Nelson,  J.  C. 

Sutton,  David  K. 
Veterans  Hospital 
Albuquerque,  N.M. 
Thomas,  C.  W. 

PAWNEE 

PAWNEE  CITY— 

Anderson.  A.  B.,  Jr. 
Stewart,  H.  C. 


NEMAHA 

AUBURN— 

Cline,  Edgar 
Irvin,  I.  W. 

Krampert,  F.  L. 

Scott,  Paul  M. 

Thompson,  John  R. 
Tushla,  F.  M. 

PERU— 

Wiggins,  G.  E. 

RICHARDSON 

DAWSON— 

Ulmer,  Walter  P. 

FALLS  CITY— 

Brennan,  Louis  V. 
Cowan,  S.  D. 

Crook,  Guy  H. 


Gillispie,  J.  C. 

Glenn,  W.  V. 

Hustead,  C.  L. 

Ketter,  W.  D. 
Lennemann,  Ernest 
Shepherd,  Wm. 

HUMBOLDT— 

Heim,  H.  S. 
Stappenbeck,  A.  P. 

SHUBERT— 

Shook,  W.  E. 

JOHNSON 

TECUMSEH — 

Chadek,  Leonard  J. 

(Service) 

Lanspa,  J.  A. 

V.A.  Hospital 
Roseburg,  Oregon 
Schultz,  John  C. 


FOURTH  DISTRICT 

WALTER  BENTHACK,  Councilor 


MADISON 

(Madison  Six  County) 
MADISON— 

Berrick,  Wm.  H. 

Gamer,  F.  L. 

NEWMAN  GROVE— 

Carlson,  Emery  W. 

NORFOLK— 

Brauer,  S.  H. 

Brush,  E.  L. 

Bulawa,  Francis  A. 

Carey,  Blaine  P. 

Charlton,  George  E. 
Conwell,  G.  D. 

Dunlap,  James 
Famer,  B.  R. 

Hille,  C.  F. 

Ingham,  Chas.  G. 

Pollack,  John  D. 

Salter,  George  B. 
Schwedhelm,  A.  J. 
Slaughter,  Earl  C. 
Slaughter,  Pauline  K. 
Stewart,  George  J. 

Surber,  E.  G. 

Verges,  C.  J. 

Verges,  Val  C. 

TILDEN— 

Barr,  Carl  C. 

Barr,  Robert  E. 

CUMING 

(Madison  Six  County) 
BEEMER— 

Kelley,  Robert  C. 


WEST  POINT— 

Anderson,  A.  W. 
Barelman,  Wm.  M. 

Scherer,  Robert  H. 
Thompson,  I.  L. 

WISNER— 

Hansen,  Warren  D. 

PIERCE 

(Madison  Six  County) 
OSMOND— 

Maillard,  A.  E. 

Rodgers,  C.  E. 

PIERCE— 

Calvert,  John  H. 

Devers,  W.  I. 

PLAINVIEW— 

Johnson,  M.  A. 

Kopp,  Robert  E. 

KNOX 

(Madison  Six  County) 
CREIGHTON— 

Green,  Carl  R. 

Wright,  W.  E. 

BLOOMFIELD— 

Kohtz,  R.  H. 

NIOBRARA— 

Neil,  Stanley  Roy 
WAUSA— 

Tollefson,  Richard  L. 

STANTON 

(Madison  Six  County) 
PILGER— 

Reid,  J.  D. 


STANTON— 

Tennant,  H.  S. 

ANTELOPE 

(Madison  Six  County) 
ELGIN— 

Graham,  W.  W. 

NELIGH— 

McClanahan,  Frank  C.,  Jr. 
Peetz,  Dwaine  J. 

(Omaha-Douglas) 

Pierson,  Kenneth 
Thomassen,  J.  P. 

(Service) 

ORCHARD— 

Fletcher,  D.  L. 

CEDAR 

(Five  County) 
COLERIDGE— 

Dewey,  F.  G. 

HARTINGTON— 

Dorsey,  F.  P.,  Jr. 

LAUREL— 

Carroll,  R.  P. 

Reynolds,  Wm.  E. 

RANDOLPH— 

Billerbeck,  Henry  J. 

Peters,  G.  E. 

DIXON 

(Five  County) 
PONCA— 

Bray,  R.  E. 

WAKEFIELD 

Coe,  C.  M. 


THURSTON 

(Five  County) 
PENDER— 

Keown,  J.  T.,  Jr. 
Muffly,  Chas.  G. 

WINNEBAGO— 

Kantor,  Lester  J. 

V.  A.  Hospital 
Albuquerque,  N.M. 

DAKOTA 

(Five  County) 

HOMER— 

Barber,  H.  G. 

SOUTH  SIOUX  CITY- 
Gathman,  L.  T. 

Larsen,  A.  A. 

Maher,  Louis  L. 

Iowa  City,  la. 

WAYNE 

(Five  County) 
WAYNE— 

Benthack,  Robert  B. 
Benthack,  Walter 
Ingram,  Wm.  A. 

Matson,  Roy  M. 

WINSIDE— 

Craig,  D.  O. 
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DODGE 

AMES— 

Smith,  A.  J. 

DODGE— 

Srb,  G.  J. 

FREMONT— 

Byers,  Robert  C.,  Jr. 

Clark,  George  L. 

Ordnance  Plant, 

Mead,  Nebr. 

Deal,  E.  P. 

(Pretty  Prairie,  Kansas) 
Fasser,  A.  O.  (Life) 
Harvey,  Andrew 
Haslam,  G.  A. 

Heine,  L.  H. 

Heine,  W.  H.  (Life) 

Hill,  W.  H. 

Jakeman.  Harry  A. 

Malloy,  E.  F. 

Merrick,  A.  J. 

Moore,  C.  G.  (Life) 
Glendale,  Calif. 

Morrow,  H.  H. 

Morrow,  H.  N.  (Life) 
Nelson,  Carrol  C. 

Reeder,  Grant 
Reeder,  Robert  C. 

Seiver,  Charlotte 
Simmons,  J.  R. 

Van  Metre,  R.  T. 

Wengert,  D.  B. 

Yost,  Howard  F. 

NORTH  BEND— 
Hubenbecker,  J.  C. 


BUTLER 

DAVID  CITY— 

Burdick,  D.  E. 

Ekeler,  Louis  J. 
Niehaus,  Wm.  C. 

RISING  CITY— 
Longacre,  O.  E.  (Life) 

SEWARD 

MILFORD— 

Frans,  James  R. 

SEWARD— 

Carr,  J.  W. 

Clarke,  H.  D. 

(Deceased  6-13-55) 
Hill,  W.  Ray 
Morrow,  B.  E. 

Pitseh,  Richard  M. 
Posey,  John  W. 
Stanard,  John  T. 


SALINE 

CRETE— 

Forney,  L.  W. 
Homan,  Richard  W. 
Huber,  Paul  J. 
Stejskal,  F.  J. 

DE  WITT— 

Runty,  H.  D. 

(Gage  Co.) 

DORCHESTER— 

Bray,  Avis  Page 

FRIEND— 
Hamilton,  F.  T. 
Zimmer,  Clarence 

WILBUR— 

Travnicek,  F.  G. 


SHERIDAN 

(Northwest  Nebraska) 
GORDON— 

Wanek,  Frank 
Wolf,  W.  K. 

RUSHVILLE— 

Crum,  H.  V. 

Hook,  R.  L. 

HAY  SPRINGS— 

Owen.  Bernard  A. 


FIFTH  DISTRICT 

E.  E.  KOEBBE,  Councilor 

SCRIBNER— 


Stehl,  C.  H.  L. 

WASHINGTON 

ARLINGTON— 

Block,  D.  M. 

(Dodge  Co.) 

Davies,  R.  A.  (Life) 
(Dodge  Co.) 

BLAIR— 

Goehring,  W.  E. 

Howard,  C.  D. 

Sievers,  Rudolph 

MERRICK 

CENTRAL  CITY— 
Brown,  A.  D. 

Fouts,  F.  (Life) 

Holmes,  Lee  C. 

Zikmund,  E.  T. 

CLARKS— 

Douglas,  R.  R. 

PALMER— 

Racines,  J.  Y. 

(Howard  County) 

COLFAX 

CLARKSON— 

Kavan,  W.  J. 

HOWELLS — 

McGee,  Robert 
SCHUYLER— 

John,  George  L. 
(Northwest  Nebr.) 


Kavan,  Lucian  Cyril 
Kolouch,  F.  G. 

Myers,  H.  Dey,  Jr. 

BOONE 

ALBION— 

Boyd,  Zane  Rex 
( Service) 

Fitch,  Wm.  M. 

Smith,  J.  W.  B. 

(Deceased  8-28-55) 
Smith,  Roy  J. 

CEDAR  RAPIDS— 

Reeder,  W.  J. 

ST.  EDWARD— 

Henderson,  Harry  C. 

BURT 

LYONS— 

Hayes,  C.  B. 

OAKLAND— 
Benson,  H.  W.  (Life) 
Winter  Park,  Fla. 
Tibbels,  R.  H. 

TEKAMAH— 

Allen,  J.  G. 

Lukens,  I. 

Morrow,  L. 

Sauer,  L.  E. 


SIXTH  DISTRICT 

B.  N.  GREENBERG,  Councilor 

STAPLEHURST— 

Herpolsheimer,  R.  W. 

UTICA— 

Kamprath,  Coll  Q. 

Kamprath,  Wilmar  M. 

SAUNDERS 

ASHLAND— 

Baer,  B.  H. 

Packer,  J.  M. 

Williams,  Martin  P. 

CERESCO— 

Noyes,  W.  W. 

WAHOO— 

Crouse,  Murray  H. 

French,  Ivan  M. 

Hinrichs,  E.  J. 

Kent,  Donald  C. 

( Service) 

Pestal,  Joe  (Life) 

Wallace,  Stephen  E. 

SEVENTH  DISTRICT 
F.  A.  MOUNTFORD,  Councilor 

NUCKOLLS 

NELSON— 

Ingram,  J.  E. 

Marples,  Donald 

SUPERIOR— 

Brown,  Byron  L. 

Mason,  C.  T. 

McMahon,  C.  G. 
Trowbridge,  J.  A.  (Life) 
Webman,  A.  I. 

FILLMORE 

GENEVA— 

Ashby,  A.  A. 

Ashby,  Chas.  F. 

Lynn,  Vincent  S. 


THAYER 

ALEXANDRIA— 

Tucker,  J.  Guy 
BYRON— 

Decker,  Rudolph  F. 

CARLETON— 
Douglas,  V.  D.  (Life) 
DESHLER— 

Reed,  Paul  A. 

DAVENPORT— 

Mountford,  F.  A. 

HEBRON— 

Bunting,  L.  G. 

Penry,  R.  E. 


Way,  Charles 

YUTAN— 

Christensen,  Robert  H. 
(Service) 

YORK 

YORK— 

Anderson,  Leo 
Bell,  H.  O.  (Life) 

Bell,  James  D. 

Bell,  J.  S. 

Greenberg,  B.  N. 
Harry,  R.  E. 

Karrer,  F.  W.  (Life) 
Karrer,  Robert  E. 
Kilgore,  W.  S. 

Root,  B A.  (Life) 
Sehnert,  Keith  W. 

HENDERSON— 
Friesen,  H.  F. 

Hieb,  Wilbert  E. 


EIGHTH  DISTRICT 

WILBUR  E.  JOHNSON,  Councilor 


BOYD 

(Holt  and  Northwest) 
BUTTE— 

Bendorf,  D.  H. 

LYNCH— 

David,  Joseph  J.,  Jr. 

ROCK 

BASSETT— 

Panzer,  H.  J. 


HOLT 

ATKINSON— 

McKee,  N.  P. 
Ramsey,  James  E. 

O’NEILL— 
Brown,  J.  P. 

Finley,  W.  F. 
French,  O.  W. 
Langdon,  Robert 
Wilson,  Rex  W. 


PLATTE 

COLUMBUS— 

Allenburger,  C.  A.  (Life) 
Anderson,  R.  C. 
Blattspieler,  Lucien  H. 

(Helena,  Montana) 
Brillhart,  E.  G. 

Campbell,  C.  H.  (Life) 
Deyke,  Vern  F. 

Heiser,  E.  N. 

Johnson,  F.  G. 

Koebbe,  E.  E. 

Kuper,  H.  D. 

Lemke,  Theo.  John,  Jr. 
McGowan.  P.  H. 

Medlar,  Clyde  A. 

Meyer,  J.  E. 

Miller,  W.  R. 

Omaha 

Neumarker,  W.  R.  (Life) 
(Deceased  5-8-55) 

HUMPHREY— 

Klaas,  R.  E. 

NANCE 

FULLERTON— 

Maly,  James  C. 

GENOA— 

Dalton,  Kenneth  R. 

Davis,  Homer  (Life) 
Hartsaw,  John  E. 
Williams,  C.  D. 


HAMILTON 

AURORA— 

Steenburg,  D.  B. 
Steenburg,  E.  A. 
Steenburg,  E.  K. 
Woodard,  J.  M. 

GILTNER— 

Marvel,  P.  O. 

HAMPTON— 
Troester,  O.  M. 

POLK 

OSCEOLA— 

Blodig.  John  L. 

Eklund,  H.  S. 

SHELBY— 

Bierbower,  R.  L. 

STROMSBURG— 
Anderson,  C.  L. 


JEFFERSON 

FAIRBURY— 

Cassel,  R.  L. 

Hughes,  D.  O. 

Kantor,  D.  B. 

Kenney,  K.  J. 

Luce,  R.  P. 

Lynch,  George  M. 

( Service) 

Lynch,  J.  H. 

Yoachim,  W.  P. 

CLAY 

SUTTON— 

Nuss,  H.  V. 

DENVER,  COLO.— 

Nutzman,  C.  L. 

1042  Locust 


BROWN 

AINSWORTH— 

B^ady,  R.  R. 

Lear.  W.  D. 
Shiffermiller,  Floyd 

CHERRY 

VALENTINE— 

Deakin,  Thos.  W. 
Famer,  John 
Johnson,  Wilbur  Ed 
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NINTH  DISTRICT 

B.  R.  BANCROFT,  Councilor 


HALL 

CAIRO— 

Harb,  Fred 

GRAND  ISLAND— 

Anderson,  H.  C. 

Anderson,  John  S. 
Arrasmith,  W.  J. 

Bosley,  Warren  G. 

Brugh,  E.  A. 

Buchanan,  Rea 
Campbell,  John  F. 

DeMay,  G.  H. 

DeMay,  Richard  F. 
Easley,  John  H. 
Farnsworth,  Earle  (Life) 
Santa  Barbara,  Calif. 
Geer,  Robert  R. 

Gilloon,  A.  G. 

Graupner,  G.  W. 

Holland,  Robert  E. 
Hombach,  W.  H. 

House,  Robert  M. 

Imes,  Loren  E. 

Johnson,  Earle  G. 

Koefoot,  Robert  R. 
Litchenberg,  R.  P. 
Maggiore,  Carl  H. 
McDermott,  K.  F. 
McGrath,  Chas.  Dean 
McGrath,  Wilmer  D. 
McGrath,  Wm.  M. 
Mongeau,  D.  C. 

Nabity,  Stanley  F. 

Profitt,  J.  Alfred 
Ryder,  Frank  D. 

Synhorst,  A.  P. 

Watson,  Donald 
Watson,  E.  A. 

Wells,  J.  Ralston 
Woodin,  J.  G. 

Woodruff,  Bradley 
Yost,  John  G. 

WOOD  RIVER— 

King,  F.  Ervin 
(Service) 


BUFFALO 

KEARNEY— 

Bancroft,  B.  R. 

Elliott,  Thos.  S. 

Hansen,  H.  C. 

Harrison,  Merle  A. 

Hayes,  O.  R. 

Jester,  R.  F. 

Jester,  R.  F.,  Jr. 

Johnson,  O.  D. 

Johnson,  Richard  D. 
Johnson,  Robert  O. 
Johnston,  Raymond  F. 

(Service) 

Johnston,  R.  S. 

Lane,  L.  D. 

Nutzman,  Wm. 

Nye,  Dan  A. 

Richards,  F.  L. 

Smith,  Harold  V. 

Staley,  Sanford  O. 

Steffens,  L.  C. 

Wilcox,  M.  B. 

RAVENNA— 

Dickinson,  L.  E.,  Sr.  (Life) 
Ehlers,  O.  C. 

SHELTON— 

Nordstrom,  J.  E. 

Wiltse,  C.  E. 

( Service) 

CUSTER 

ANSELMO— 

Spivey,  C.  D. 

ARNOLD— 

McShane,  R.  A. 

(Service) 

Reeves,  E.  Howard 

BROKEN  BOW— 

Blair,  R.  L. 

Bowman,  C.  L. 


Carothers,  P.  H.  J. 

(Deceased  10-29-55) 
Erickson,  G.  T. 
Koefoot,  Theo. 

(Deceased  6-19-55) 
Koefoot,  Theo.,  Jr. 
Wilcox,  C.  W. 

CALLOWAY— 

Bryson,  R.  D. 
Chaloupka,  M.  L. 
(Buffalo  Co.) 

SARGENT— 
McDaniel,  V.  S. 

DAWSON 

COZAD — 

Hranac,  Chas.  Eugene 
Sheets,  C.  H. 

Sitorius,  Rodney  A. 

EDDYVILLE— 

Kile,  J.  B. 

GOTHENBURG— 

Ayres,  M.  J. 

Harvey,  H.  M.  (Life) 
Owen,  M.  L. 

Perry,  S.  H. 

Pyle,  B.  W. 

LEXINGTON— 

Anderson,  A.  W. 

Long,  Wm.  B. 

McGee,  Dean 
Norall,  V.  D. 

Olsson,  P.  Bryant 
Watson,  E.  A. 

Wycoff,  R.  S. 


HOWARD 

ST.  PAUL — 

Arnold,  M.  O. 
Hanisch,  E.  C. 
Hanisch,  Robert 


GREELEY 

(Four  County) 
SPALDING— 

Fox,  Robert  J. 

Sullivan,  M.  M.  (Life) 

WOLBACH— 

Holm  A.  H.  (Life) 
(Howard  Co.) 

VALLEY 

(Four  County) 
ARCADIA— 

Moss,  N.  H. 

NORTH  LOUP— 
Markley,  M.  E. 

ORD— 

Lynn,  Robert  J. 

(Service) 

Martin,  Paul  R. 

Miller,  C.  J. 

Miller,  Otis  W. 

GARFIELD 

(Four  County) 
BURWELL— 

Cram,  Roy  S. 

Zemple,  Alan  R. 

SHERMAN 

(Four  County) 
LITCHFIELD— 

Rydberg,  C.  A. 

(Custer  Co.) 

LOUP  CITY— 
Amick,  Carl  G. 

Bogle,  John  H. 

(Custer  Co.) 

Miller,  Burdette  L. 
(Custer  Co.) 

GRANT 

HYANNIS— 

Howell,  W.  L. 

(Box  Butte  Co.) 


TENTH  DISTRICT 

F.  M.  KARRER,  Councilor 


ADAMS 

HASTINGS— 

Anderson,  H.  F. 
Charlton,  George  Paul 
Davis,  Harold  L. 
DeBacker,  L.  J. 

Egen,  L.  F. 

Feese,  J.  P. 

(Life) 

Foote,  C.  M. 

Foote,  D.  B. 

Foote,  E.  C.  (Life) 
Glenn,  Elmer  E. 
Guildner,  C.  W. 
Hoffmeister,  George  F. 
Holm,  Chas.  R. 

Kingsley,  D.  W. 

Kleager,  Clyde  L. 

Kostal,  O.  A. 

Kuehn,  Gerald  A. 

Mace,  John  L. 

Mclntire,  Robert  H. 
McMillon.  John  A. 
Pinney,  George  L. 
Richard,  Warren  E. 

Rutt,  Fred  J. 

Shaw,  W.  L. 

Reseda,  Calif. 

Shreck,  H.  W. 

Smith,  Robert  C. 

Weber,  C.  R. 

INGLESIDE— 

Davies,  D.  M. 

Gouldman,  Carl 
Hawes,  George  F. 
Landgraf,  Chas.  W.,  Jr. 
O’Donnell,  H.  J. 
Sandritter,  G.  L. 

Shelton,  S.  W. 

KENESAW— 

Hoffman,  Kenneth  C. 


Mclntire,  R.  J. 

( Service) 

McReynolds,  R.  K. 

( Service) 

FRANKLIN 

CAMPBELL— 

McNeill,  L.  S. 

FRANKLIN— 

Doering,  William 
Thomas,  Conrad 

HARLAN 

ALMA— 

Agee,  L.  G. 

Mission,  Kansas 
Bartlett,  W.  C. 

Ekart,  Paul  I. 

Ottumwa,  Iowa 
Johnson,  F.  B.  (Life) 
(Deceased  7-23-55) 
(Lancaster  Co.) 

ORLEANS— 

McGrew,  K.  C. 

Rider,  E.  E.  (Life) 
(Lancaster  Co.) 


WEBSTER 

GUIDE  ROCK— 

Reed,  H.  S. 

(Nuckolls  Co.) 

RED  CLOUD— 

Bennett,  Wilbur  Keith 
(Adams  Co.) 

Lull,  C.  C. 

(S.W.  Nebr.) 

Obert,  Francis 
(Adams  Co.) 


RED  WILLOW 

(Southwest  Nebr.) 
McCOOK— 

Batty,  John  L. 

DeMay,  G.  A. 

Dickinson,  L.  E.,  Jr. 
Donaldson,  J.  H.,  Jr. 
James,  L.  D. 

Jone%  R.  T. 

Karrer.  F.  M. 

Leininger,  E.  F. 

Morgan,  D.  H. 

Morgan,  Donal  H.,  Jr. 
Shank,  F.  W. 

DUNDY 

(Southwest  Nebr.) 
BENKLEMAN— 

Morehouse,  G.  A. 

CHASE 

(Southwest  Nebr.) 
IMPERIAL— 

Hoffmeister,  George  (Life) 
Smith,  Fay 
Yaw,  Elwood 

WAUNETA— 

Carlson,  C.  R. 

HITCHCOCK 

(Southwest  Nebr.) 
STRATTON— 

Haase,  D.  D. 

TRENTON— 

Hertz,  Harvey 
(Service) 

Hoyt,  Melvin  S. 


FRONTIER 

(Southwest  Nebr.) 
CURTIS— 

Magill,  Van  H. 

EUSTIS — 

Rosenau,  O.  P. 

(Dawson  Co.) 

KEARNEY 

MINDEN— 

Abbott,  Hodson  A. 

(Buffalo  Co.) 

Andrews,  H.  S. 

(Adams  Co.) 

Butler,  Robert  E. 

(Adams  Co.) 

Finkner,  John  R. 

(Adams  Co.) 

FURNAS 

(Southwest  Nebr.) 
CAMBRIDGE— 

Minnick,  Clarence  . 
Stearns,  H.  I. 

OXFORD— 

Cutshall,  Roger 
(Service) 

PHELPS 

BERTRAND— 

Streeter,  Chas.  T. 
Richlands,  N.C. 

HOLDREGE— 

Best,  Robert 
Bivens,  Wm.  S. 

Brewster,  F.  W. 

Jones,  Donald  W. 
McConahay,  H.  A. 
Peterson,  Theo.  A. 
Reiner,  .Walter  M. 
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LINCOLN 

NORTH  PLATTE— 

Anderson,  G.  T. 
(Service) 

Anderson,  Joel  (Life) 
Callaghan,  A.  J. 
Carroll,  J.  V. 

(Deceased  5-6-55) 
Chick,  Nicholas 
Clarke,  H.  L. 

Dent,  T.  E. 

DeVol,  R.  A. 

Drasky,  Stanley 
Heider,  C.  F. 

Heider,  Chas.  F.,  Jr. 


SCOTTS  BLUFF 

GERING— 

Brown,  Wilbert  O. 

Gentry,  Harold  E.,  Jr. 
Gentry,  W.  J. 

Gentry,  W.  Max 
Harvey,  W.  C.,  Sr. 

Harvey,  W.  C.,  Jr. 
Sehmunk,  Gerhard  T. 
Wiley,  Stuart  Paul 

MIN AT ARE — 

Karrer,  R.  W. 

MITCHELL— 

Loeffel,  Edwin  J. 

Ohme,  Kenneth 
Watson,  C.  R. 

MORRILL— 

Prentice,  O.  D. 

SCOTTSBLUFF — 

Baker,  Ellis  E. 

Baker,  Paul  Q. 

Campbell.  Stuart  D. 

Cowan,  L.  H. 

Frank,  Carl  L. 

Franklin,  W.  S. 

Gridley,  L.  J. 

Grubbs,  Loran 


ELEVENTH  DISTRICT 


C.  F.  HEIDER,  Councilor 

DEUEL 

(Cheyenne,  Kimball 
and  Deuel) 
CHAPPELL— 

Baker,  Howard 

San  Fernando,  Calif. 


Kerkhoff,  S.  A. 
Kreymborg,  O.  C. 
McDonald,  H.  A. 

Niehus,  Wm.  B. 
Pinkerton,  Clifford  C. 
Raines,  Max  M. 

Redfield,  J.  B. 

Reeves,  A.  E.  (Life) 
Schaumberg,  Edward  G. 
Shaughnessy,  E.  J. 
Stevenson,  Edward 
Takenaga,  R.  T. 

Walker,  H.  H. 
Waltemath,  G.  F. 

SUTHERLAND— 

Baker,  John  C. 

Moore,  Harlan  E. 


Colman,  A.  C.  (Life) 
Larson,  D.  L. 

Rundquist,  R.  B. 

GARDEN 

( Garden-I^eith-Perkins) 
LEWELLEN— 

Vesely,  Francis  V. 

OSHKOSH— 

Albee.  A.  B. 

Seng,  W.  G. 


TWELFTH  DISTRICT 

FRANK  HERHAHN,  Councilor 


Hanna,  Joe  T. 

Hayhurst,  J.  D. 

Heinke,  John  P. 
Herhahn,  Frank  T. 
Holmes,  Wm.  E. 

Hudgel,  L.  E. 

Iowa  City,  Iowa 
Kreig,  Jacob,  Jr. 

Lovett,  Ivan  C. 

Rasmus  en,  N.  H.  (Life) 
Longmont,  Colorado 
Riddell,  Ted  E. 

Rosenau,  John  A. 
Sorensen,  C.  N. 

BOX  BUTTE 

ALLIANCE— 

Arrasmith,  W.  W. 

Broz,  J.  S. 

Burnham,  A.  G. 
Fitzgerald,  Thos.  D. 
Hand,  George  J.  (Life) 
Johnston,  G.  F. 

(Deceased  5-14-55) 
Kennedy,  J.  F. 

Kuncl,  Joseph  K. 
McNulty,  Edward 
Morgan,  R.  J. 

Seng,  O.  L. 

Shannon.  Dewitt  D. 
(Service) 


Slagle,  C.  E.  (Life) 
Sucgang,  F.  P. 

Whitehead,  E.  I.  (Life) 

HEMINGFORD— 

Ford.  F.  Wendell 

DAWES 

(Northwest  Nebraska) 
CHADRON— 

Courshon.  A.  J. 

DeFlon,  Eric  G. 

Griot,  A.  J. 

Hoe  vet,  L.  H. 

Pierce,  C.  M. 

CRAWFORD— 

Bishop,  Ben 
Brown,  Roy 
(Service) 

CHEYENNE 

(Cheyenne,  Kimball 
and  Deuel) 

DALTON— 

Pankau,  J.  B. 

SIDNEY— 

Bitner,  C.  U. 

Cook,  Hull  A. 


KEITH 

(Garden-Keith-Perkins) 

OGALLALA— 

Benner,  Robert  E. 
Cornelius,  C.  J.,  Jr. 

Eberle,  Donald 
Harvey,  E.  A. 

New  Plymouth,  Idaho 
Larson,  Sherwood  L. 

McFee,  John  L. 

Weyer,  S.  M. 

PERKINS 

( Garden-Keith-Perkins) 
GRANT— 

Bell,  F.  M.  (Life) 
Colglazier.  E.  E. 

Roberts,  D.  G. 

Thompson,  R.  L. 


Dorwart,  Clinton  B. 
Federle,  Jesse  A. 

Grimm,  B.  H. 

O’Holleran,  Lloyd  S. 
Thayer,  James  E. 

KIMBALL 

(Cheyenne,  Kimball 
and  Deuel) 
KIMBALL— 

Calkins,  Robert  C. 

Core,  Edwin  R. 

Shamberg,  Alfred  H. 

MORRILL 

BAYARD— 

Doher,  T.  L. 

(Scotts  Bluff  Co.) 
Denver,  Colo. 

Hrnicek,  Leo  A. 

(Scotts  Bluff  Co.) 

BRIDGEPORT— 

Blackstone,  H.  A. 

(Scotts  Bluff  Co.) 
Peterson,  Byron  D. 

St.  Paul,  Minn. 

(Scotts  Bluff  Co.) 

Post,  George  Peter 
(Scotts  Bluff  Co.) 


Tuberculosis  Abstracts 

PROBLEM  OF  THE  ASYMPTOMATIC 
PULMONARY  LESION 

A 67-year-old  clothing  salesman  registered  at  the 
Mayo  Clinic  on  November  11,  1953,  for  evaluation 
of  an  asymptomatic  x-ray  shadow  in  the  field  of 
the  upper  part  of  the  left  lung.  The  abnormal 
shadow  had  been  discovered  in  June,  1949,  in  a 
routine  roentgenologic  survey.  Follow-up  roent- 
genograms were  made  in  the  next  few  months.  Ap- 
parently little  change  occurred  in  the  roentgenologic 
appearance  of  the  lesion  until  August,  1951.  In  De- 
cember, 1951,  the  patient  had  a short  episode  of  sub- 
sternal  pressure-type  pain,  which  was  relieved  by 
pills  and  an  injection.  No  apparent  change  was 
noted  in  the  electrocardiogram  to  indicate  localized 
myocardial  injury.  On  January  23,  1952,  he  entered 
his  local  tuberculosis  sanatorium  and  began  to  re- 
ceive antimicrobial  therapy  with  streptomycin  and 
para -aminosalicylic  acid.  Use  of  the  para-amino- 
salicylic  acid  (PAS)  was  discontinued  after  four 
months,  but  the  streptomycin  was  given  for  two 
more  months.  The  roentgenologic  appearance  of  the 
lesion  showed  little  change  during  the  six  months 
of  treatment,  and  the  patient  was  dismissed  for 
roentgenologic  follow-up  studies  on  an  outpatient 


basis.  The  patient  was  not  aware  of  any  positive 
results  of  procedures  for  the  detection  of  tubercle 
bacilli  by  smear,  culture,  or  inoculation  of  guinea 
pigs  with  specimens  of  the  sputum  or  with  gastric 
washings.  In  September,  1953,  he  had  noted  slight 
fever  and  cough  of  a few  days’  duration,  relieved 
by  injections  of  penicillin. 

In  October,  1953,  a follow-up  roentgenogram  of 
the  thorax  showed  possible  slight  enlargement  of 
the  shadow  under  observation.  Further  investiga- 
tion was  recommended.  There  were  no  unusual 
symptoms  at  this  time,  however. 

The  patient  was  found  to  be  an  asthenic  white 
man  weighing  117  pounds,  and  67  inches  in  height. 
The  blood  pressure  was  140  systolic  and  80  dias- 
tolic, in  millimeters  of  mercury.  The  cardiac  rhythm 
was  regular  and  there  were  no  significant  murmurs. 
Other  than  slight  diminution  of  breath  sounds  and 
occasional  soft  rales  over  the  left  posterolateral  as- 
pect of  the  thorax,  the  findings  were  not  significant. 
Lymph  nodes  were  not  enlarged. 

Urinalysis,  determination  of  hemoglobin,  leuko- 
cyte count,  and  determination  of  the  blood  urea 
gave  results  within  normal  limits.  The  sedimenta- 
tion rate  was  15  mm.  in  one  hour  by  the  Wester- 
gren  method.  Result  of  the  Kline  test  was  negative. 
A tuberculin  test,  in  which  0.001  mg.  of  purified  pro- 
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tein  derivative  was  used,  was  reported  as  giving  a 
negative  result.  A second  injection  of  0.005  mg. 
of  purified  protein  derivative  was  reported  to  have 
produced  a positive  reaction  after  forty-eight  hours. 
An  electrocardiogram  showed  only  left  axis  devia- 
tion. Examination  of  the  sputum,  bronchial  smears, 
and  bronchial  washings  for  malignant  cells  and  acid- 
fast  bacilli  gave  negative  results. 

A roentgenogram  of  the  thorax  showed  a rather 
extensive  lesion  on  the  left  at  the  level  of  the  first 
and  second  anterior  interspaces.  Tomograms  of 
the  area  showed  no  definite  cavitation.  The  serial 
roentgenograms  of  the  thorax  made  in  the  pa- 
tient’s home  town,  when  reviewed,  showed  very 
slight  enlargement  of  the  shadow  over  the  two-and- 
one-half-year  period.  Bronchoscopy  revealed  no 
gross  abnormalities. 

Because  of  the  indeterminate  nature  of  the  lesion 
after  clinical  study  and  observation,  left  thoracoto- 
my was  advised.  A grade  three  adenocarcinoma  of 
the  posterior  segment  of  the  upper  lobe  of  the  left 
lung  was  found  at  operation,  with  no  involvement 
of  the  hilar  nodes.  Left  pneumonectomy  was  per- 
formed. The  patient  made  an  uneventful  recovery. 

Follow-up  reports  from  the  patient’s  local  physi- 
cian indicated  that  symptoms  of  cerebral  metastasis 
appeared.  The  patient  died  on  June  5,  1954.  A 
large  metastatic  lesion  of  the  right  cerebral  hemi- 
sphere was  found  at  necropsy. 

The  value  of  survey  roentgenograms,  which  is 
widely  appreciated  among  the  laity  as  well  as  with- 
in the  medical  profession,  is  again  demonstrated 
in  this  case.  The  case  further  points  out  the  diffi- 
culty so  often  encountered  in  making  a clinical 
diagnosis  after  an  asymptomatic  lesion  is  discovered. 
The  lesion  located  peripherally  in  the  field  of  the 
upper  part  of  the  left  lung  had  characteristics  of 
either  a chronic  inflammatory  process  or  a neo- 
plasm. Although  it  was  possible  to  detect  the  ab- 
normality by  means  of  the  roentgenogram,  this  did 
not  provide  the  etiologic  diagnosis.  Laminated  cal- 
cium, diagnostic  of  a granulomatous  process,  was 
not  evident  in  any  of  the  serial  thoracic  roentgeno- 
grams of  this  patient.  Even  tomograms,  made  just 
before  operation,  did  not  demonstrate  calcium. 
Thus,  a malignant  neoplasm  could  not  be  ruled  out 
from  a roentgenologic  standpoint.  The  value  and 
limitations  of  roentgenologic  technics  in  the  detec- 
tion of  asymptomatic  lesions  have  been  reviewed  by 
Good  and  associates.  Serial  roentgenograms  showed 
little  change  in  the  abnormal  shadow.  Although 
failure  of  such  a shadow  to  change  might  suggest 
that  the  lesion  thus  depicted  is  benign,  this  case 
demonstrates  how  a bronchogenic  carcinoma,  par- 
ticularly an  adenocarcinoma,  may  show  little  change 
over  a period  of  months  or  even  years. 

The  failure  of  previous  bacteriologic  studies  by 
home  physicians  to  demonstrate  tubercle  bacilli  in 
the  patient’s  sputum  or  gastric  washings  cast  doubt 
upon  the  clinical  diagnosis  of  pulmonary  tuber- 
culosis. Furthermore,  failure  of  the  shadow  to  re- 
gress during  combined  chemotherapy  should  lead  to 
further  questioning  of  the  previous  clinical  diag- 
nosis. The  skin  tests  indicated  that  the  patient 
previously  had  been  infected  with  tubercle  bacilli 
and  probably  also  Histoplasma  capsulatum,  but  ad- 
ditional bacteriologic  studies  had  failed  to  show  that 
the  pulmonary  lesion  was  related  etiologically  to 
the  cutaneous  reactions.  In  this  case  a clinical  diag- 
nosis could  not  be  made  by  the  usual  laboratory 


methods,  and  thoracotomy  became  necessary.  The 
incidence  of  milignant  lesions  among  asymptomatic 
circumscribed  pulmonary  lesions  has  been  pointed 
out  by  Harrington. 

The  patient’s  ultimate  clinical  course  illustrates 
the  serious  complications  which  often  follow  the  dis- 
covery of  bronchogenic  carcinoma,  even  though  the 
hilar  nodes  were  not  involved.  Tinney  and  Moersch 
found  symptoms  referable  to  the  nervous  system 
in  12  per  cent  of  448  cases  of  carcinoma  of  the  lung. 
In  4 per  cent  of  the  entire  series,  the  neurologic 
symptoms  represented  the  presenting  complaint. 
King  and  Ford,  in  reviewing  100  cases  of  metastasis 
to  the  central  nervous  system  from  carcinoma  of 
the  lung,  concluded  that  these  types  of  metastasis 
occur  early  and  frequently.  This  further  demon- 
strates the  importance  of  early  diagnosis  and  treat- 
ment of  asymptomatic  lesions  of  the  lung.  (By  R. 
Drew  Miller,  M.D.,  The  Journal  Lancet,  March, 
1955). 

REDUCTION  IN  MORTALITY  PAST  MIDLIFE 

The  last  two  decades  have  witnessed  a marked  re- 
duction in  mortality  at  the  ages  past  midlife.  Among 
white  women  in  the  age  range  45-74  insured  under 
Industrial  policies  in  the  Metropolitan  Life  Insur- 
ance Company,  the  age-adjusted  death  rate  from  all 
causes  combined  fell  from  21.6  per  1,000  in  1935  to 
12.2  in  1954,  or  nearly  45  per  cent.  The  correspond- 
ing decrease  among  white  men  was  appreciably 
smaller,  from  29.9  to  22.5  per  1,000,  or  25  per  cent. 
In  each  sex,  the  relative  improvement  in  mortality 
was  somewhat  greater  at  ages  45-54  than  at  the  later 
ages.  Except  for  minor  fluctuations  in  the  early 
years  of  World  War  II,  the  curves  are  remarkably 
smooth.  (Statistical  Bulletin,  Metropolitan  Life  Ins. 
Co.,  Sept.,  1955). 

MOTORCYCLE  ACCIDENT  FATALITIES 

Although  motorcycle  accidents  are  among  the 
relatively  minor  causes  of  fatal  injury,  they  never- 
theless take  an  appreciable  toll  of  life  in  the  United 
States.  About  800  deaths  a year  result  from  in- 
juries sustained  by  drivers  and  passengers  of  motor- 
cycles involved  in  accidents.  Precise  figures  are 
lacking  on  the  number  of  pedestrians  killed  by  mo- 
torcycles annually,  but  estimates  range  around  the 
200  level.  A few  deaths,  in  addition,  occur  among 
riders  of  bicycles  and  among  occupants  of  automo- 
biles as  a result  of  collision  between  these  vehicles 
and  motorcycles.  All  told,  accidents  involving  mo- 
torcycles account  for  approximately  1,000  deaths  a 
year  in  our  country.  (Statistical  Bulletin,  Metro- 
politan Life  Ins.  Co.,  Sept.,  1955). 


In  all  the  attention  now  being  paid  to  chemo- 
therapy, it  should  not  be  forgotten  that  bed  rest 
is  just  as  necessary  as  ever  in  the  treatment  of 
tuberculosis.  All  forms  of  collapse  therapy  are 
still  useful  in  suitable  cases.  Whereas  chemotherapy 
has  not  shortened  the  duration  of  hospital  stay, 
it  has  helped  the  recovery  of  many  patients  who 
would  otherwise  have  succumbed.  The  lives  of  many 
additional  patients  have  been  prolonged  indefinitely, 
although  the  disease  was  not  arrested.  William  S. 
Schwartz,  M.D.,  The  New  England  J.  of  Med.,  April 
23,  1953. 
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up  on  a national  scale  and  open  to  doctors, 
nurses,  members  of  hospital  administrative 
staffs,  enforcement,  correctional,  and  penal 
officers,  social  workers,  occupational  thera- 
pists, research  workers,  counselors,  and 
others  active  in  the  treatment,  and  preven- 
tion programs  in  the  field  of  alcoholism. 

Inquiries  concerning  membership  and  pro- 
grams of  the  new  association  will  be  wel- 
comed by  the  secretary-treasurer,  Dr.  David 
Landau,  419  Boylston  Street,  Boston. 

Over  Seven  Million  Dollars  Devoted  to 
Research  on  Cardiac  Disease — 

The  largest  contributions  made  by  any 
business-sponsored  agency  toward  the  study 
of  cardiac  and  circulatory  diseases' has  been 
that  of  the  Life  Insurance  Medical  Research 
Fund,  says  Mr.  M.  Albert  Linton,  chairman 
of  the  Fund’s  board  of  directors. 

This  fund  was  established  in  1945  and  has 
been  maintained  by  a number  of  leading  life 
insurance  companies.  It  has  allocated  a to- 
tal of  $7,209,103  for  cardiac  research.  The 
allocations  for  1955  total  $929,400.  This  in- 

( Continued  on  page  29- A) 
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eludes  $816,200  for  66  grants  to  institutions 
for  research  programs  on  heart  disease,  and 
$113,200  for  27  fellowships  given  to  young 
men  and  women  in  training  as  research 
workers  on  heart  problems. 

The  results  attained  by  the  researches  are 
felt  to  be  most  encouraging,  having  dissipat- 
ed the  prevalent  “defeatest  attitude”  and  in- 
duced vigorous  and  productive  work  and 
fruitful  means  of  attacking  heart  problems. 

Aspirin  Poisoning — 

“The  A.M.A.  Committee  on  Toxicology 
urges  that  packages  of  aspirin  or  other  sali- 
cylates bear  a label,  ‘Keep  out  of  reach  of 
children,’  and  ‘Consult  your  physician  on 
dosage  for  children  under  three  years  of 
age.’  Another  safeguard  against  accidental 
and  sometimes  fatal  poisoning  by  aspirin 
and  similar  drugs  is  that  individual  pills  be 
wrapped  in  metal  or  plastic  foil,  more  diffi- 
cult for  the  curious  tiny  fingers  to  remove. 
The  committee  said  . . . that  of  133  deaths 
caused  by  salicylates  in  1952,  86  were  among 
children  under  five,  and  41  of  these  unfor- 
tunate deaths  were  due  to  aspirin.”  (From 
Today’s  Health,  Nov.  1955,  p.  16). 


From  the  Omaha  World-Herald — 

The  1955  Nobel  Prize  in  Medicine  was 
awarded  recently  to  Dr.  Hugo  Theorell,  a 
Swedish  biochemist,  “for  his  discoveries 
concerning  the  nature  and  mode  of  action 
of  oxidation  enzymes.” 

He  will  receive  a record  Nobel  cash 
award  equal  to  $36,720.85  along  with  his 
Nobel  insigne  from  King  Gustaf  VI  Adolf  at 
ceremonies  in  Stockholm,  December  16. 

The  money  comes  from  a one-million- 
dollar  foundation  established  by  the  will  of 
Alfred  Nobel,  inventor  of  dynamite. 

Dr.  Theorell  won  the  1955  award  under 
a decision  of  the  Caroline  Institute  of  Medi- 
cine. He  devoted  several  decades  to  the 
study  of  the  enzymes,  which  serve  as  lubri- 
cants in  living  organisms  by  promoting 
chemical  reactions  without  being  changed 
by  them. 

From  the  Fremont  Guide-Tribune — 

The  appointment  of  Dr.  D.  B.  Wengert  as 
medical  co-ordinator  for  civilian  defense  dis- 
aster relief  was  announced  at  a meeting  of 
the  Tri-County  Medical  Society.  The  ap- 
( Continued  on  page  30- A) 
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pointment  was  made  by  the  president  of  the 
Dodge  County  Medical  Society,  Dr.  J.  R. 
Simmons. 

Doctors  and  their  wives  from  Dodge,  Brt, 
and  Washington  Counties  attended  the 
monthly  meeting  of  the  group,  which  fea- 
tured a talk  on  atomic  medicine.  Dr.  Larry 
Jones  of  Omaha  spoke  on  the  use  of  radio 
isotopes  in  modern  medicine. 

From  the  Omaha  World-Herald — 

The  University  of  Nebraska  College  of 
Medicine  has  received  grants  totaling  $144,- 
824  from  the  United  States  Public  Health 
Service. 

Dr.  J.  P.  Tollman,  dean  of  the  college,  said 
that  $80,405  will  go  to  the  Department  of 
Neurology  and  Psychiatry.  The  money  will 
be  spent  under  the  direction  of  Dr.  Cecil  L. 
Wittson,  director  of  the  department  and  head 
of  the  Nebraska  Psychiatric  Institute. 

Of  the  psychiatric  grant,  $23,197  will  be 
for  psychiatric  nursing,  $15,000  for  special 
training  of  psychiatrists  and  $42,208  to  de- 
velop the  postgraduate  program. 

Dr.  Tollman  said  the  Public  Health  Service 
grants  will  allow  the  college  to  maintain  cur- 


rent training  and  research  activities.  Other 
recipients : 

Dr.  J.  S.  Latta,  chairman  of  the  Depart- 
ment of  Anatomy,  $2,990  for  a study  of  the 
effects  of  radio-active  phosphorus  on  the  de- 
veloping individual. 

Dr.  Kenneth  M.  Brown,  associate  in  neu- 
rological surgery  and  instructor  in  physi- 
ology and  pharmacology,  $9,030  for  his  study 
of  high  blood  pressure  in  monkeys. 

Dr.  Howard  B.  Hunt,  chairman  of  the  De- 
partment of  Radiology,  25  thousand  dollars 
for  cancer  training  program. 

Dr.  D.  C.  Fitzgerald,  assistant  professor 
of  neurology  and  psychiatry,  $2,400  for  a 
training  program  in  clinical  psychology. 

Dr.  F.  Lowell  Dunn,  professor  of  internal 
medicine,  25  thousand  dollars  for  a training 
program  in  cardiovascular  research. 

From  the  Nebraska  City  News-Press — 

The  name  of  the  Springdale  Camp  asso- 
ciation has  been  changed  to  Camp  Floyd 
Rogers  Association  according  to  amended 
articles  of  incorporation  filed  in  the  office 
of  the  County  Clerk  recently. 

(Continued  on  page  32- A) 
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The  principal  place  of  business  now  will 
be  at  Camp  Catron,  northwest  of  Nebraska 
City,  and  the  resident  agent  is  Herman 
Siefkes,  Lincoln. 

The  camp  which  is  for  diabetic  children 
was  conceived  by  the  late  Dr.  Floyd  L.  Rog- 
ers, Lincoln. 

From  the  Omaha  World-Herald — 

A petition  alleging  illegal  practice  of  medi- 
cine was  filed  recently  in  District  Court  by 
County  Attorney  Eugene  F.  Fitzgerald 
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against  William  Jack  Levin,  a masseur  at 
3018  Lafayette  Avenue. 

Husted  K.  Watson  of  the  Bureau  of  Exam- 
ining Boards,  State  Department  of  Health, 
said  the  case  is  one  of  a number  under  in- 
vestigation. The  action  was  filed  at  Mr. 
Watson’s  request.  Mr.  Levin  is  accused  of 
diagnosing  ailments  and  prescribing  treat- 
ments while  “purporting  to  be  a masseur.” 

District  Judge  Patrick  W.  Lynch  granted 
a temporary  restraining  order  barring  Mr. 
Levin  from  operating  the  office.  A hearing 
on  a permanent  injunction  was  to  be  set  at 
a later  date. 

From  the  Grand  Island  Independent — 

Americans  should  derive  considerable  sat- 
isfaction from  the  part  the  United  States  is 
playing  in  improving  the  health  of  backward 
nations  of  the  world,  a member  of  the  ex- 
ecutive board  of  the  World  Health  Organiza- 
tion said  recently. 

Dr.  Henry  Von  Zile  Hyde,  official  of  the 
U.S.  Public  Health  service  and  WHO  board 
member,  addressed  a joint  meeting  of  the 
Mississippi  Valley  Conference  on  Tubercu- 
losis and  its  medical  section,  the  Mississippi 
Valley  Trudeau  Society. 

“The  span  of  life  in  most  of  the  world  is 
somewhere  between  30  and  40  years  whereas 
we  have  attained  a life’s  span  of  70  years  in 
the  United  States,”  Dr.  Hyde  said. 

The  Trudeau  Society  named  as  its  presi- 
dent-elect Dr.  John  F.  Gardiner,  of  Omaha. 
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